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now
she can
cope

thanks to

SODIUM®

ISODiyM ByiAeARBIIAll

the ^^daytime sedative^’ for

everyday situational stress

When stress is situational—environmental pressure,

worry over illness—the treatment often calls for an

anxiety-allaying agent which has a prompt and
predictable calming action and is remarkably well

tolerated. Butisol Sodium (sodium butabarbital)

meets this therapeutic need.

After 30 years of clinical use . i . still a first choice

among many physicians for dependability, safety and

economy in mild to moderate anxiety.

Contraindications: Porphyria or sensitivity to

barbiturates.

Precautions: Exercise caution in moderate to severe

hepatic disease. Elderly or debilitated patients may
react with marked excitement or depression.

Adverse Reactions: Drowsiness at daytime sedative

dose levels, skin rashes, “hangover” and systemic

disturbances are seldom seen.

Warning: May be habit forming.

Usual Adult Dosage: As a daytime sedative,

15 mg. (M gr.) to 30 mg. CA gr-) t.i.d. or q.i.d.

Available for daytime sedation: Tablets, 15 mg. {'A gr.),

30 mg. (M gr.); Elixir, 30 mg. per 5 cc. (alcohol 7%).

BUTICAPS® [Capsules Butisol Sodium (sodium butabarbital)]

15 mg. {A gr.), 30 mg. (3^ gr.).

( McNEIL

)

McNeil Laboratories, Inc., Fort Washington, Pa.



BSP^ DISPOSABLE UNIT
HW&D BRAND OF SODIUM SULFOBROMOPHTHALEIN INJECTION, USP

(50 mg. per ml.)

BROMSULPHALEIN®

IN A COMPLETE,

STERILE,

DISPOSABLE,

& ECONOMICAL

BSP, one of the more valuable single

laboratory procedures for determining

hepatic function, is now packaged in a

complete individual patient-unit.

The BSP Disposable Unit contains a

sterile syringe with the dosage schedule

imprinted on the barrel, a sterile needle,

alcohol swab and a 7.5 ml. or 10 ml. size

ampule of terminally sterilized BSP

solution. Each unit contains complete

directions for use, precautions and

contraindications.

PATIENT-UNIT. This alj-inclusive disposable put-up

lessens the chance of cross-infection and

saves time and labor — the most

costly commodities.

HYNSON, WESTCOTT & DUNNING, INC.
BALTIMORE, MARYLAND 21201< SSPD3
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To the Editor:

I would like to compliment the Rocky Moun-
tain Medical Journal tor two things I noted in

November 1968 edition. There was news about the

Medical School at the University of New Mexico
which I do not recall having seen before. I hope
that all the medical schools in our area will con-

tinue to be covered in the RMMJ.
Dr. William M. Covode’s “Inaugural Address”

on page 33 was outstanding. His summary on page
36 calls for all of us to use our abilities in helping

to resurrect our democracy and cure our social,

moral and economic ills; further to consult freely

with those outside our profession and to accept

the concept of comprehensive medical care as a

basic right of man. I was particularly interested

in this paragraph^ “Let us listen to the young
people now on the threshold of their medical

careers, counsel with them, and make adjustments

in our house that we may live comfortably to-

gether.” Dr. Allan Haynes of Clovis, New Mexico,

the AMA delegate from New Mexico emphasized
this point in his report to the New Mexico Interim

House of Delegates. It is hoped that some way
may be arranged to have the medical students and
house staffs represented at the House of Delegates

in our State and in other states in the Rocky
Mountain region so that we can keep communica-
tion lines open with these young doctors who have
something worthwhile to say to us.

C. Pardue Bunch, M.D.

Artesia, N. M.
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GROWING
WITH THE

ELEVEN

WESTERN STATES

Rocky Mountain Cancer Conference
July 18-19, 1969

Brown Palace Hotel, Denver, Colorado

University of Colorado School of Medicine
Postgraduate Medical Education

Surgery of the hand
February 17-20, 1969

Denver, Colorado

Diagnostic Ultrasound
March 10-12, 1969

Denver, Colorado

National Jewish Hospital and Research
Center

Clinical Management and Control of

Tuberculosis

National Jewish Hospital, Denver, Colorado
January 27 to February 7, 1969

July 28 to August 8, 1969

October 13 to October 24, 1969

2nd Annual Conejos County Hospital
Clinical Seminar

Current Concepts of Drug Therapy
February 12, 1969

La Jara, Colorado

11th Annual Meeting
Rocky Mountain Traumatological Society
February 6-8, 1969

Aspen, Colorado

American Cancer Society—Colorado Division
Midwinter Cancer Seminar

January 22-25, 1969

Lodge at Vail, Colorado

American College of Physicians
(Colorado Regional)
January 16-18, 1969

The Broadmoor, Colorado Springs, Colorado

For further information contact: William A. H.
Rettberg, M.D., 4200 E. 9th Avenue, Denver,

Colorado

260253
OCT 2 7 197]
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Fourth Annual Institute of Industrial

Medicine of the Rocky Mountain Academy
of Industrial Medicine, Inc.
January 16-17, 1969

The Broadmoor
Colorado Springs, Colorado

Thursday Morning, January 16

Symposium on Hands

Thursday Afternoon
Eye Treatment by Industrial Physicians

Advances in Diagnosis and Treatment of

Otologic Disease

The Serious Radiation Accident and the

Clinician

Pap Smear Screening in an Industrial Setting

Thursday Evening
Reception and Banquet—Penrose Room, The
Broadmoor South

Friday Morning, January 17

The Use of Hyperbaric Oxygen in Clinical

Medicine
Reconditioning and Restoration After Myocardial

Infarction

Friday Afternoon
Psychiatric Disease in Employed Persons
Psychiatry in Industry—Preventive Aspects

Why Can’t An Amputee Return to Work?
Computer Applications in Industrial Medicine

For additional information contact: M. B. Bond,
M.D., 931 Fourteenth Street, Denver, Colorado
80202

Aspen Conference on the Fetus
Denver Children’s Hospital will present a Con-

ference on the Fetus in Aspen, Colorado on Febru-
ary 3, 4, 5, 1969. Speakers will include William
Ascari, M.D., Ortho Research Foundation, George
Kerr, M.D., University of Wisconsin, Norman
Kretchmer, M.D., Ph.D., Stanford Medical Center,
A. Brian Little, M.D., Case Western Reserve Uni-
versity, William Oh, M.D., Michael Reese Hospital,
Joseph St. Geme, Jr., M.D., UCLA.
Registration fee—$50.00

Registration will be limited to 100

For information write: Joseph Butterfield, M.D.,
Children’s Hospital, 19th Avenue at Downing,
Denver, Colorado 80218

American Diabetes Association

Postgraduate Course
January 22-24, 1969

Denver Hilton, Denver, Colorado

Western Colorado Spring Clinics

Grand Junction, Colorado
March 21-22, 1969

Montana Academy of Oto-ophthalmology
Midwinter Meeting
February 22-23, 1969

Chico Hot Springs, Pray, Montana 59065

Big Mountain Medical Ski Conference
January 29-31, 1969

Lodge on Big Moimtain
8 Miles north of Whitefish, Montana

21st Annual
MIDWEST CANCER CONFERENCE

March 21 and 22, 1969

BROADVIEW HOTEL — WICHITA, KANSAS
Papers Will Be Presented by Doctors and Scientists

of National and International Prominence

“POSTGRADUATE CONTINUATION COURSE IN
GASTROENTEROLOGY”

The Institute of Gastroenterology, Good Samaritan Hospital, and the Veterans

Administration Hospital in Phoenix are co-sponsoring a postgraduate continuation

course in Gastroenterology in Phoenix. The course will be held at the Del Webb
TowneHouse on February 21 and 22, 1969. The purpose of this course will be to

relate current physiological knowledge and newer diagnostic techniques to clinical

gasteroenterology with particular attention toward the therapy of the disease.

Faculties include J. Edward Berk, Henry L. Bockus, Robert J. Bolt, Thomas C.

Chalmers, J. Lynwood Herrington, Nicholas Hightower, Hans Popper, Fenton

Schaffner, Kenneth W. Warren and others.

Further information and registration forms may be obtained from Dr. David

C. H. Sun, Good Samaritan Hospital, Phoenix, Arizona.

4 Rocky Mountain Medical Journal



Intensive Coronary Care WICHE
February 3-6, 1969

Missoula, Montana

Montana Medical Association
22nd Interim Meeting
April 11-12, 1969

Holiday Motel, Helena, Montana

George Washington University
Medical Intermountain Alumni Meeting
February 25-26, 1969

Tropicana Hotel, Las Vegas, Nevada
Registration $40. All MB’s welcome
For further information contact;

Neil W. Goodsell, M.D., 4835 South Highland
Drive, Salt Lake City, Utah 84117

4th Annual Medical Conference on Arthritis
Management of Gout and Osteo-Arthritis

February 21-23, 1969

Taos, New Mexico

12th Annual Ruidoso Summer Clinic

New Mexico Chapter of the American
Academy of General Practice
July 21-24, 1969

Chaparral Motel
Ruidoso, New Mexico

For further information contact: Mr. Bob Reid,

Executive Secretary, 723 Mills Building, El Paso,

Texas 79901

American College of Physicians
(Utah Regional)
February 28, 1969

Salt Lake City, Utah

For information contact: James Rex Miller, M.D.,
333 S. 9th East, Salt Lake City, Utah

Division of Postgraduate Medical Education
University of Utah College of Medicine

Obstetrics—February 13-15, 1969

C’est Bon Ski Lodge
Park City, Utah

Anesthesiology—February 21-24, 1969

C’est Bon Ski Lodge
Park City, Utah

Postgraduate Course in Allergy
In Cooperation with Wyo. State Medical Society

July 6-11, 1969

Holding’s Little America
Cheyenne, Wyoming 82001

For information, program and registration, write to;

Russell I. Williams, M.D., Director, Professional

Building, 1605 East 19th St.,

Cheyenne, Wyoming 82001

Utah Thoracic Conference
12th Annual Midwinter Meeting
January 23-24, 1969

C’est Bon Hotel and Convention Center,

Park City, Utah

AMERICAN ELECTROENCEPHALOGRAPHIC SOCIETY
TITLE: A Course in Current Problems in Electroencephalography:

Advances toward their solution.

DATE: March 13 - 15, 1969

PLACE: Houston, Texas
SPONSORS; The American Electroencephalographic Society and

Baylor University College of Medicine
For further information, contact:

Dr. Peter Kellaway, Baylor University College of Medicine,

Texas Medical Center, Houston, Texas 77025

AMERICAN ACADEMY OF GENERAL PRACTICE
Sahara-Tahoe Hotel, Lake Tahoe, Nevada

January 23-26, 1969

Skiing and wintertime activities along with some of the latest theories in the

medical profession head the agenda for the 12th Annual Nevada Chapter of the

American Academy of General Practice Convention to be held January 23, 24, 25,

and 26, 1969. Lake Tahoe’s Sahara-Tahoe Hotel will serve as the convention head-

quarters and some 500 doctors from 23 states are expected to attend.

Programs on the meeting schedule will be presented by speakers from the Uni-

versity of California at Los Angeles. American Academy of General Practice educa-

tion credit of 12 elective hours will be allowed those doctors attending. Activities

for the doctors’ wives and families include skiing daily, luncheons, and a fashion

show.

Thomas K. Hines, M.D., of Carson City, Nevada, is serving as the convention pro-

gram chairman and may be contacted for further information concerning the con-

vention or registration at 1222 S. Stewart St., Carson City, Nevada 89701.

for January 1969 5





Should
grape-flavored

NovahistineDH
come in ajar?

We never quit looking for ways to make
Novahistine® DH even more appealing to

your young patients. After all, we were kids

ourselves once.

On the other hand, medicine is medicine.

And it has to work. We never forget that.

So, we combined a fresh, grape flavor, that

children really like, with an effective and
well -tolerated decongestant-antitussive

formulation that really works to relieve those

dry, useless coughs typical of colds or flu.

You’ll find Novahistine DH particularly effective

at controlling frequency and intensity of cough
spasms without abolishing cough reflex.

Each 5-ml. teaspoonful of Novahistine DH

decongestant-antitussive contains codeine

phosphate, 10 mg. (warning: may be habit-

forming); phenylephrine hydrochloride, 10 mg.

chlorpheniramine maleate, 2 mg.; chloroform,

13.5 mg.; l-menthol, 1 mg.; alcohol 5%.

Use with caution in patients with severe

hypertension, diabetes mellitus, hyperthy-

roidism or urinary retention Caution

ambulatory patients that drowsiness may
result. Continuous dosage over an extended

period is contraindicated, since codeine

phosphate may cause addiction.

PITMAN-MOO RE Division of

The Dow Chemical Company, Indianapolis
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For the patient who has been through an accident, the worry and

anxiety following the experience may actually heighten the per-

ception of pain. This is why there’s a classic V4 grain sedative

dose of phenobarbital in Phenaphen with Codeine — to take the

nervous “edge” off, so the rest of the formula can control the

pain more effectively.

Phenaphen' with Codeine
Phenaphen® with Codeine No. 2, No. 3, or No. 4 contains: Phenobarbital (’A gr.), 16.2 mg.

(Warning: may be habit forming); Aspirin (2V2 gr.), 162.0 mg.; Phenacetin (3 gr.), 194.0 mg.;

Hyoscyamine sulfate, 0.031 mg.; Codeine Phosphate, ’A gr. (No. 2), ’A gr. (No. 3), or 1 gr.

(No. 4). (Warning: may be habit forming).

THE COMPOUND ANALGESIC THAT CALMS INSTEAD OF CAFFEINATES

Indications: Phenaphen with Codeine provides re-

lief in severer grades of pain, on iow codeine dos-

age, with minimal possibility of side effects. Its use

frequently makes unnecessary the use of addicting

narcotics. Contraindications: Hypersensitivity to any

of the components. Precautions: As with all phen-

acetin-containing products excessive or prolonged

use should be avoided. Side effects: Side effects

are uncommon, although nausea, constipation and
drowsiness may occur. Dosage: 1 or 2 capsules at

2 to 4 hour intervals, or as directed by physician.

For further details see product literature.

A H. ROBINS COMPANY ^,LJ„ririD|MC
RICHMOND. VA. 23220 /1 rl I/UDIIHJ
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You’ve made it

one of your specifics

in acute otitis media

DECLOMYCIN acts against many strains of

H. influenzae
,
pneumococci and streptococci, the

most common invaders. In otitis media, where it

is difficult to isolate the causative organism, this

coverage may be important. However, some strains

may be resistant and other pathogens can be

involved.

You’ve found the high serum levels of

DECLOMYCIN important, too. Its prolonged action

permits convenient 300 mg b.i.d. or 150 mg
q.i.d. administration.

When specimens are obtainable, your culture

studies will indicate the usefulness of

DECLOMYCIN.

Effectiveness; DECLOMYCIN Demethylchlortetracycline should be
equally or more effective therapeutically than other tetracyclines in

infections caused by organisms sensitive to the tetracyclines.

Contraindication: History of hypersensitivity to demethylchlor-
tetracycline.

Warning: In renal impairment, usual doses may lead to excessive ac-

cumulation and liver toxicity. Under such conditions, lower than

usual doses are indicated, and, if therapy is prolonged, serum level

determinations may be advisable. A photodynamic reaction to natural

or artificial sunlight has been observed. Small amounts of drug and
short exposure may produce an exaggerated sunburn reaction which

may range from erythema to severe skin manifestations. In a smaller

proportion, photoallergic reactions have been reported. Patients

should avoid direct exposure to sunlight and discontinue drug at the

first evidence of skin discomfort. Necessary subsequent courses of

treatment with tetracyclines should be carefully observed.

Precautions: Overgrowth of nonsusceptible organisms may occur.

Constant observation is essential. If new infections appear, appropri-

ate measures should be taken. In infants, increased intracranial pres-

sure with bulging fontanels has been observed. All signs and symp-

toms have disappeared rapidly upon cessation

of treatment. DECLOMYCIN
Side Effects: Gastrointestinal system-ano- DEMETHYLCHLORTETKACYCLINE cyclineHCl.

rexia, nausea, vomiting, diarrhea, stomatitis, glossitis, enterocolitis

pruritus ani. Skin -maculopapular and erythematous rashes; a rare

case of exfoliative dermatitis has been reported. Photosensitivit

onycholysis and discoloration of the nails (rare). Kidney- rise in BUN
apparently dose-related. Transient increase in urinary output, som
times accompanied by thirst (rare). Hypersensitivity reactions- urts

caria, angioneurotic edema, anaphylaxis. Teeth - dental staining (yel

low-brown) in children of mothers given this drug duringthe latter hali

of pregnancy, and in children given the drug during the neonatal pe

od, infancy and early childhood. Enamel hypoplasia has been seen in

a few children. If adverse reaction or idiosyncrasy occurs, discontinue

medication and institute appropriate therapy. Demethylchlortetra

cycline may form a stable calcium complex in any bone-formingtissu(

with no serious harmful effects reported thus far in humans.

Average Adult Daily Dosage: 150 mg q.i.d. or 300 mg b.i.d. Shoulc

be given 1 hour before or 2 hours after meals, since absorption is i

impaired by the concomitant administration of high calcium conteni

drugs, foods and some dairy products. Treatment of streptococcal

infections should continue for 10 days, even though symptoms hav(

subsided.

Capsules: 150 mg; Tablets: film coated, 30(

mg, 150 mg and 75 mg of demethylchlortetra

1 I

3984

LEDERLE LABORATORIES. A Division of

American Cyanamid Company, Pear! River, New York
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Homan*
Oral contraceptives are different because

women are different.

Just being secure in the knowledge that

her oral contraceptive is effective is not

enough. She also wants to be secure in the

knowledge that her oral contraceptive is

right for her.

Now you have a new choice in prescrib-

ing a low-dosage oral contraceptive.

Norinyl 1 -|- 80 is a new combination,

consisting of 1 milligram norethindrone

and a slightly increased amount of mes-

tranol (80 micrograms instead of the usual

50) . This important adjustment may be par-

ticularly suitable for her if she requires a

slightly higher ratio of estrogen.

And it’s the woman who must accept her

oral contraceptive.

Please see last page of advertisement for

prescribing information.
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Jfcherredimeii
No matter how effective ^ her oral contraceptive is .

.

if she forgets, she loses the protection she’s striving for.

Norinyl® 14-80 gives her the easiest regimen choice possible:

either 21- day (3 weeks on, 1 week off) or 28 -day continuous therapy (21 active

tablets and 7 placebos). Both are simple and regular. Cycle days

are replaced by weekdays — the way she lives her life.

newMonorette
Norinyl 14-80 comes to her in the new Memorette tablet dispenser.

Feminine and attractive. Designed for the modern woman who has more on

her mind than medication. No charts or calendars , . .just the

beautiful Memorette for her convenience.
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CONTRAINDICATIONS
1. Patients with thrombophlebitis,

thromboembolic disorders, cerebral apo-

plexy, or with a past history of these con-

ditions.

2. Patients with markedly impaired
liver function.

3. Patients with known or suspected

carcinoma of the breast.

4. Patients with known or suspected

estrogen-dependent neoplasia.

5. Undiagnosed abnormal genital

bleeding.

WARNINGS

1.

The physician should be alert to the

earliest manifestations of thrombotic dis-

orders (thrombophlebitis, cerebrovascu-

lar disorders, pulmonary embolism, and
retinal thrombosis). Should any of these

occur or be suspected, the drug should be
discontinued immediately.

Studies conducted in Great Britain and
reported in April 1968 estimate there is

a seven- to tenfold increase in mortality

and morbidity due to thromboembolic
diseases in women taking oral contracep-

tives. In these eontrolled retrospective

studies, involving 36 reported deaths and
58 hospitalizations due to “idiopathic”

thromboembolism, statistical evaluation

indicated that the differences observed
between users and nonusers were highly

signiheant.

The conclusions reached in the studies

are summarized in the table below

:

COMPARISON OF MORTALITY AND
HOSPITALIZATION RATES DUE TO
THROMBOEMBOLIC DISEASE IN USERS AND
NONUSERS OF ORAL CONTRACEPTIVES
IN BRITAIN

Categoiy
Mortality Rates

Hospitalization

Rates (Morbidity)

Ages 20-34 Ages 35-44 Ages 20-44

Users of Oral

Contraceptives
1.5/100,000 3.9/100,000 47/100,000

Nonusers 0.2/100,000 0.5/100,000 5/100,000

No comparable studies are yet avail-

'able in the United States. The British

data, especially as they indicate the mag-
nitude of the increased risk to the in-

dividual patient, cannot be directly ap-

plied to women in other countries in

which the incidences of spontaneously oc-

curring thromboembolic disease may be
different.

2. Discontinue medication pending ex-

amination if there is sudden partial or
complete loss of vision, or if there is a
sudden onset of proptosis, diplopia or mi-
graine. If examination reveals papillede-

ma or retinal vascular lesions, medication
should be withdrawn.

3. Since the safety of oral contracep-
tives in pregnancy has not been demon-
strated, it is recommended that for any
patient who has missed two consecutive
periods, pregnancy should be ruled out
before continuing the contraceptive regi-

men. If the patient has not adhered to the
prescribed schedule, the possibility of
pregnancy should be considered at the
time of the first missed period.

4. A small fraction of the hormonal
agents in oral contraceptives has been
identified in the milk of mothers receiv-

ing these drugs. The long-range effect to

the nursing infant cannot be determined
at this time.

PRECAUTIONS
1. The pretreatment physical examina-

tion should include special reference to

breast and pelvic organs, as well as a Pap-
anicolaou smear.

2. Endocrine and possibly liver func-

tion tests may be affected by treatment
with oral contraceptives. Therefore, if

such tests are abnormal in a patient tak-

ing an oral contraceptive, it is recom-
mended that they be repeated after the
drug has been withdrawn for 2 months.

3. Under the influence of estrogen-pro-

gestogen preparations, preexisting Uterine

fibromyomata may increase in size.

4. Because these agents may cause
some degree of fluid retention, conditions
which might be influenced by this factor,

such as epilepsy, migraine, asthma, car-

diac or renal dysfunction, require careful

observation.

5. In breakthrough bleeding, and in all

cases of irregular bleeding per vaginam,
nonfunctional causes should be borne in

mind. In undiagnosed bleeding per vagi-

nam, adequate diagnostic measures are
indicated.

6. Patients with a history of psychic
depression should be carefully observed
and the drug discontinued if the depres-
sion recurs to a serious degree.

7. Any possible influence of prolonged
oral contraceptive therapy on pituitary,

ovarian, adrenal, hepatic or uterine func-
tion awaits further study.

8. A decrease in glucose tolerance has
been observed in a significant percentage
of patients on oral contraceptives. The
mechanism of this decrease is obscure.
For this reason, diabetic patients should
be carefully observed while receiving oral

contraceptive therapy.

9. Because of the effects of estrogens
on epiphyseal closure, oral contraceptives

should be used judiciously in young pa-

tients in whom bone growth is not com-
plete.

10. The age of the patient constitutes

no absolute limiting factor, although
treatment with oral contraceptives may
mask the onset of the climacteric.

11. The pathologist should be advised
of oral contraceptive therapy when rele-

vant specimens are submitted.
ADVERSE REACTIONS OBSERVED IN
PATIENTS RECEIVING ORAL
CONTRACEPTIVES
A statistically significant association

has been demonstrated between use of

oral contraceptives and the following se-

rious adverse reactions:

Thrombophlebitis
Pulmonary embolism
Although available evidence is sugges-

tive of an association, such a relationship

has been neither confirmed nor refuted
for the following serious adverse reac-

tions:

Cerebrovascular accidents
Neuro-ocular lesions, e.g., retinal

thrombosis and optic neuritis

The following adverse reactions are
known to occur in patients receiving oral

contraceptives:

Nausea
Vomiting
Gastrointestinal symptoms (such as
abdominal cramps and bloating)

Breakthrough bleeding
Spotting
Change in menstrual flow

Amenorrhea during and after treatment
Edema
Chloasma or melasma
Breast changes : tenderness,

enlargement and secretion

Change in weight (increase or
decrease

)

Changes in cervical erosion and
cervical secretions

Suppression of lactation when given
immediately postpartum

Cholestatic jaundice
Migraine
Rash (allergic)

Rise in blood pressure in susceptible

individuals

Mental depression

Although the following adverse reac-

tions have been reported in users of oral

contraceptives, an association has been
neither confirmed nor refuted:

Anovulation post-treatment

Premenstrual-like syndrome
Changes in libido

Changes in appetite

Cystitis-like syndrome
Headache
Nervousness
Dizziness

Fatigue
Backache
Hirsutism
Loss of scalp hair

Erythema multiforme
Erythema nodosum
Hemorrhagic eruption
Itching

The following laboratory results may
be altered by the use of oral contracep-
tives:

Hepatic function: Increased
sulfobromophthalein and other tests

Coagulation tests : Increase in

prothrombin Factors VII, VHI, IX,
and X

Thyroid function: Increase in PBI and
butanol extractable protein-bound
iodine, and decrease in T® uptake
values

Metyrapone test

Pregnanediol determination

SYNTEK
SYNTEX LABORATORIES, INC.

PALO ALTO, CALIFORNIA 94304



but in rest from pain!*

John Dryden

^Empirin^^Compound with Ccwleine Phosphate gn 1/2 Not3
Each tablet contains: Codeine Phosphate gr. 1/2 (Warning-May be habit forming), Phenacetin gr.2 1/2, Aspirin gr. 3 1/2, Caffeine gr, 1/2.

gives your patient rest from pain
'B.W. &. Co.' narcotic products are Class "B”, and as such are available on oral prescription, where State law permits.

BURROUGHSWELLCOME &.CO.(U.S.A.)INC.,Tuckahoe,N.Y.



oducing alginates to antacids

n taste
difference

Derived from seaweed, and long used to impart

velvety consistency to foods, alginates— a Warner-
Chilcott contribution to antacid palatability— help

1) erase the chalkiness and grittiness found with some
other antacids; 2) dispel unpleasant aftertaste. Like

ice cream, Gelusil-M is smooth and creamy; and it has

a cool mint flavor. Thus, for your patients Gelusil-M

may be better to start on and easier to stay on.

introducing new

GELUSIIIM*
each 5 ml. teaspoonful contains:

500 mg. magnesium trisilicate

250 mg, aluminum hydroxide (Warner-Chilcott)

200 mg. magnesium hydroxide

•U.S. Pot#ni No. 3 ,326,755

a consistent buffering anticostive^ antacid
tAvoldi conatlpotlon.

next poge for proscribing information ^



GELUSIL-one name to remember., »and a dosage form for every patient.

Gelusir-M Liquid
especially for the constipation-
prone patient

Indications: Gelusil-M is indicated for

prompt and dependable symptomatic
relief of peptic ulcer, gastritis, heart-

burn, hiatal hernia, esophagitis, and
other conditions for which control of

gastric hyperacidity is required.

Precaution: Prolonged or intensive

therapy in patients with severe renal in-

sufficiency may lead to hypermagne-
semia.

Dosage: One to two teaspoonfuls (5

ml. to 10 ml.) between meals and at

bedtime or whenever symptoms occur.

Certain conditions, such as acute peptic

ulcer, may require individualized dos-

age. If diarrhea occurs, reduce dosage
or discontinue use.

Supplied: Gelusil-M (spearmint-fla-

vored)— light green bottles of 12 fl. oz.;

and a special hospital pack. Keep
tightly closed — shake vigorously.

Gelusir Tablets
the universal take-along antacid

Easy to take along / easy to take /

pleasantly mint-flavored. An antacid
with adsorbent and demulcent proper-
ties which contains in one tablet: 0.25
Gm. aluminum hydroxide (Warner-
Chilcott) and 0.5 Gm. magnesium trisili-

cate (USP).

Dosage: 2 toblets— or more— between
meals and at bedtime, or whenever
symptoms occur. Tablets should be
chewed.

Regular Gelusiriiquld
when constipation is not a problem

Pleasant mint flavor... ideal for hospi-

tal or home. Available in 12 fl. oz. and
6 fl. oz. bottles and a special hospital

pock. An antacid which contains adsor-
bent and demulcent agents in each 4
ml. teaspoonful: 0.25 Gm. aluminum
hydroxide (Warner-Chilcott), 0.5 Gm.
magnesium trisilicate (USP).

Dosage: 2 teaspoonfuls ( 4 ml. each)—
or more— between meals and at bed-
time, or whenever symptoms occur.

Also Available: Gelusii® Flavor-Pack,

Gelusil-Lae®.

WARNER-CHILCOTT
Morris Plains, New Jersey
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Only
• ®

TUBEX
offers

so connplete
a line of

closed
system
injectables

and
It's still

growing.

• accuracy— premeasured, clearly labeled to help
ensure correct medication

• convenience—no filling, no needle-sharpening,
no sterilization, no cleanup

• simplicity — precision-made, well balanced
syringe breech loads in seconds, permits easy
aspiration

• reduces risk—single-use cartridge-needle units
reduce risk of cross contamination; less chance
of spillage reduces risk of contact sensitization
for doctor or nurse

• stability—glass cartridges can't deteriorate or
react with medication

• acceptability— presharpened, siliconized nee-
dles lessen pain of injection; patients appreciate
single-use equipment

Just select, inject, throw away

TUBEX
sterile cartridge-needle unit

Wyeth Laboratories Philadelphia, Pa.

1

©
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To meet your present needs more pre-

cisely, the Tubex line comprises 37 dif-

ferent products in 69 dosage variations.

And more are on the way.

Tubex offers these unit dose advantages:



heavenly relief
for unearthly cough

Benyliri
EXPECTORANT

ASTR

Each fluidounce contains: 80 mg.
Benadryl® (diphenhydramine
hydrochloride, Parke-Davis);

1 2 grains ammonium chloride;

5 grains sodium citrate;

2 grains chloroform; 1/10 grain

menthol; and 5% alcohol.

An antitussive and expectorant for

control of coughs due to colds or

of allergic origin,BENYLIN
EXPECTORANT is the leading

cough preparation of its kind.

BENYLINEXPECTORANT
tends to inhibit cough reflex...

soothes irritated throat membranes.
And its not-too-sweet, pleasant

raspberry flavor makesBENYLIN
EXPECTORANT easy to take.

PRECAUTIONS: Persons who
have become drowsy on this or
other antihistamine-containing
drugs, or whose tolerance is not

known, should not drive vehicles

or engage in other activities re-

quiring keen response while using
this preparation. Hypnotics, seda-
tives, or tranquilizers if used with
BENYLIN EXPECTORANT

should be prescribed with caution
because of possible additive effect.

Diphenhydramine has an atro-

pine-like action which should be
considered when prescribing

BENYLIN EXPECTORANT.
ADVERSE REACTIONS: Side
reactions may affect the nervous,
gastrointestinal, and cardiovascu-
lar systems. Drowsiness, dizziness,

dryness of the mouth, nausea, ner-

vousness, palpitation, and blurring

of vision have been reported. Al-

lergic reactions may occur.

PACKAGING: Bottles of 4 oz.,

1 6 oz., and 1 gal.

Parke, Davis& Company
Detroit, Michigan 48232

FARKE-DAVtS
4IOR69



tWarning: May be habit forming.

*15 mg. of flr/f/5o/(butabarbital), plus the other ingredients, in outer

layer; 15 mg. of Butisol 'm a specially coated core for delayed release,

to approximately equalize duration of action for all components.

Contraindications: Sensitivity to any component, porphyria, peptic

ulcer, ulcerative colitis, mental depression, renal impairment or

shutdown. Warnings: Consider the possibility of sensitivity reac-

tions in patients with history of allergy or bronchial asthma. Coated

potassium tablets, sometimes administered in conjunction with

antihypertensive therapy, may be associated with small bowel
lesions, which have led to obstruction, hemorrhage and perforation.

Surgery has frequently been required and deaths have occurred.

Such tablets should be used only when indicated and when ade-

quate dietary supplementation is not practical. They should be

discontinued immediately if abdominal pain, distention, nausea,

vomiting, or g.i. bleeding occur. Use in Pregnancy: Exercise cau-

tion, since thiazides cross the placental barrier and may cause
fetal or neonatal hyperbilirubinemia, thrombocytopenia or altered

carbohydrate metabolism; adverse reactions seen in the adult may

occur in the newborn. Use reserpine in women of child-

bearing age only when essential to patient welfare. In-

creased respiratory secretions, nasal congestion, cyano-

sis, and anorexia may occur in infants born to reserpine-

treated mothers. Precautions: Butiso! (butabarbital) —
Exercise caution in moderate to severe hepatic disease.

Elderly or debilitated pa-

tients may react with

marked excitement or de-

pression. Hydrochlorothi-

azide — induce elec-

trolyte imbalance; when
used with digitalis or one

of its glycosides and in pa-

tients with severe hepatic

insufficiency, cardiac ar-

rhythmias or symptoms of

impending hepatic coma may
occur. Discontinue and in-



The “beauty”of Butiserpazide® is that it adds

the mildly sedative effect of Butisol® (butabarbital)

to the classic thiazide/reserpine formula.

“It would appear that the addition of an

anxiet\ -relie\'ing agent [Butisol] to a drug

combination utilizing w ell-established

compounds proved useful in reducing hvpertensive

s\'mptoms in over half the patients. .

.

That’s the “Buti”of

BUTISOL® (butabarbital) 30 mg. + reserpine 0.1 mg. + hydrochlorothiazide 25 or 50 mg.

You have a choice of 2 strengths. Just one tablet once or twice a day is usually sufficient.

Butiserpazide-25 Prestabs® "Tablets

BUTISOL® (butabarbital) 30 mg.t; hydrochlorothiazide 25 mg.; reserpine 0.1 mg.

Butiserpazide-50 Prestabs® "Tablets

BUTISOL® (butabarbital) 30 mg.t; hydrochlorothiazide 50 mg.; reserpine 0.1 mg.

stitute appropriate countermeasures if prolonged use produces

hypokalemia or (likely with sodium restriction) hyponatremia and

hypochloremic alkalosis. (Ammonium chloride, used to reverse hy-

pochloremic alkalosis, is contraindicated in hepatic disease.) May

produce elevated serum uric acid levels (and, infrequently, gout) or

reduce glucose tolerance, altering insulin requirements in dia-

betics. /feser/r/fle—Observe for signs or symptoms of peptic ulcer or

ulcerative colitis. Discontinue at first sign of mental depression;

keep in mind possibility of suicide. Exercise extreme caution in

history of mental depression. May produce cardiac arrhythmias

when used with digitalis and quinidine, or may precipitate biliary

colic in patients with gallstones. Discontinue 1 to 2 weeks before

surgery; inform the anesthetist in event of emergency surgery. Ex-

ercise caution in history of epilepsy. Discontinue 1 to 2 weeks be-

fore ECT. Geflera/— Exercise caution in coronary artery disease.

Adverse Reactions: Dizziness, drowsiness, weakness, nasal conges-

tion, leg cramps, nausea, palpitations, superficial skin bruises,

palmar erythema, headache, dehydration, skin rash, “hangover,"

systemic disturbances, diarrhea, itching, vomiting, paresthesia.

photosensitivity, pancreatitis, jaundice, xanthopsia, purpura, throm-

bocytopenia, leukopenia, agranulocytosis, aplastic anemia, anorexia,

gastric irritation, abdominal cramping, constipation, glycosuria,

vertigo, cutaneous vasculitis, orthostatic hypotension (potentiated

by alcohol, barbiturates, or narcotics), increased salivation and

gastric secretion, increased intestinal motility, loose stools, angina-

like syndrome, arrhythmias, bradycardia, flushing, hypotension, ner-

vousness, paradoxical anxiety, rarely atypical Parkinsonian syn-

drome, central nervous system sensitization (manifested by dull

sensorium, deafness, glaucoma, uveitis, optic atrophy), dryness of

mouth, syncope, epistaxis, weight gain, and impotence or decreased

libido. Usual Adult Dosage: Butiserpazide®-25 or BUTISERPAZIDE®-

50: 1 tablet daily or b.i.d. When used with other antihypertensive

agents reduce dosage of both drugs about 50% and observe care-

fully for changes in blood pressure. / \

Before prescribing or administering. I I

see package insert.

1. Coodley, E. L.: Curr. Therap. Res. mcneil laboratories, inc.

4:460, 1962. fort Washington, pa. 19034

( McNEIl



‘‘Breathing’s a snap again” he said gingerly.
(COMPLIMENTS OF DIMETAPP)

Help clear up that miserable stuffed-up

feeling with Dimetapp. Each hard-work-

ing Extentab brings welcome relief from

the stuffiness, drip and congestion of upper

respiratory conditions for up to 10-12

hours. Yet, patients seldom experience

drowsiness or overstimulation. The key to

success is the Dimetapp formula: Dime-

tane (brompheniramine maleate)—along

with phenylephrine and phenylpropanola-

mine, two time-tested decongestants. They

get the job done ... in a hurry.

Indications: Dimetapp is indicated

for symptomatic relief of the

allergic manifestations of respi-

ratory illnesses, such as the

common cold and bronchial asthma,

seasonal allergies, sinusitis,

rhinitis, conjunctivitis, and otitis.

Contraindications

:

Hypersensitivity

to antihistamines. Not recommended
for use during pregnancy.

Precautions: Until patient’s

response has been determined, he

should be cautioned against

engaging m operations requirin

alertness. Administer with care

to patients with cardiac or peripheral

vascular diseases or hypertension.

Side Effects: Hypersensitivity

reactions including skin rashes,

urticaria, hypotension and thrombo-

cytopenia, have been reported on
rare occasions. Drowsiness, lassitude,

nausea, giddiness, dryness of

the mouth, mydriasis, increased

irritability or excitement may
be encountered.

Dosage: 1 Extentab morning and
evening.

Supplied: Bottles of 100 and 500.

in sinusitis, colds, U.R.L

Dimetapp Extentabs’
(Dimetane® thrompheniramine maleate], 12 mg.;

phenylephrine HCl, 15 mg.; phenylpropanolamine HCl, 15 mg.)

up to 10-12 hours clear

breathing on one tablet

A.H. ROBINS COMPANY
RICHMOND, VA. 23220

[ROBINS

1



Picture of

traumatic muscle injury

Parafon Forte tablets help to relieve pain,

restore mobility. . . stop pain-spasm feedback

Here is why. Paeafon Forte provides

:

a nonsalicylate analgesic equal to aspirin for the relief

of pain,i>2 yet unlikely to produce the irritation to the

gastric mucosa so often associated with salicylate

therapy®

and a skeletal muscle relaxant shown to have up to a

6-hour span of action^... to retain effectiveness even
on continued administration^. . . but not likely to have
the central effects of tranquilizing compounds,®

Prescribe Parafon Forte for effective spasmolysis

and analgesia in sprains, strains, myalgias, low back
pain, bursitis and other musculoskeletal disorders.

Your patients will appreciate the restored comfort
and freedom of movement it usually provides.

treated with
Parafon Forte ™blets

Paraflex® (chlorzoxazone)* 250 mg.

Tylenol® (acetaminophen) 300 mg.

Contraindications: Sensitivity to either component. Precautions:

Exercise caution in patients with known allergies or history of
drug allergies. If a sensitivity reaction or signs or symptoms sug-
gestive of liver dysfunction are observed, the drug should be
stopped. Adverse Reactions: Occasionally, drowsiness, dizziness,

lightheadedness, malaise, overstimulation or gastrointestinal
disturbances may be noted; rarely, allergic-type skin rashes,
petechiae, ecchymoses, angioneurotic edema or anaphylactic
reactions. In rare instances, Paraflex (chlorzoxazone) may pos-
sibly have been associated with gastrointestinal bleeding. While
Paraflex (chlorzoxazone) and chlorzoxazone-containing prod-
ucts have been suspected as being the cause of hepatic toxicity
in approximately eighteen patients, it was not possible to state
that the dysfunction was or was not drug induced. Vstud Adult
Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets,
imprinted “McNEIL”— bottles of 100.

References: 1. Batterman, R. C., and Grossman, A. J.: Fed. Proc. 14:316,
1955. 2. Goodman, L. S., and Gilman, A., ed.: The Pharmacological Basis of
Therapeutics, ed. 3, New York, The Macmillan Company, 1965, p. 331. 3. Roth,

( McNEIl

)

J. L. A., et al.i Gastroenterology 44:146,
1963. 4. Berman, H. H., et al.x Dis. Nerv.
Syst. 25:430, 1964. 5. Friend, D. G.: Clin.
Pharmacol. Ther. 5:871, 1964.

McNEILLABORATORiES, INC., FT. WASHINGTON, PA. 19034 *U.S. PATENT NO. 2.895,877



It’s almost as if you were there to

give an injection of penicillin

t i\

V-Cillin Pediatric dependable oral penicillin therapy
Potassium Phenoxymethyi Penicillin

Description: V-Cillin K, the potassium salt of V-Cillin® (phe-

noxymethyi penicillin, Lilly), combines acid stability with immedi-
ate solubility and rapid absorption. Higher, more rapid serum
levels are obtained than with equal oral doses of penicillin G.

Indications: Streptococcus, pneumococcus, and gonococcus in-

fections: infections caused by sensitive strains of staphylococci;
prophylaxis of streptococcus infections in patients with a history

of rheumatic fever; and prevention of bacterial endocarditis after

tonsillectomy and tooth extraction in patients with a history of

rheumatic fever or congenital heart disease.

Contraindication: Penicillin hypersensitivity.

Warnings: In rare instances, penicillin may cause acute anaphy-
laxis which may prove fatal unless promptly controlled. This type

of reaction appears more frequently in patients with a history of

sensitivity reactions to penicillin or with bronchial asthma or

other allergies. Resuscitative drugs should be readily available.

These include epinephrine and pressor drugs (as well as oxygen
for inhalation) for immediate allergic manifestations and anti-

histamines and corticosteroids for delayed effects.

Precautions: Use cautiously, if at all, in a patient with a strongly

positive history of allergy.

In prolonged therapy with penicillin, and particularly with high

parenteral dosage schedules, frequent evaluation of the renal

and hematopoietic systems is recommended.
In suspected staphylococcus infections, proper laboratory

studies (including sensitivity tests) should be performed.
The use of penicillin may be associated with the overgrowth

of penicillin-insensitive organisms. In such cases, discontinue

administration and take appropriate measures.

Adverse Reactions: Although serious allergic reactions are much
less common with oral penicillin than with intramuscular forms,

manifestations of penicillin allergy may occur.

Penicillin is a substance of low toxicity, but it possesses a sig-

nificant index of sensitization. The following hypersensitivity re-

actions have been reported: skin rashes ranging from maculo-

papular eruptions to exfoliative dermatitis: urticaria; and reac-

tions resembling serum sickness, including chills, fever, edema,
arthralgia, and prostration. Severe and often fatal anaphylaxis

has occurred (see Warnings). Hemolytic anemia, leukopenia,

thrombocytopenia, and nephropathy are rarely observed side-

effects and are usually associated with high parenteral dosage.

Administration and Dosage: Usual dosage range, 125 mg.

(200,000 units) three times a day to 500 mg. (800,000 units) every

four hours. For infants, 50 mg. per Kg. per day divided into three

doses.
See package literature for detailed dosage instructions for

prophylaxis of streptococcus infections, surgery, gonorrhea, and
severe infections.

How Supplied: Tablets V-Cillin K® (Potassium Phenoxymethyi
Penicillin Tablets, U.S.P.), 125 mg. (200,000 units), 250 mg.
(400,000 units), and 500 mg. (800,000 units).

V-Cillin K® (potassium phenoxymethyi penicillin, Lilly), Pedi-

atric, for Oral Solution, 125 mg. (200,000 units) and 250 mg.
(400,000 units) per 5 cc. of solution

(approximately one teaspoonful).
[042567*]

900134 Additional information available

to physicians upon request.

Eli Lilly and Company, Indianapolis, Indiana 46206
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'4-K

O.

Our Permissive
Society

'f all dangers to the welfare and security

of our Nation, the most serious threats are

direct results of our permissive society. Our

major problems are the result of the failure

of all of us over the last two decades to stand

for the right—to cou-

rageously and overtly

follow the dictates of

our conscience.

In every phase of

our culture, examples are myriad. The ma-
jority of our movies are “recommended for

mature audiences.” Sex and indecency are

essentials of popular theater or musical.

Newspapers capitalize on violence and sin.

Our literature abounds with immorality.

Pornography is at an all-time high. A man
can proclaim over nation-wide television that

“I am an anarchist,” without public reac-

tion. Leaders can openly advise their dissi-

dent group to arm and to kill their country-

men, and their activity is unchallenged by
citizens or government. Our social order

permits all of these thousands of acts of in-

decency, immorality, corruption and sedi-

tion. Paradoxically, now that it’s beginning

to hurt, society demands “law and .order in

our land!”

The impact of our permissive society upon
our youth is a serious and significant menace
to our democracy. There is no mystery about

“the generation gap”! It is a creation of our

permissive society. Better education of

youth and our affluent culture are factors,

but our permissive attitude is the indispen-

sable cause for the defection of this gen-

eration which we have reared. Moreover,

the connotation of the term itself is charac-

teristic of the permissive society. We have
created this phrase to justify and whitewash

our inability to understand and cope with

these young people, telling ourselves that

they know much more at their age than did

we, that we have become too rigid and nar-

row for the modern world, and everything

will work out when this youthful generation

settles down and goes to making a living.

Hogwash! Are all kids geniuses and all

adults stupid? Why so little effort by these

superiorly educated youths to communicate

across the gap? Our permissive society en-

courages us to ignore the generation gap.

Our conscience and our intellect demand

that we bridge the gap. We shall recognize

the intellectual advancement of the young,

but we shall not condone disrespect, undis-

ciplined behavior, unpatriotic action, and im-

morality.

Drug abuse by youth is a specific exam-

ple of particular concern to physicians. Few
realize how widespread is the problem. Drug

usage in our colleges is of unrecognized but

astounding magnitude. The university by its

nature is a permissive environment; it is

therefore particularly vulnerable to the ef-

fects of our permissive society. Add the fact

that our nation is sending to college more

young people who have never had any re-

sponsibility for their own economic support

than at any time in history. This affluent

youth, product of a permissive society, in

the liberal college environment has little

resistance to the temptation of drugs. Now
that there is easy availability of drugs, the

problem of usage over the past two to three

years has accelerated at an unbelievable rate.

Drug abuse is a problem not of an inconse-

quential minority, liberal educators to the

contrary.

Wake up, America! Be aroused, physi-

cians! Medicine, recognize your obligation

for leadership! As doctors, perhaps we have

no direct commitment to combat liberal ed-

ucational movements, to fight immorality

and indecency, to censor unpatriotic action,

or to punish anarchists, but we cannot avoid

responsibility for preventing drug abuse.

Like typhoid, polio, alcoholism, or a hundred

other threats to health, drug addiction is

a medical problem. As we attack the prob-

lems which are an outgrowth of our permis-

sive society, our society will cease to be per-

missive. Conversely, if our society persists

in being permissive, it shall cease to be a

society.

for January 1969 27



Xhe modern practicing physician must of

necessity be a man who wears many hats.

The traditional doctor image, to which many
members of our modern society make nostal-

gic reference, would be as ineffective and

inappropriate as yes-

The Physician of
Today — A
Leading Citizen

teryear’s physician’s

horse and buggy on

our modern freeways.

Unprecedented de-

mands made upon today’s physician are in

sharp contrast to the dedicated, but compar-

atively leisurely, routine of “the old family

doctor.” An ever-increasingly health con-

scious consumer requires not only increased

medical services, but increased assurances

of favorable results. The traditional concept

of medical care being a privilege has evolved

into one of it being a right. This point of

view has received further impetus through

the ever-increasing and seemingly unending

health programs implemented by the federal

government.

The modern patient is told to expect more
in medical care and urged to seek it. Many
persons not previously involved have thus

been absorbed into the mainstream of medi-

cine. Because of extensive publication of

health care articles and the publicity given

new scientific discoveries, today’s patient

frequently confronts his physician with his

own pre-determined diagnosis. Right or

wrong—though mostly wrong—he presents

the additional problem of resistance by rea-

son of his self-styled medical competence.

In order to keep abreast of the challenges

about him, the modern physician at once

becomes a student of law, insurance, business

procedures, socio-economics, taxation, public

relations, legislation, etc., etc. All these are

in addition to the need for continuing his

medical education and to keep abreast of the

ever-increasing scientific discoveries that
make some medical procedures obsolete al-

most before they can be perfected.

We do not wonder, therefore, that frus-

trations accompany the complexities of prac-

tice as they confront the modern physician.

The nearest thing we have to a panacea for

his predicament can best be found in close

communication and contact with his fellow

practitioners. This does not imply a clois-

tered situation without involvement in civic

and community affairs. Rather, the contrary

is desirable, if not mandatory. We need to

emphasize involvement in medical society

affairs on the component level, the state

level, and the AMA level. Interchange of

ideas resulting from this activity, with parti-

cipation in the various programs, necessarily

revised and up-dated from time to time, are

the source of answers to the challenges with

which he is perpetually confronted. Involve-

ment and viability best offer the physician

relief from the pressures which beset him.

Today’s practicing physician wears many
hats—and he should wear them with pride

—

for he is an indispensable person without

whose special training, knowledge and cap-

abilities even his severest critics would be

in real trouble!

Hoyt W. Brewster

Executive Secretary

Utah State Medical Association

Public Health—
The Changing

Scene

i HOUGH SOMEWHAT NEW to some of US, we
as physicians must assume a more broad rela-

tionship with the affairs of man. The peda-

gogical stance which has been characteristic

of our mien must now give way to a dicho-

tomous relationship to

needs of the com-

munity.

Paradoxically, as it

is increasingly neces-

sary to widen one’s scientific base, it becomes

obligatory for professional survival to further

involve ourselves in public health, govern-

mental and socio-economic worlds pertaining

to health needs of society. Physicians find

the scientific phase easier to come by and a

more natural environment than the other

areas. When, in the past—and even at present

—his advice has been sought, it has often not

been well received, but perhaps neither ob-

jectively nor altruistically presented.

Though we have, with dedication to the

scientific phase, unwittingly abrogated our

28 Rocky Mountain Medical Journal



extra-mural duties in this regard, we as phy-

sicians now must identify ourselves with and

assume leadership in the community service

health activities which will continue to un-

fold at an increasing rate in public health re-

sponsibility. Further, we must be aware that

as scientific achievements have unfolded in

medical science, there has been an equally

dynamic change and advance in our social,

educational, and population structure.

With this in mind, we must involve our-

selves in the new climate so rapidly unfold-

ing. However, we have our biases and prej-

udices—as do all elements of society. Of

these we must divest ourselves to permit

more critical appraisal of problems confront-

ing the public health needs of the individual

and the community.

Homer E. Smith, MD
Salt Lake City

An Attractive Avocation for the

Doctor and His Family

Beginning with this issue we present an

innovation, a half-page announcement of

Betts Circle-2 Arabians. One of our repre-

sentative businessmen and an exemplary citi-

zen, Burr and Mrs. Betts live on a ranch in

Parker, where their
primary interest and
hobby is raising horses.

They have been im-

pressed with the

amount of interest in

their horses by doctors

and other professional

people. Their belief is

that this unusual in-

terest may be attrib-

uted to several things — the shorter work
week, an affluent society, and emphasis upon
recreation and leisure. Many doctors are in-

terested in horses—riding horses and raising

horses. This is particularly true with refer-

ence to Arabian horses because the animal
itself has beautiful proportions and appeals
to the aesthetic eye, and he has a deep gene-
tic background so that owning and riding

Arabians is more than simply “owning a

horse.” This concept finds itself compatible

with professionally educated persons. For in-

stance, one of our colleagues recently pur-

chased two of these Arabian horses. He rolled

up his sleeves and studied the traditions and
history of the breed. While he naturally en-

joys horses, there is extra enjoyment that

comes from study in depth.

The Betts ranch is located in the Black
Forest about 3V2 miles southeast of Parker,

Colorado. Parker is a little hamlet about
twenty miles south of Denver on Highway
83. At this location the Bettses conduct a

purebred breeding program of national im-
portance. Many of their animals have won
national recognition and prizes, such as Wite-
zar, the horse featured in the first of a new
series of ads being instituted with this issue.

Among his other accomplishments, Witezar
garnered 4,034 points in national competition,

more than twice ever gathered in one year
by any other horse.

The Arabian is noted for many things —
his beauty, his gentleness, and his love of

people. Above all, however, his forte is ver-

satility. Because of the breeding program
going back hundreds of years, the conforma-
tion of the Arabian itself allows it to do
many tasks willingly, gracefully, and with a

high degree of perfection not found in many
other breeds. A typical Arabian perform-
ance horse is shown under western equip-

ment, under English equipment, is a good
trail animal, may be taught the art of cut-

ting, loves to pull a buggy or cart, and above
all else has a special love of children.

Purebred Arabians are registered under
a strict system, and each purebred has a

registration certificate in addition to a pedi-

gree which can be traced back many hun-
dreds of years. Unlike many other breeds,

the Arabian Registry has never been “open”
to other than purebred stock. Although
noted for his beauty and fineness, the Arabian

is one of the heartiest af animals and adapts

itself readily to new climatic conditions, be

it extreme heat or cold.

Obviously these beautiful animals are “a

natural” for our Rocky Mountain area. We
also believe that they are destined to fit into

the picture for physicians, particularly those

with young families and who prefer urban
dwellings and hobbies.
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No injection after ail!

This penicillin produces high, fast levels—orally.

Photo professionally posed.

Pen*Vee® K is usually so rapidly and com-
pletely absorbed that therapeutic penicillin

levels are attained \within 15 to 30 minutes.
Thus it can often obviate the need for peni-

cillin injections. The higher serum levels

produced generally last longer than with those
of oral penicillin G.

Indications: Infections susceptible to oral penicillin G: prophylaxis
and treatment of streptococcal infections

;
treatment of pneumococcal,

gonococcal, and susceptible staphylococcal infections; prophylaxis of
rheumatic fever in patients with a previous history of the disease.
Contraindications: Infections caused by nonsusceptible organisms;
history of penicillin sensitivity.

Warnings: Acute anaphylaxis (may prove fatal unless promptly con-
trolled) is rare but more frequent in patients with previous penicillin

sensitivity
,
bronchial asthma or other allergies. Resuscitative (epineph-

rine, aminophylline, pressor amines) and supportive (antihista-

mines, methylprednisolone sodium succinate) drugs should be
readily available. Other rare hypersensitivity reactions include
nephropathy, hemolytic anemia, leucopenia and thrombocytopenia.

In suspected hypersensitivity, evaluation of renal and hematopoietic
systems is recommended.
Precautions: In suspected staphylococcal infections, perform proper
laboratory studies including sensitivity tests. If overgrowth of

nonsusceptible organisms occurs (constant observation is essential),

discontinue penicillin and take appropriate measures. Whenever
allergic reactions occur, withdraw penicillin unless condition being
treated is considered iife threatening and amenable only to penicillin.

Penicillin may delay or prevent appearance of primary syphilitic
lesions. Gonorrhea patients suspected of concurrent syphilis should
be tested serologically for at least 3 months. When lesions of primary
syphilis are suspected, dark-field examination should precede use of
penicillin. Treat beta-hemolytic streptococcal infections with full

therapeutic dosage for at least !0 days to prevent rheumatic fever
or glomerulonephritis. In staphylococcal infections, perform surgery
as indicated.

Adverse Reactions: (Penicillin has significant index of sensitiza-
tion): Skin rashes, ranging from maculopapular eruptions to exfolia-

tive dermatitis; urticaria; serum sickness-like reactions, including
chills, fever, edema, arthralgia and prostration. Severe and often fatal

anaphylaxis has been reported (see “Warnings”).
Composition: Tablets—125 mg. (200,000 units), 250 mg. (400,000
units), 500 mg. (800,000 units)

;
Liquid—125 mg. (200,000 units) and

250 mg. (400,000 units) per 5 cc.

Wyeth Laboratories Philadelphia, Pa.

°"ALpEN.VEE*K
(potassium phenoxymethyl penicillin)



Vesicoureteral reflux in children

An evaluation of the surgical treatment

Hal H. Bourne, MD, Salt Lake City

Care of children with urinary tract infection

occupies an increasing amount of time of the

pediatrician, general practitioner, and the

pediatric urologist. Steele^ and others have
published follow-up studies on children with
urinary tract infections, and all agree that

these infections in children are potentially

dangerous and require prolonged and close

supervision. In 1963 Steele re-evaluated 72

patients seen at the Massachusetts General
Hospital from 1940 to 1950 with urinary tract

infections. The conclusions were as follows:

52 per cent of the 72 patients were found to

be living and well without known disease; 22

per cent were found to be living with persis-

tent urinary tract infections; 8 per cent were
living with progressive renal insufficiency; 13

patients, or 18 per cent, were dead. Pyelo-
nephritis was the primary cause of death in

eight patients and a contributory case of death
in three patients; one patient died of leu-

kemia; and one died of surgical complications.
The folowing points were made by this study:

(1) mortality and renal insufficiency are four
times greater among males; (2) prognosis of

urinary tract infections in children is unre-
lated to the severity of clinical findings; (3)

mortality and renal insufficiency are in-

versely related to the age of onset, with onset
before the age of two years carrying a par-
ticularly grave prognosis.

‘Presented at the Annual Scientific Meetings of the Utah
State Medical Association, Salt Lake City, Utah, September
10

, 1968 .

Work-up for urinary tract infections

The work-up of children with urinary
tract infections should include history, physi-

cal examination, urinalysis, and urine culture.

After the first infection, males should have
an intravenous pyelogram, a voiding Cine-
cystogram,t and possibly a cystoscopy, de-

pending upon x-ray findings. Some are of the
opinion that girls should be treated similarly,

although many would wait until the second
or third recurrence before launching this

work-up. Many of these children will have
demonstrably correctable anatomical abnor-
malities such as (1) urethral stenosis, (2)

urethral valves, (3) meatal stenosis, (4) blad-
der neck contracture, and (5) vesicoureteral

reflux.

Mechanism of reflux

As early as 1504, men such as Leonardo da
Vinci were engaged in controversy regarding
the nature of a valve at the distal ureter. It is

felt today that the reflux of bladder contents
into the upper tract is prevented by a flap-

valve mechanism at the vesico-ureteral junc-
tion. The flap-valve mechanism functions by
virtue of a number of very precise anatomical
factors: (1) the oblique course of the ureter
through the bladder wall; (2) adequate mus-
cle backing and ureteral attachment; (3) nor-
mal bladder innervation; (4) proper intra-

mural ureteral diameter-length ratio; and (5)

tTechnic of Cine-Cystography: With the child awake,
radio-opaque media is instilled into the bladder by gravity
flow. Films are taken with bladder in varying states of
fullness, during and at completion of voiding.
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normal intra-vesical pressures. Vesico-ure-

teral reflux has the following deleterious

effects: (1) subjects the upper tract to abnor-

mally high pressures, particularly during

voiding; (2) results in urinary stasis which

defeats the “washing effect” of micturition

believed to be essential in preventing urinary

tract infections; and (3) propels bladder bac-

teria on occasion into the upper tracts with

the resultant risk of pyelonephritis.

Treatment of- vesico-ureteral reflux

The majority of patients with vesico-

ureteral reflux can be treated by conservative

measures. These would include such proce-

dures as (1) timed triple voiding, where age

permits; (2) chemotherapy; and (3) elimina-

tion of distal obstruction which although not

strictly a conservative measure would include

urethral dilations, urethrotomies, meatoto-

mies, or transurethral removal of urethral

valves. In approximately 10 to 15 per cent of

the cases, however, reflux and infection will

continue with resultant upper tract deteriora-

tion. It is with this group of patients that this

paper is concerned.

Fig.l

Case material

Patients were treated by the above so-

called conservative means, but follow-up

evaluation revealed recurring or persistent

infections, continuing reflux, and deteriora-

tion of the upper tract in 33 patients. All had

low-pressure reflux as demonstrated by cine-

cystography, and most had ureteral orifices

incompetent in appearance at the time of

cystoscopy. All were maintained on a sup-

pressive program of either Furadantin®,

Mandelamine® and ascorbic acid, or Gantri-

sin®. Thirty-three patients had 44 ureters

reimplanted by the Politano-Leadbetter tech-

nic (Fig. 3). The average hospital stay was

seven days and the patients were maintained

on antibiotics for three months and repeat

x-rays taken. The ages of the patients ranged

from 2 months to 12 years. The follow-up

period was 3 to 24 months, with the average

being 9 months. Of the 33 patients, 27 were

girls and 6 were boys.

Fig. 2

Figs. 1 and 2: Illustrative x-rays of patients with

bilateral vesicoureteral reflux.
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Fig. 3. Politano-Leadbetter Technic consists of

intravesically detaching the ureter from the blad-

der and then bringing the ureter through a new
bladder opening with a submucosal tunnel.

Results

Clinical improvement is striking in those

patients in whom reflux has been corrected

and no obstruction produced. All children

without reflux are off antibiotics and have

sterile urine. Of the 44 ureters reimplanted,

reflux was surgically corrected in 41 ureters

(93 per cent). Reflux continues (minimal

high pressure) in 3 ureters (7 per cent).

Mild superficial wound infection occurred

in two patients. One ureter became obstructed

because of stenosis at the point of anastomosis

of the ureter to the bladder wall and a re-

implantation was done, with subsequent x-

rays revealing cessation of reflux and correc-

tion of obstrutcion.

Conclusion

It is well documented that persistent

vesico-ureteral reflux with associated infec-

tions can be devastating to the kidneys. It is

our experience that reimplantation of the

ureter by the Politano-Leadbetter technic is

an excellen form of treatment in that group

of patients who do not respond to conserva-

tive treatment. •

REFERENCE
1 Steele, R. G., Jr.: “Prognosis of Childhood Urinary Tract
Infections.” New Eng. Jour. Med., 269:887-9, 1963.

University of California School of Public Health

Division of Maternal and Child Health

The Division of Maternal and Child Health of the University of Cali-

fornia School of Public Health at Berkeley announces the following post-
graduate programs for pediatricians, obstetricians, and other physicians
interested in receiving training in the field of Maternal and Child Health.
These programs all lead to the degree of Master of Public Health. Tax-
exempt fellowship support is available.

Applications are now being accepted for the group entering in July or
September 1969. For information write to Helen M. Wallace, M.D., School
of Public Health, University of California, Berkeley, California 94720.
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Anabolism and growth in an infant

receiving all nutrients intravenously*

A case report

John P. Allen, MD, Charles B. Edwards, MD, Talmage W. Nielsen, MD,
and Beverly Kem, MD, Salt Lake City

A case is presented in which a malnourished,

starved infant was placed in positive

nitrogen balance with a net gain of 2 pounds

over 24 days by intravenous therapy alone.

The technic for infusion of hypertonic

solutions is presented. The complications

and problems associated with

this technic are discussed.

Since the first use of parenteral solutions

there has been an interest in developing the

technic to provide complete nutrition.^ The
problem has been to supply sufficient calor-

ies while providing a solution which contains

all essential trace elements, minerals, fatty

acids and vitamins with enough glucose and

protein to reverse catabolism. A case is re-

ported in which an infant received a suffi-

cient supply of the necessary nutrients for

growth by the parenteral route to over-

come many surgical complications and other

problems and to demonstrate a real weight

gain and a return to vigor. The technics

described illustrate what can be accom-

plished by manipulating intravenous solu-

tions to achieve positive nitrogen balance.

An experience similar to the one reported

here was described earlier by Wilmore
and Associates wherein an infant thrived and

gained while receiving all nutrients paren-

terally over a long period of time.* Helfrick

reported a successful short term trial of

total intravenous nutrition.^ Success in

From the Primary Children’s Hospital, Salt Lake City,
Utah.

achieving and maintaining a patient in posi-

tive nitrogen balance by using fat, protein

and carbohydrate intravenously was reported

in an adult patient by Clark and Brun-

schwig.® In their case weight gain was not

reported. Several investigators have demon-

strated that normal growth and development

can occur in dogs by supplying all the basic

nutrients intravenously.^ ®’® Wilmore reported

an experiment in which all nutrients were

given parenterally to six puppies whose sub-

sequent weight gain exceeded their normal-

ly-fed litter mates. Development, skeletal

growth and activity were the same in each

group.

Materials and methods

A cutdown was performed on the right

internal jugular vein by dissecting between

the two heads of the sternocleidomastoid

muscle just above the clavicle. The vein was
tied off superiorly and a Silastic medical

grade Silicone catheter was inserted into the

right atrium. The proximal end of the cath-

eter was brought out through a separate

incision in the lateral aspect of the neck and

sutured in place to provide security and

lessen the chance of infection.* The Silastic

catheter is well tolerated, soft, flexible, and

shows no alteration in its physical or chem-

ical characteristics after implantation. It has

a nonwetting surface which seems to resist

clotting. There was no difficulty with oc-

clusion of the catheter and the solutions were

infused without the need of an infusion

pump. The effect of changes in the intra-

thoracic pressure on the infusion rate was
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insignificant. Solutions were infused on an

hourly basis which made it easy to adjust

the rate of administration. Three separate

bottles were employed and connected in

tandem. The first was plasma or a balanced

electrolyte solution designed to replace naso-

gastric suction losses. The second was a 5

per cent solution containing 5 per cent amino

acids to provide calories and nitrogen. The

third was a 20 per cent glucose solution con-

taining necessary minerals (sodium, potas-

sium, chloride, calcium, phosphorus, mag-

nesium and bicarbonate) to complete the

caloric and nutritional requirements. The

separate bottles provided a technic for ad-

justing the infusion to correspond to the

changing needs which developed.

CASE REPORT
This 41/2 -month-old male infant was referred

to the Primary Children’s Hospital on March 23,

1968, because of vomiting and failure to gain.

Soon after birth he had surgery for bowel ob-

struction in which several areas of atresia in the

jejunum were bypassed. At the time of admis-

sion he was 6 lbs. 4 oz. in weight and aopeared

grossly undernourished. Partial bowel obstruction

was visualized on a roentgenogram at the jejuno-

ileal anastomic site. Surgery was performed on

April 5, 1968, to relieve the obstruction and at-

tempt to increase the absorptive area of the gut

by reinserting the bypassed bowel segments. This

required a total of nine anastomoses. Postoperative-

ly given conventional f^uid and electrolyte therapy,

his weight decreased to 5 lbs. 10% oz. and there

was little evidence of wound healing. One week
after surgery he sustained a massive upper gastro-

intestinal hemorrhage which required a transfu-

sion of whole blood equal to three times his esti-

mated circulating blood volume. Following this

episode he developed a refractory hypothermia.

On the tenth postoperative day, an Isuprel drip

was needed to maintain an adequate cardiac out-

put.

On April 17, 1968, the Silastic catheter was
placed in the right atrium through the internal

jugular vein to provide a route for total paren-

teral nutrition. Pooled plasma was initially used

to replace nasogastric suction losses. The old in-

cision was opened to drain an abscess and a

jejunal fistula was found.

Over the next two weeks, the fistula closed,

his generalized septic course resolved and his

abdominal and cut-down incisions closed while he

was fed only parenterally. Clinically and roent-

genographically he remained totally obstructed

at the level of the upper jejunum. Three weeks
postoperative he was returned to surgery and was
found to have two overlooked membranous mu-
cosal septa in the jejunum which explained his

obstruction.

Just prior to the second operation the infant

developed a hemolytic anemia from the transfused

pooled plasma which contained anti-B antibodies

from group A donors. This was confirmed by a

positive Coombs test. Pooled plasma had to be

discontinued and a transfusion given. Thereafter

CHART 1

SELECTED PARAMETERS BEFORE AND AFTER THE INFUSION OF PARENTERAL
SOLUTIONS CONTAINING ALL ESSENTIAL NUTRIENTS

Parameter

Date

Before After

4/8 4/11 4/14 4/20 4/24 4/26 5/1 5/3 5/10

(A) (B)
Hct (%) 34 , 45 56 22 41
Ca (mg/100 ml) 10.2 10.2

P (mg/100 ml) 4.6

Na (mEq/L) 14.5 143 146 137 140 140 138

K (mEq/L) 3.4 3.2 4.7 3.7 4.7 5.8 6.2

Cl (mEq/L) 110 94 108 104 98 108 108

CO^’ (rnEq/LI 22.1 26.8 24.1 24.5 29.1 18.6 12.2

Protein-Total (gm/100 ml) 8.4

Albumin (gm/100 ml) 4.6

(C)
BUN (mg/100 ml) 32

Mg (mg/100 ml) L6
(B)

Bilirubin-Total (mg/100 ml"* 1.7

Bilirubin-Direct (mg/100 ml) 0.9

Reticulocyte ( % > 2.8

("A) Overtransfusion following massive upper gastrointestinal hemorrhage.
(B) Coombs’ positive hemolytic anemia with an elevated reticulocyte count and bilirubin.

(C) Elevated BUN as a result of the infusion of the protein hydrolysate.

for January 1969 35



type-specific plasma was employed. Immediately

after his second operation he lost 10 oz. from a

water diuresis and tissue breakdown before weight

gain was resumed on parenteral therapy. Unfor-

tunately on the eleventh postoperative day the

patient pulled the intravenous catheter out of his

internal jugular vein. There was no bleeding but

this ended 24 days of intravenous nutrition. He
was started on oral feedings which were tolerated

well. Selected laboratory parameters during ther-

apy can be seen in Chart 1 and a growth record in

Chart 2.

Discussion

In the two-w^eek period which followed

the use of hypertonic glucose supplemented

feedings the patient gained 2 pounds, healed

his incisions, closed off a jejunal fistula, over-

came an abdominal abscess, healed areas of

peritonitis, and began to show signs of health

and vigor. The evidence that the patient was

in positive nitrogen balance is indirect but

convincing. After continuing to lose weight

and showing no evidence of wound healing

and after suffering blood loss, hemolytic

anemia and even a cardiac arrest, a remark-

able change was effected following the ad-

ministration of hypertonic nutrients directly

in the central circulation. Protein hydro-

lysate, 30 per cent glucose, vitamins and

minerals were infused. Nasogastric suction

was replaced volume for volume with pooled

plasma. An osmotic diuresis resulted from

the 30 per cent glucose solution infusion

which necessitated reduction to a 20-25 per

cent concentration.

The exact nutritional requirements for an

infant are not known. Certainly 2.5 gm/
Kg/day of protein was sufficient to build

tissue in our infant. An adult would need

considerably less because of a lower rate of

metabolism. Glucose was given in sufficient

quantity to exceed 300 cal/day. Trace ele-

ments and fatty acids were replaced along

with the plasma infusion. Plasma substituted

for a lack of any other commercially avail-

able solution containing these substances.

Chart 3 summarizes the nutritional elements

believed to be needed to maintain anabolism

in an infant. These figures with some adjust-

ments would also serve to outline the basic

needs in an adult.

CHART 2
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CHART 3

METABOLIC REQUIREMENTS TO KEEP A
PATIENT IN POSITIVE NITROGEN BALANCE

WITH PARENTERAL SOLUTIONS:

Recommended Oral
Requirement/Kg/Day
Infant Adult

A. Eluids (H-O) 125 ml 50 ml
B. Calories no Cal 40 Cal

C. Minerals
1. Sodium 2 mEq 2 mEq
2. Potassium 1.5 mEq 1.5 mEq
3. Chlorides 150 mg 500 mg
4. Calcium 600 mg 1.2 mg
5. Phosphorus 600 mg 1.2 mg
6. Magnesium 100 mg 300 mg

D. Vitamins
1. A 1500 I.U. Same in Adult
2. Thiamine 0.4 mg
3. Riboflavin 0.6 mg
4. Pyridoxine 0.25 mg
5. B:. 1.0 ug
6. C 30 mg
7. D 400 I.U.

8. E ?

9. Folic Acid 0.35 mg
10. Niacin 6 mg
11. K 1.5 mg

E. Food Stuffs
1. Protein 2.5 gm 1.0 gm

Note: Trace minerals and essential fatty acids can
be supplied with pooled or type specific

plasma.

The hematocrit, serum electrolytes, blood

glucose, nasogastric, and urinary losses of

glucose and electrolytes were followed al-

most daily to enable the therapist to make
adjustments in the administration of anions,

cations, erythrocytes, and sufficient water

for the maintenance of body composition. To

assess the metabolic efficiency of the patient,

four-hour urinary aliquots were analyzed for

glucose, urea, and electrolytes and were com-

pared to the infused quantities over the same
period of time. Positive nitrogen balance was
reflected by the finding that for every 2.5

grams of protein infused, 1 gram of nitro-

genous breakdown products was recovered

in the urine. Glucose was utilized most effi-

ciently at about 1 g./Kg/hr. with the urinary

concentration being about 50 mg for every

gram of glucose infused.

Several problems are associated with the

use of hypertonic parenteral solutions. We
were impressed with the large osmotic

diuresis which followed the use of glucose

concentrations exceeding 25 per cent. Below

this concentration hydration could be

achieved. It is also easy to overexpand the

extracellular space in an attempt to deliver

enough calories. The exact composition of

the feeding solutions for optimal results still

needs to be worked out. We avoided phlebitis

by using a large central vein and infusing

directly into the heart chambers.

Mild azotemia was seen and may be an-

ticipated with the use of protein hydroly-

sates, representing a limiting factor in push-

ing this source of nitrogen. This was not a

serious problem in our baby. Pooled plasma

carries with it the risk of serum hepatitis and

acquired hemolytic anemia. Human serum

albumin with balanced minerals and trace

elements would be a better nutrient and

carry less hazard. Serum electrolyte and

mineral balance is not too difficult to achieve

when the kidneys are normal and the losses

are carefully followed. The principles of

therapy are not different from those already

well known and regularly used. Water load-

ing can be discovered rapidly by following

the body weight daily or more often.

When attention is given to these problems

and the patient is closely followed, long term

nutritional support can be given to keep the

patient in positive nitrogen balance until the

oral route can be used. •
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What is the yield from pelvic endoscopy*

John W. Harris, MD, Howard G. McQuarrie, MD, Homer S. Ellsworth, MD,
and Rodney A. Stone, MD, Salt Lake City

The modern history of the culdoscope began

25 years ago.- Since then it has been widely

used by gynecologists for the diagnosis of

pelvic conditions not warranting initial celi-

otomy. There has been a reawakening of in-

terest in laparoscopy (peritoneoscopy) recent-

ly with the advent of fibre optics and develop-

ment of a reliable pneumoperitoneum de-

vice. Initial reports indicate the procedures

are complementary. We felt it would be in-

structive to analyze our experience with the

culdoscope to learn if use of the laparoscope

is justfied.

Methods

The culdoscope employed by us is the

Decker and the technic follows generally

accepted patterns. A Caudal anesthetic is

administered prior to placing the patient in

the knee-chest position. Before entering the

posterior cul-de-sac with the large trocar the

peritoneum is punctured with a small solid

probe to confirm the proper site. A probe is

occasionally placed in the uterus or through

the trocar hole to aid in visualizing the ad-

nexa, and methylene blue is injected through

TABLE I

INDICATIONS

1) Pain 3) Adnexal Mass

Acute 6 Salpingitis 1

Chronic 31 Stein-Leventhal 3

2) Infertility 4) Miscellaneous

Primary 29 Postmenopausal

Secondary 24 Estrogen

Menstrual Production 1

Abnormalities 26 Adolescent

Growth Spurt 1

Hirsutism 1

Habitual

Abortion 1

TOTAL - 124

^Presented at the Pacific Coast Fertility Society meeting,
Palm Springs, Calif., Nov. 3, 1968. From the Western
Gynecological and Obstetrical Clinic, Salt Lake City.

a cervical cannula for determining tubal

patency. No attempt is made to evacuate

air introduced into the abdominal cavity. The
trocar hole is sutured and, in most cases, the

patient is discharged the following morning.

Case Material

During the five year period, 1963-1968, a

total of 124 patients were culdoscoped. The
predominant reason was primary or second-

ary infertility (Table I), a total of 79 falling

within this group. Included were 26 cases

presenting with amenorrhea/oligomenorrhea,

who also underwent fertility investigation.

Thirty-seven were investigated for pain, 4 for

adnexal masses, and 4 miscellaneous. Fifty-

four patients were finally categorized as

“normal infertile” (Table II). We arbitrarily

classed ovaries as normal, Stein-Leventhal if

enlarged and polycystic, and sclerocystic to

indicate a milder syndrome of normal sized or

minimally enlarged polycystic ovaries.^ There

were 3 cases in addition, with various degrees

of endometriosis and 1 with atrophic ovaries.

The remaining 5 patients who underwent fer-

tility investigation, had tubal obstruction of

an acute or chronic nature.

TABLE II

FINDINGS ON INFERTILE

1) Normal 54

2) Ovaries

Stein-Leventhal 12

Sclerocystic 4

Endometriosis 3

Failure 1

3) Fallopian Tubes

Salpingitis 3

Obstruction 2

Total 79
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The second most common indication for

culdoscopy was investigation of pain (Table

III) . Six cases were done for acute symptoms.

TABLE III

FINDINGS; PATIENTS WITH PAIN

1 ) Acute 2) Chronic

Salpingitis 2 Pelvic Congestion 1 1

Ovarian Cyst 2 Salpingitis 4

Undetermined 2 Pelvic Adhesions 4

Endometriosis 5

Ovarian Cysts 3

Undetermined 3

Spastic Colon 1

TOTAL - 37

Most of our suspected ectopic pregnancies

however, were examined by culdocentesis or

colpotomy prior to celiotomy. Two of the six

had immediate laparotomy. Among the
cases of chronic pain, Vs were attributed to

“pelvic congestion syndrome.” It might be

argued that these belong in the “undiag-

nosed” category. However, where symptom-

atology correlated with vaginal findings plus

intraabdominal edema and excess vascularity,

we used this terminology.

Four cases with adnexal masses were cul-

doscoped, finding in one patient a hydro-

salpinx and in the other three, Stein-Leven-

thal ovaries. The indications for four mis-

cellaneous negative endoscopies were in pa-

tients with a history of habitual abortion,

spontaneous hirsuties, growth spurt in ado-

lescence, and estrogen production in a post-

menopausal woman. A summary of the find-

ings is presented in Table IV. Seventy-six

patients had normal ovaries, 25 had abnormal

cyst formation, and 9 had ovaries containing

endometriomas. The latter ranged from small

implants to endometriomas. Sixty-six patients

had a successful tubal insufflation performed,

using methylene blue, while 34 were diag-

nosed as having normal tubes by visualization

alone. Six were diagnosed as having acute or

chronic salpingitis, 2 had tubal obstruction un-

explained by the presence of infection or ad-

hesions, and 5 showed evidence of old adhe-

sions but patency. One case of endometriosis

of the tube was found. In addition to the 11

cases of pelvic congestion, there were 2 cases

with adhesions not involving the tubes. The
final diagnosis in 2 cases was adrenal hyper-

plasia, based on steroid studies, and 1 case

was diagnosed as spastic colon.

TABLE IV

SUMARY OF FINDINGS

1) Ovaries

Normal 76

Stein-Leventhal 12

Cysts (Follicle,

Corpus Luteum) 9

Sclerocystic 4

Endometriosis 9

2) Fallopian Tubes

Patent 66

Visually Normal 34

Salpingitis 6

Endometriosis 1

Tubal Obstruction 2

Adhesions but

Patent 5

3) Pelvis

Congestion 1 1

Adhesions 2

4) Miscellaneous

Diagnoses

Adrenal Hyperplasia 2

Spastic Colon 1

Celiotomy followed immediately in four

patients with drainage of a hydrosalpinx, re-

section of a corpus luteum cyst, and bilateral

resections of ovarian endometriomas and

corpus luteum cysts. The only major compli-

cation was one case with a postoperative pel-

vic abcess which required drainage. Her fer-

tility was not impaired. Troublesome abdom-

inal pain requiring additional hospitalization

was rare in spite of demonstrating subdia-

phragmatic air by x-ray as long as three

weeks after surgery.

Of critical importance in this evaluation

of culdoscopy are the unsatisfactory cases

(Table V). One hundred two (78.5 per cent)

termed “satisfactory” were performed where

fallopian tubes, ovaries, and pelvis were vis-

ualized completely enough to make a positive

diagnosis or rule out pathology. Twenty-two

cases were unsatisfactorily or incompletely

diagnosed by the technic. Three cul-de-sacs

could not be entered and the patients were

TABLE V
EVALUATION

1) Satisfactory 102

2) Unsatisfactory

No entry 3

Pain undiagnosed 3

1 or 2 ovaries not seen 3

Tubefs) not seen 3

Tubes and Ovaries not seen 3

Enlarged Ovary 2

Tubal obstruction—later

pregnant 2

Unsatisfactory anesthetic 1

Endometrioma entered 1

Possible ectopic 1

22

for January 1969 39



followed by conservative methods. In 12 pa-

tients either one or both tubes or ovaries

could not be visualized, generally because of

intestinal tract, fat, or anterior position. One
endometrioma was entered with the trocar,

resulting in celiotomy and bilateral ovarian

resection. In one patient the procedure was
terminated due to an unsatisfactory anes-

thetic and, in two, the methylene blue could

be seen distending the tube part way but not

passing through the fimbrial end, yet con-

ception occurred within a year.

A brief case report will indicate the prob-

lem of impaired visibility. The patient had a

positive pregnancy test and pain, but no
definitive findings on pelvic examination.

Culdoscopy revealed a normal right tube and
ovary and a corpus luteum cyst on the left

ovary. The left fallopian tube lay anterior

with several convolutions or “knuckles” and
appeared enlarged. Ectopic pregnancy seemed
the probable diagnosis and a laparotomy was
done. An intra-uterine pregnancy was present

with exudate surrounding a normal sized left

tube, and the final diagnosis made was sal-

pingitis.

Three patients had no obvious etiology

for their pain and, in fact, it could be argued
that the 11 patients diagnosed as having pel-

vic congestion syndrome fall into this cate-

gory also.

Discussion

In the early part of this series a total of
four gynecologists were performing cul-

doscopies. It soon became obvious that using
fewer surgeons would result in more ex-
perienced and informative culdoscopies. We
now have two in our clinic doing them with
much greater standardization in terminology.

Fig. 1. Culdoscopy compared with Laparoscopy.

The addition of clomiphene citrate and

gonadotropins obtained from menopausal

urine has greatly widened the therapy of

Stein-Leventhal syndrome. With less im-

mediate wedge resecting of the ovaries it has

become useful to distinguish between the

varieties of this syndrome. For this reason we
use the term “Stein-Leventhal” ovaries to

indicate the enlarged, polycystic type. These

tend to be more sensitive to clomiphene ther-

apy and may react with cyst formation. Con-

versely, the term “sclerocystic” indicates

minimal decrease to mild enlargement, yet

retaining the multiple cysts and thickened

tunica. In these patients the obesity, hir-

sutism, and palpable ovaries are often not

present, and the oligomenorrhea becomes the

most prominent symptom. We have used

sequential HMG and HCG in these cases.

It is difficult to be critical of a diagnostic

technic which failed completely in only 3 of

124 cases. What is not reflected in the sta-

tistics is the uncertain visibility in the an-

terior pelvis (Fig. 1). With the patient in the

knee-chest position, the adnexa tend to fall

PICKER X-RAY, ROCKY MOUNTAIN, INC.
3890 ELM STREET— TEL. 388-5731 --DENVER, COLORADO 80207

Offices also in:

Colorado Springs, Colorado
1202 Kingsley Drive, 635-8768 V-

Salt Lake City, Utah Medical X-Ray Equipment
21 Kensington Street, 485-8262 Accessories & Film

Albuquerque, New Mexico Medical and Laboratory

113 Sierra Dr., S.E., 255-1288 Nuclear Instrumentation
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away from the culdoscope. On many occasions

the only portion of a tube visible was the

fimbriated end as it curled anterior to the

broad ligament. It seems somewhat risky to

term a fallopian tube normal solely on the

basis of its patency and absence of fimbrial

adhesions. In addition, when evaluating pain

there are times when one would like to visual-

ize the anterior and upper pelvis more com-

pletely.

The newer culdoscopes undoubtedly pro-

vide improved visibility and we will continue

using one, particularly in the uncomplicated

infertile patient. However, it seems clear that

with pelvic pain or a mass, examination by
laparoscope is justified; and we have, there-

fore, begun to use it in our practice.

Summary

A series of 124 culdoscopies have been

analyzed. Although the failure rate was low,

there were a significant number of cases

where examination was felt to be incomplete.

The use of the laparoscope in selected cases

is expected to improve the overall diagnostic

accuracy. •
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sputum of chronic cigarette smokers - -

Microscopic observations and incidence of bronchial

and bronchiolar spirals, fibrils and casts

Cyril D. Fullmer,MD,** J. Gordon Short, MD, Adele Allen, CT,
and Kenneth Walker, CT, Salt Lake City

Social Security officials report that

pulmonary emphysema is the second most

common cause of total disability in America

today. The large majority of patients with

pulmonary emphysema smoke cigarettes.

The death rate due to this disease may soon

exceed the mortality due to lung cancer.

This is a preliminary report.

Chronic cigarette smokers represent a high

risk population group to the development of

bronchogenic carcinoma and pulmonary em-
physema. The incidence and mortality from

these devastating diseases increase each year

until they are major causes of disability and

death in America.* I have altered this paper

from the abstract published in the Rocky
Mountain Medical Journal in order to report a

major bonus scientific observation relating to

effects of cigarette smoking observed during

study of patients enrolled in the Respiratory

Research Project aimed at control of broncho-

genic carcinoma through cell study. We have

observed large numbers of spirals in the

sputum of apparently healthy cigarette smok-
ing individuals and have postulated their

probable role as a major mechanism in patho-

genesis of pulmonary emphysema.

This original paper was read at the Annual Meeting of the
Utah State Medical Association, Salt Lake City, September
12 , 1968 .

*Dr. Fullmer is Director of Cytology Laboratory and
Principal Investigator of PHS Respiratory Research Project,
Holy Cross Hospital, Salt Lake City.

Material, methods and results

The non-cellular material and bronchial

secretion available for study by preparation

of cytological specimens of respiratory tract

origin appear to contain evidence of mech-

anisms of disease process of major signifi-

cance in chronic cigarette smoking. In this

reported study, all sputum samples were ob-

tained in the early morning by spontaneous

cough or induction cough technics. Fresh

bronchial mucus samples were prepared im-

mediately by a trained cytotechnician or cyto-

preparatory technician. All slides were pro-

cessed by a modified Papanicolaou staining

technic. To be a satisfactory specimen of res-

piratory tract origin, the cell spreads of each

case must contain “dust cells” (phagocytic

histiocytes). The entire study group, includ-

ing control cases, totaled 155 volunteers. The

detailed composition of the group will be

described later in the paper. Multiple sputum

specimens were collected and studied from

each individual.

Curschmann’s type spirals appear in the

non-cellular bronchial secretion and have

been reported in asthma and certain other

lung diseases since they were first reported

in 1880 by Curschmann^ in Germany. He and

other investigators^'^’^'®’®’'^ ® found these spirals

in patients with bronchial asthma, bronchio-

litis and fibrinous pneumonia. Recent text-

books have considered spirals most charac-

teristic of bronchial asthma.^
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Leopold G. Koss, MD, Chief of the Cytology

Service, Memorial Hospital for Cancer and

Allied Diseases, and Pathologist at Sloan-

Kettering Institute for Cancer Research,

Sloan-Kettering Division of Cornell Univer-

sity Medical School, New York City, is one

of the foremost authorities in cytopathology

today. He gives an acurate description of

Curschmann’s spirals: “Curschmann’s spirals

are seen with fair frequency in patients with

chronic bronchial disorders. The spiral is a

cast of inspissated mucus, shaped to fit the

lumen of a small bronchus. The characteristic

coiled appearance of the spirals with a dark

central axis and a translucent periphery al-

low for an easy recognition.”^ (Fig- 1) •

Our studies confirm his description. More-

over, we observed a great variety of related

spiral and fibrillary structures which appear

to represent casts. The spirals all exhibit a

dark axial thread or core. The surfaces of

these physical structures may be coated by
clear tenacious mucus or by sharp radially

projecting and precipitated crystals or fibrils.

Some structures have interesting and varied

“pony tail” longitudinal fibrillary composi-

tion. Some are associated with a coating by
polymorphonuclear leukocytes or incorporat-

ed cellular and nuclear debris. A small per-

centage of casts appear to be composed of

exfoliated adherent epithelial cells and mu-
cus.

More than one-half of the chronic cigarette

smokers could not produce a spontaneous

sputum specimen and inflammation appeared

to be of minor or no significance. In less than

one-half of the cases the productive “ciga-

rette cough” showed evidence of some degree

of chronic bronchitis and exudate.

We have been impressed by the large

numbers of these definite physical spiral

structures in the sputum of apparently

healthy chronic cigarette smoking male and
female subjects. The number of cases of

cigarette smokers in the present research

project makes available the case material of

hundreds of sputum specimens. Data today

is based on the critical analysis and spiral

counts of sputum specimens from 100 heavy,

20-year plus cigarette smoking men, 25 ciga-

rette smoking women, 10 randomly selected

ex-smokers and 20 appropriate control cases.

The male study group have smoked ciga-

rettes for 20 to 50 years. They have been cer-

tified to be clinically free of evidence of

tumor or significant respiratory disease in

writing by their referring and attending phy-

sicians. The age range is from 39 to 81 years.

Two of the men smoked Vz package of ciga-

rettes a day. Ninety-eight cases smoked 1 or

Fig. 1. Mag. X750. Classical Curschmann’s spiral

with coiled dark central axis and translucent

periphery of mucus. Chronic cigarette smoking.

Fig. 2. Mag. X2400. High magnification of Cursch-
mann’s spiral to show dark fibrils twisted around
dark central axis and some delicate fibrils radiat-

ing to periphery. Chronic cigarette smoking.
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more packages daily. Sputum specimens

could be obtained spontaneously in 45 cases.

Nebulizer induced specimens were obtained

in 54 cases. No specimen could be obtained in

one patient with our induction method.

The incidence of Curschmann’s and re-

lated spirals in this series of cases was sig-

nificantly 97 per cent. The number of spirals

per case varied from 0 to over 500 (Fig. 6)

per aliquot of specimen. An aliquot is the

small amount of mucus required to prepare 4

glass slides. The specimen volume varies per

patient and was not measured in this study.

The spiral count of the entire 24-hour sputum

volume would yield the true number of spi-

rals expectorated per day. We estimate the

count would number in the 1,000’s for many
cases. Multiply this estimate by 30-40 years

of smoking and the true meaning of possible

spiral effect on lung parenchyma becomes

apparent. There is some correlation between

the cigarette smoking dosage and duration of

regular smoking and the number of spirals.

However, there is wide variation in the num-
bers. Regular, two-packs-per-day cigarette

smoking cases frequently show between 150

and 200 or more spirals per aliquot of sputum
specimen.

Most of the specimens were collected when
there was little air pollution or smog. There

were no cases of occupational exposure to

asbestos, uranium or significant environ-

mental dust.

The spirals vary in length from 30 to 50

micra to over 8 millimeters. The larger spirals

are visible to the unaided eye and can be

manipulated and stretched from the glass

slides with a teasing needle. They resemble

a tight coiled spring or elastic band which
can be stretched and which snap into their

original position on the slide when released.

(Figs. 2-7.)

In the female study group, 7 cases could

produce spontaneous sputum. Specimens were
induced in 17 cases. One patient could not

expectorate a satisfactory specimen. The in-

cidence of spirals for the entire group was
92 per cent.

Many ex-smokers have been studied, but

this report is limited to a random selection of

Fig. 3. Mag. X750. The central axis is smaller in

diameter consistent with origin from a terminal

bronchiole showing extreme degree of coiled and
retracted appearance. Many spirals are of this

diameter. Chronic cigarette smoking. Note sparsity

of leukocytes.

Fig. 4. Mag. X750. A large diameter, dark axis

spiral of probable respiratory bronchial origin.

Note radiating fibrillary mucus at periphery.

10 cases who have abstained from smoking

for over one year. One patient could produce

spontaneous sputum. Nine cases could be

satisfactorily induced. Six of the 10 cases had

spirals, but the number was greatly reduced

to 10 or less per specimen, and the occurrence
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Fig. 5. Mag. X750. A “pony tail” fibrillary struc-

ture, not artifact. The central fibrils are com-
pressed like tightly arranged threads. The radiat-

ing contour of the periphery is also fibrillary.

Mucus often undergoes “fibrillary degeneration”

or chemical-physical change under the influence

of heavy or prolonged cigarette smoking.

was limited to cases with a history of heavy

smoking and to cases with obstructive pul-

monary disease and emphysema. We have

documented ex-smokers who displayed dis-

appearance of spirals after one year of tobac-

co abstinence.

An initial control group of non-smokers

showed an unexplained low incidence of spi-

rals. This group was excluded because in-

quiry revealed a history in every instance of

working in offices where there was exposure

t o second-hand environmental cigarette

smoke. This observation clearly identifies an

important new problem. How much health

hazard does prolonged exposure and heavy

concentration of second-hand cigarette
smoke represent for non-smokers? The inci-

dence of spirals suggests bronchial disease

and infection could result. There are other

implications which need study.

The second control group were confirmed

to be in good health and to have minimal, in-

frequent, or no environmental exposure to

cigarette smoke. Ten cases were studied. Only

five of these volunteers could produce a satis-

factory sputum specimen with the aid of a

routine nebulizer. Five cases could not expec-

torate. Spirals were absent in this control

group.

Discussion

The significantly high incidence and great

number of Curschmann’s type and other vari-

eties of spirals in the sputum from the res-

piratory tracts of apparently healthy male

and female smokers is impressive and is re-

ported for the first time. Analysis of the

sizes, staining reactions, microscopic appear-

ances and variations of these coiled physical

structures leads to an agreement with the

interpretation of Koss that the spiral “is a

cast of bronchial mucus.”

It can be speculated that when ciliary

cleansing action of bronchial epithelial cells

is paralyzed or destroyed, mucus accumulates,

stagnates, and lodges as casts in many small

bronchi and bronchioles. Tobacco smoke may
have a condensation effect on mucus and pro-

duce casts by this mechanism. It is not known
whether accumulation of tobacco condensates

and carcinogens occurs. The most attractive

theory is that obstructive physical formed

Fig. 6. Mag. X750. This sputum sample is loaded

with dark staining spirals. Note the associated

exudate. The smoker’s cough is in reality chronic

bronchitis.
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spirals supply the major unexplained mechan-

ism which operates during the long silent pe-

riod of preclinical lung damage and explains

the pathogenesis of pulmonary emphysema.

The spirals would contract and produce a

ball valve obstructive effect during expira-

tion with alveolar ectasia and breakdown. We
are in the process of further correlation and

analytical studies as a consequence to the

observations reported in this paper. The pos-

sible significance of two consistent appear-

ances in the spirals should be emphasized:

1. The diameter in micra of the dark axial

core of the spiral is comparable to the micra

diameter of the terminal respiratory bronchi

and bronchioles. How long these mucus

casts remain in situ and operate as a “ball

valve” obstructive mechanism is unknown.

2. The consistent appearance of twisted

and coiled spiral forms are understandable

when we consider that they are molded in

bronchi and bronchioles of compressible lung

parenchyma subjected to the stress of breath-

ing and coughing. There would be a constant

expanding and contracting dynamic motion

over the mucus casts. The explosive forces of

coughing would help dislodge the solidified

cast forms. During gradual dislodgment, the

dark axial core would be surrounded by

tenacious clear mucus giving them their clas-

sical appearance.

Summary

Curschmann’s type spirals appeared in the

sputum of 92 per cent of apparently healthy

cigarette smoking women and 97 per cent of

apparently healthy cigarette smoking men
studied. Control cases selected by criteria

Fig. 7. Mag. X2400. High magnification shows a

dark small axial thread and twisted, radiating

fibrillary crystalizntion of the periphery. This

smoker had many spirals of this appearance.

of freedom from disease and absence of ex-

posure to cigarette smoke at home and at

work showed no spirals. The possible major

mechanisms of disease producing effect by
spirals have been postulated. Other implica-

tions of possible significant and practical im-

portance were identified during this study.

Spirals appeared in sputum of one control

group of non-smokers who were exposed to

tobacco smoke in their environment. This

finding identifies the problem that second-

hand cigarette-smoke-fiiled rooms at home,

office or in public gathering places may repre-

sent a distinct health hazard for non-smokers.

It is urgent that careful research studies de-

termine the extent and varieties of risks. •
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’’COOPERATIVE TUMOR REGISTRY

Cancer of the lung in Utah
A cooperative study by the Utah Thoracic Society and the

Intermountain Regional Medical Program Tumor Registry

Conrad B. Jenson, MD, and Charles R. Smart, MD, Salt LakeCity* *^^

Cancer of the lung has had a striking in-

crease during the past few decades. More

than 50,000 deaths each year are due to this

cause. It accounts for one of every four

cancer deaths in males in the United States.

Though lung cancer mortality rates for wom-
en are about one-fifth those of men, a recent

study in California showed the rate of in-

crease for females from 1960 to 1965 was
sharper than that for males.

The following report is based on data

from the Utah State Tumor Registry which
is a part of the Intermountain Regional Tu-

mor Registry and the Rocky Mountain States

Cooperative Tumor Registry. In the future,

reports will appear in this journal from the

other states in the Registry and on different

cancer sites, many times covering the ex-

perience of several states. These reports will

be authored by various medical specialty

organizations as this one is by the Utah

Thoracic Society. The objective of this re-

port is to analyze cancer of the lung in Utah
and to evaluate the diagnosis, treatment, and

**A computerized registry system, a confederacy of Colo-
rado, Idaho. Montana, Wyoming and Utah state tumor
registries. This is planned as a bi-monthly publication in
the RMMJ.
*Dr. Jenson is President, Utah Thoracic Society. Dr.
Smart is Director, IRMP Tumor Registry and Chairman,
Advisory Committee, Rocky Mountain State Cooperative
Tumor Registry.

survival in this leading cause of death for

men in Utah.

Clinical material

This study includes 1,018 cases of lung

cancer from tumor registries of nine hos-

pitals, as well as 39 other hospitals in Utah,

from January, 1957 to November 26, 1968.

Since January, 1966, all known hospitalized

cases have been analyzed, whereas prior to

this time, only those cases from the nine

hospital tumor registries of the Cottonwood,

Holy Cross, Latter-day Saints, St. Mark’s,

St. Benedict’s, Thomas D. Dee Memorial, Uni-

versity, Utah Valley, and Veterans Admin-
istration Hospitals are included. Only 15.5

per cent were non-residents treated in Utah.

The Caucasian race comprised 99.8 per cent

of this group. There were 889 males and 129

females.

Diagnosis

Diagnosis was made by pathologic exam-
ination of tissues in over 99 per cent of the

cases and only 4.4 per cent at autopsy. This

suggests that many cases with a clinical

diagnois were not included in the Registry.

The intervals between the onset of symp-
toms to the time a physician was contacted,

the first physician-patient contact to the

date of diagnosis, and the diagnosis to the
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TABLE 1

LAG INTERVALS BETWEEN SYMPTOMS, DIAGNOSIS, AND TREATMENT
IN 875 CASES* OF LUNG CANCER IN UTAH

(January 1957 - November 1968)

LAG INTERVALS (MONTHS)
1957-66 1966-68 1957-66 1966-68 1957-66 1966-68

0-1 0-2 0-3

Symptoms to

Physician 34.7% 41% 43.5% 55% 49.7% 68%
Physician to

Diagnosis 68% 79% 75.5% 87.9% 79.5% 90.5%

Diagnosis to

Treatment ... 97% 98.5% 98.5% 99%

*Information was complete in 86% of cases in this study.

time of subsequent definitive treatment, were

noted in over 86 per cent of the cases. Nearly

one-half of the patients noted symptoms over

three months before seeing their physician.

However, prior to 1966, 34.7 per cent saw a

physician within one month, 43.5 per cent

within two months, and 50 per cent within

three months after the onset of their symp-

toms, whereas after 1966, 41 per cent, 55 per

cent, and 68 per cent contacted their physi-

cians within these respective intervals (Table

1). The lag between seeing the physician

and making the diagnosis showed a similar

trend; the diagnosis was made within one

month in 68 per cent of cases prior to 1966,

and 79.2 per cent after 1966. Within three

months 90.5 per cent of the cases were diag-

nosed after 1966. In 97 per cent of cases,

definitive treatment was begun within one

month after diagnosis.

Stage of disease

Localized cancer was diagnosed at the

time of initial treatment in 21.3 per cent of

cases. Five of these were reported as being

diagnosed in situ. Regional spread was pres-

ent in 33.2 per cent, and distant metastasis in

34.5 per cent when diagnosed. Multiple pri-

mary tumors were present in 8.5 per cent

of cases. From the incomplete available data,

oral, pharyngeal, and intestinal tumors were

the most frequent associated tumors.

Treatment

Initially 43.7 per cent of the patients were

treated surgically and 13.4 per cent were

treated with irradiation. Subsequently, 10.8

per cent received irradiation therapy. These
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data probably reflect a higher per cent of

patients receiving either surgery, radiation,

or combination therapy since only those

cases with a histologic diagnosis find their

way readily into the tumor registry. Chemo-
therapy and hormonal therapy were used in

1.3 per cent of cases.

Survival

The overall five-year survival was 7.4 per

cent. If the disease was localized, it was 25.7

per cent, but when regional spread was found

only 4.8 per cent survived five years. Of pa-

tients with distant metastases, 89.9 per cent

died within one year (Table 2) . The survival

rate for women was greater than the rate for

men. The overall five-year survival for males

was 7.0 per cent and 10.3 per cent for females.

In cases of localized lung cancer treated by
surgery, males had a 22.5 per cent survival

compared to 23.1 per cent for females.

TABLE Z

SURVIVAL OF 1,018 CASES OF LUNG CANCER
IN UTAH

(January 1957 through November 1968)

Survival
t-< cS

c8 > 0)

Stage of So
0) .JH

Male

s
a;

Disease

Localized ... 221 25.7% 22.5% 23.1%

Regional

Distant

.. 358 4.8% 4.9% *

metastasis .. 344 <1% <1%
Unknown ... .. 90 7.5% 6.4% *

All ...1,018 7.4% 7.0% 10.3%

*too few
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Discussion

The rate of lung cancer in Utah has been

less than half the national rate since the

second World War (Fig. 1), while at the same

time it was the leading cause of death due to

cancer in Utah males^ (Fig. 2). Although

pulmonary neoplasm is one of the three most

frequent cancers in other large tumor regis-

tries in the United States, it was only the

sixth most frequent in the Utah Tumor Regis-

try. Neoplasms of the breast, skin, colon and

rectum, cervix, and prostate were more fre-

quent.

The trend of lung cancer in Utah is in-

teresting. While the United States rate

jumped 96 per cent from 1940 to 1950, the

Utah rate only rose 17 per cent. The next

decade saw a U. S. increase of 57 per cent

and a Utah increase of 34 per cent. In the last

five years recorded, however, Utah has sur-

passed the national rate with a 37 per cent

increase compared to the U. S. figure of 21

per cent. The cause of this increase is not

apparent. Perhaps one of the factors respon-

sible for the lower general incidence is be-

low-average tobacco consumption. A study

by the Utah State Tax Commission and the

National Tobacco Tax Council shows the

average cigarette consumption per person in

Utah is less than half the U.S. average^ (Fig.

3).

Review of the lag intervals between onset

of symptoms until the first physican contact

and subsequent institution of treatment, show
a trend toward earlier recognition and diag-

nosis (Table 1). However, it is most unfor-

TOTAL RESPIRATORY CANCER
DEATH RATES

Statistics of the United States, 1940-65

Fig. 1. Graph of deaths from respiratory cancer

in Utah.

LEADING CAUSES OF CANCER DEATHS

FOR MEN IN UTAH, 1955-66

Division of Health, Annual Reports, 1955-66

Fig. 2. Graph of leading cause of death from cancer

in Utah.

tunate that over half of the cases tolerated

their symptoms for over two months before

consulting a doctor, and over 20 per cent of

cases were treated by doctors for over two

months before lung cancer was diagnosed.

Hopefully, more intensive public and medical

education in these fields will effect an earlier

diagnosis of lung cancer. As physicians we
should increase our efforts to get chest x-

rays in all suspected cases of pneumonia,

hemoptysis, chest pain, and other persistent

pulmonary symptoms. Follow-up chest x-

rays should be taken every one or two weeks

when any undiagnosed pulmonary infiltrate

is discovered, until a final diagnosis is made.

Bronchoscopy and sputum cytology are indi-

cated whenever hemoptysis is present or a

pulmonary infiltrate does not regress within

a few weeks.

Though early diagnosis and treatment

should favor better therapeutic results, it may
not result in a striking improvement in long

term survival since approximately 80 per

cent of all lung cancer cases are not localized

at time of diagnosis. Unfortunately, most

respiratory neoplasms have regional or dis-

tant spread by the time they produce pul-

monary symptoms.
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AVERAGE NUMBER OF CIGARETTES

SMOKED PER PERSON

National Tobacco Tax Council

Fig. 3. Graph of cigarette consumption in Utah

and in United States.

The hopes for improved survival in lung

cancer by preoperative radiation has been dis-

appointing except in peripheral superior sul-

cus tumors of the lung. In recent years Paul-

son^ has reported a strikingly increased five-

year survival in this type of tumor using sub-

cancericidal doses of preoperative radiation,

whereas previously he had seldom seen a case

survive five years.

Since early diagnosis and treatment are

ineffective in the majority of respiratory neo-

plasms due to extensive spread at the time

of diagnosis, perhaps the best hopes for a

decrease in lung cancer mortality will come
with better methods of diagnosis in the

asymptomatic case and localized stage of

disease, or a decline in incidence. Routine

yearly chest x-rays and sputum cytology in

asymptomatic individuals known to have in-

creased risk of pulmonary neoplasm (such

as heavy smokers) could help materialize the

former hope, and the latter by changing
the smoking habits or developing a safer

means of smoking.

Summary

1. A review of 1,018 cases of lung cancer

in the Utah State Tumor Registry has been

presented.

2. In this study, pulmonary neoplasms

were only the sixth most frequent site of

cancer.

3. There has been a definite reduction in

the lag interval between the onset of patient

symptoms until the first physician contact

and the subsequent institution of treatment

since 1966.

4. The five year survival for lung cancer in

his group of patients was 7.4 per cent.

REFERENCES
1 Utah State Division of Health. Your Health, Vol. 25, No. 4, April 1968.

2 Paulson, D. L. : The survival rate in superior sulcus tumors treated by presurgical irradiation.

JAMA 196:342, April 1966.
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The chronically draining ear

James E. Hansen, MD, Salt Lake City

ISew drugs, instruments of precision, and

surgical technic have thrown new

light and hope upon a

potentially dangerous disease.

The chronically draining ear is an annoy-

ing and potentially dangerous problem that

the patient and, frequently, the doctor have

tolerated for years. Relative absence of pain

and frequent recurrence or persistence of

drainage often discourages the patient’s de-

sire for further medical assistance. The real

problem of concern is not the drainage but

the disease process which causes it. While

chronic otitis externa may be the problem,

chronic infection of the middle ear is the

usual cause. Thus, the major part of this dis-

cussion will be directed toward diseases of

the middle ear.

Besides malodorous drainage, usually

caused by the Pseudomonas aeruginosa and/

or Staphylococus aureus, we often find other

associated symptoms. Hearing loss occurs as

the inflammatory process with the cholestea-

toma destroys part of the tympanic mem-
brane and one or more of the ossicles. Facial

paralysis can result from further erosion or

compression. Labyrinthine symptoms appear

as the disease erodes or irritates the vestibular

apparatus. Malignant changes can occur after

prolonged drainage. Intracranial complica-

tions such as meningitis, brain abscess, and
lateral sinus thrombosis occur often enough
to remind one of dangers of procrastination.

Pain is not always a good barometer of the

seriousness of the chronically draining ear.

The patient may have had mild discomfort

for long periods but not severe enough to

seek medical attention. Anxiety producing

pain occasionally may appear early in the

course of the disease, but, too frequently,

its appearance may be delayed until large

areas of erosion or intracranial complications

have occurred.

A discussion of chronic otitis media re-

quires consideration of cholesteatoma which
is the major problem in most cases of chronic

draining ears. Cholesteatoma is a pseudo-

tumor formed by build-up of desquamated
squamous epithelium in the middle ear and
gradually extending into the mastoid. It be-

gins as a small sac, gradually forming an en-

larging ball which by expansive erosion de-

stroys bone and soft tissues. It is neither

self-hmiting nor medically curable but in-

sidiously progressive, leading to aggravating

symptoms and then incapacitating and life-

threatening complications.

Initial therapy is aimed at clearing up the

infection. This may be impossible because of

resistant organisms and their protection by
cholesteatoma. Definitive management, there-

fore, requires that the cholesteatoma be com-
pletely removed before any type of recon-

struction can begin. Occasionally, the nature

of its extension or invasive properties makes
complete removal impossible and the middle

ear mastoid area is exteriorized by radical

mastoid surgery. Before the advent of micro-

surgery, the otologist was severely limited in

his management of cholesteatoma. His only

definitive recourse was exteriorization of the

disease by modified radical mastoidectomy or

radical mastoidectomy. With modem micro-

surgical technics, the primary disease can

usually be removed from the middle ear and
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mastoid area, the tympanic membrane re-

paired, the ossicular chain reconstructed, giv-

ing the patient a safe ear and, in many cases,

improved hearing. If the cholesteatoma can

be treated in an early stage, while still lo-

calized to the attic and middle ear, mastoid

surgery can frequently be avoided.

In order to visualize the tympanic mem-
brane and the ear canal, pus and debris must

be removed. This is important in making a

diagnosis and in treating infection. Debris can

act as a barrier against medication instilled

in the ear. There is no best method to clean

every ear canal. This is usually accomplished

with a small suction unit and/or small appli-

cators with a good light source using gross

vision or with the magnification of an oper-

ating otoscope. Occasionally, irrigation is

used but may be painful and must be done

with care. Drying out the canal is important

after irrigation. Diagrammatic pictures of the

tympanic membrane are shown to demon-
strate different types of pathology one sees in

examining the chronically draining ear after

the debris- is removed.

The normal tympanic membrane (Fig. 1)

has a pearly gray color, translucent so that

some of the basic anatomy can be visualized.

The handle of the malleus, the long process of

the incus, the stapedial tendon, the pars flac-

cida or attic, the pars tensa with the cone of

light can usually be seen. The tympanic mem-
brane may be retracted, bulged, scarred or

replaced with calcium obscuring visualization

of structures without a perforation. Frequent-

ly, you see a large tympanosclerotic placque

Fig. 1. a. pars flaccida (attic); h. long process of

incus; c. stapedial tendon; d. handle of malleus;

e. pars tensa; f. cone of light.

which looks interesting, or frightening, but

causes few problems with hearing or general

health of the ear. The chronically draining

ear, however, must have a perforation. A
helpful way to determine whether a tym-

panic membrane has a perforation is to spray

it with a fine layer of antibiotic powder, this

will coat the drum and accentuate a perfor-

ation.

Fig. 2. Anterior inferior perforation. This is usually

the result of partial Eustachian tube obstruction.

The anterior inferior perforation (Fig. 2)

with an otherwise fairly normal appearing

tympanic membrane is usually the result of

Eustachian problems and through the perfora-

tion one often sees reddened hyperplastic

mucosa. Occasionally, this is associated with

some degree of chronic mastoid infection.

Management of this involves improving the

Eustachian tube function with decongestants

and topical antibiotic-steroid drops to treat

the inflammatory process. Occasionally, sys-

temic steroids and antibiotics are used. Al-

lergy therapy at times may be necessary. Sur-

gical repair can only be accomplished after

the inflammation is controlled.

A large central perforation (Fig. 3) may
look much more ominous than the small

attic perforation. It is annoying because of

recurrent discharge. Hearing loss is second-

ary to edema, scarring and eventually necrosis

of the ossicles. This usually is a clean per-

foration and drainage will respond quickly to

ear drops. Definitive correction is done by a

surgical procedure, the tympanoplasty, which

means reconstruction of the ossicles and tym-

panic membrane.

The attic perforation (Fg. 4) is usually

associated with cholesteatoma and is much
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Fig. 3. Large horseshoe perforation. This is usual-

ly the result of severe necrotizing otitis media.

more ominous than the large central perfora-

tion of the pars tensa. Some of the largest

cholesteatomas or the most stubborn draining

ears have only a small attic opening. Anti-

biotic ear drops or powder instillation is used

to help control the infection but management

of the primary disease is surgical, e.g., remov-

al of the cholesteatoma which may also fill the

mastoid. If the removal can be done with

assurance, correction of ossicular discontinu-

ity and repair of the tympanic membrane is

completed.

The posterior superior perforation (Fig. 5)

often acts like an attic perforation. White

keratin debris can frequently be seen around

the ossicles and close examination may re-

veal absence of part of the ossicles. Any mar-

ginal perforation may allow ingress or squa-

mous epithelium and must be viewed with

Fig. 5. Posterior superior perforation. 1 his is usual-

ly associated with invasion of squamous epithelium

into the middle ear. Any marginal perforation must

be viewed with suspicion as it may allow the in-

gress of squamous epithelium into the middle ear.

suspicion as being associated with cholestea-

toma. Definitive therapy requires removal of

the cholesteatoma or squamous epithelium

and repair of the ossicles and tympanic mem-
brane.

Many subtotal perforations (Fig. 6) have

no cholesteatoma and remain dry as long as

the patient avoids getting water in the ear

and when infected responds quickly to ear

drops. If the ear does not respond quickly

or crusting is evident, a cholesteatoma is

probably present. If the middle ear is free of

squamous epithelium or if cholesteatoma is

present and can be removed, a new tympanic

membrane can be grafted using a perichon-

drial or fascial graft and ear canal skin.

Fig. 4. Perforation of the pars flaccida (the attic

perforation) . This perforation is usually associated

with invasion of squamous epithelium into the

middle ear space. The cholesteatoma is formed by
the buildup of desquamated squamous epithelium.

Fig. 6. Subtotal perforation. This is usually asso-

ciated with prolonged infection with destruction

of parts of the middle ear bones. None of the

ossicles are seen in this picture, a. handle of

malleolus almost destroyed; b. oval window—
stapes has been destroyed.
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Fig. 7. Aural polyp. This is usually an inflamma-
tory granuloma originating in the middle ear but

can be a malignancy, a glomus jugulare or a

meningocele.

A polyp (Fig. 7) is occasionally seen in

the chronic draining ear. It usually grows
through a perforation in the tympanic mem-
brane, but may protrude from an erosion

through the canal wall and is most frequently

an inflammatory granuloma; however, a

glomus jugulare or malignancy or menigocele

must also be considered. The polyp can be

easily removed but the underlying disease is

the condition which requires definitive man-
agement. This is usually a cholesteatoma or

chronic hyperplastic otitis media and mas-
toiditis requiring surgical removal of the

polyp and underlying disease with recon-

struction of the ossicular chain and tympanic
membrane. The globus jugulare when reach-

ing this size can rarely be completely re-

moved surgically but usually is well con-

trolled with surgery and x-ray therapy. Car-

cinoma is managed with surgery, x-ray and
chemo-therapy, singly or in combination.

The meningocele requires intracranial man-
agement.

Chronic otitis externa, frequently bac-

terial in origin, can be a stubborn and frus-

trating problem until it is controlled; it may
be confused with one of the more serious

middle ear problems. Cleaning of the canal

is vital for effective application of medica-

tion. Antibiotic steroid ear drops are very

helpful, but in itching or swelling, an ear

pack with antibiotic steroid ointment should

be used to concentrate medicine in the dis-

eased area. Patient is admonished to keep
the usual assortment of items out of the ear,

as they irritate infection and aggravate itch-

ing. Occasionally, a vaccine is necessary to

assist in clearing up the process.

Traumatic perforation may be followed

by chronic drainage. For most traumatic per-

forations prompt therapy to prevent infection

allows uncomplicated spontaneous healing.

The patient should avoid water or foreign

bodies in the ear. Antibiotic-steroid drops are

used for management of infection. If the per-

foration is large with doubling or overlapping

of tissue edges, apposition of the edges should

be performed under the operating micro-

scope. If perforation is from hot slag, the

patient should be seen by an otologist as

these rarely heal spontaneously. Antibiotic

steroid drops may diminish the extent of

scarring and decrease infection.

Conclusion

The chronically draining ear is a poten-

tially dangerous disease. Pathogenic organ-

isms and erosive destruction not only pro-

duce disturbing symptoms but act as a life-

threatening process. Any ear that fails to

respond to two weeks of good conservative

therapy or has an attic or marginal perfora-

tion or aural polyp should be carefully eval-

uated by a specialist. Modern microsurgery

has opened new vistas in otology. Not only

can the cholesteatoma, granulation tissue and
osteomyelitis be removed with more facility

and the facial nerve protected, but the ear

can often be restored to near normal anatomy
and function by reconstruction of the ossicu-

lar chain and repair or replacement of the

tympanic membrane. •
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In situ carcinoma of cervix

Co-existing epidermoid carcinoma and adenocarcinoma

Joseph A. Knight, MD, Cyril D. Fullmer, MD,
and Henry A. Theurer, Jr., MD, Salt Lake City

The rarest malignant lesion of the uterine

cervix is the simultaneous occurrence of epi-

dermoid carcinoma in situ and adenocarci-

noma in situ.^ It is well established that

mucin-producing malignant cells can fre-

quently be demonstrated in cases of epider-

moid carcinoma, both the in situ and invasive®

forms (adenosquamous carcinoma). Cases

where both forms of invasive carcinoma co-

exist as distinct histologic entities are inter-

mediate in frequency between these two types

of cancer.^

A case of simultaneous epidermoid carci-

noma in situ and adenocarcinoma in situ has

been recently observed at this hospital. It

was discovered in a cone biopsy specimen fol-

lowing repeated observations of malignant

cells in the cervical smear. Because of its

rarity, as well as its possible contribution to

the histogenesis of carcinoma of the cervix,

the case is reported.

CASE REPORT
A 61-year-old white spinster was admitted to

Holy Cross Hosiptal on March 10, 1968, for cold

knife conization following two cervical smears that

showed numerous malignant cells. She had under-
gone a supracervical hysterectomy for a “fibroid”

tumor twenty years previously in Richmond, Vir-

ginia. In 1959, she had a “dilatation and curettage

with sharp conization of a rather large cervicgl

stump because of a Class III cervical smear.” This

latter procedure was performed in Baltimore,

Maryland. The pathologic diagnosis was: ‘Healing

erosion; atrophic endometrium; chronic cervicitis.”

We have examined these slides and concur with
these diagnoses. Her only other clinical diagnosis

was mild diabetes mellitus.

*From the Departments of Pathology and Obstetrics and
Gynecology, Holy Cross Hospital and the University of
Utah School of Medicine, Salt Lake City. Supported in
part by a Screening Cancer Control Grant (89489-02-68),
United States Public Health Service.

Fig. 1. Epidermoid carcinoma cells from cervical

smear (XIOOO).

Cervical smears were prepared and stained in

the usual manner with slides from the portio and
vaginal pool. They both showed numerous dyskary-

otic and malignant cells. Most of these cells were
obviously epidermoid in origin, some showing
early keratinization. Others were more immature
with large, oval and irregular hyperchromatic nu-

clei, high nuclear-cytoplasmic ratio and well de-

fined cellural borders (Fig. 1). They were inter-

preted as consistent with epidermoid carcinoma
in situ. Other abnormal cells were present in very

small numbers. Some of these occurred in groups

(Fig. 2), but most were present singly or in pairs.

They displayed large, rather pale vesicular nuclei

with scattered delicate chromatin clumps and an

occasional small nucleolus. Their cytoplasm was
pink, granular, and poorly defined. Only in retro-

spect were they demonstrated and interpreted as

representing adenocarcinoma.

The cone specimen which followed was small,

measuring 2.7 cm. in circumference and 1.3 cm. in

depth. It was unusual in appearance and showed
a prominent elevated hyperemic mucosa. The en-

tire specimen was cut at 2-3 mm. intervals and
submitted for histologic sectioning. Each paraffin

block was then sectioned at five levels. One sec-

tion from each block was stained with PAS and
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Fig. 2. Adenocarcinoma cells from cervical smear

(XIOOO).

Fig. 4. Section showing in situ adenocarcinoma.

Note normal gland at right (X180).

Fig. 3. Section from cervical cone showing in situ

epidermoid carcinoma (XI 80).

the remaining four sections with H & E. Several

selected sections were also stained with mucicar-
mine.

Histologic sections showed the most distal por-

tions of the squamous mucosa were normal. There
was a transition zone of dyskaryosis and a large

area of in situ epidermoid cancer (Fig. 3). The
PAS and mucicarmine stains showed rare mucus
producing cells intermingled with the malignant
epidermoid cells. There was an abrupt ending of

this tumor with minimal epidermoid involvement
of the endocervical glands. Many of the distal

endocervical glands were obviously abnormal and
lined by columnar cells which contained large

hypochromatic nuclei. Mitotic figures were nu-
merous and extended to the surface of the glands
(Fig. 4). Atypical glands lay side by side with
normal glands. In addition, an occasional gland
showed both normal and malignant cells. The prox-
imal cervical glands were almost all normal in

appearance although on one block in situ adeno-
carcinoma was present at the proximal margin.
The combined in situ lesion was circumferentially

extensive and essentially the same histologic pic-

ture was seen on every slide. There was no inva-

sion of the stroma by either cell type.

On May 23, 1968, the patient was readmitted

to Holy Cross Hospital and the cervical stump was
removed from below. The entire cervix was sec-

tioned at 3 mm. intervals. No residual tumor of

either cell type was present.

Discussion

Glucksmann and Cherry^ in 1956 sub-

classified mixed carcinomas of the uterine

cervix. In 1964 Dougherty and Gotten^ stated

that the “merging or intermingling of ele-

ments” of malignant epidermoid and adeno-

carcinomatous elements “cannot be consid-

ered the result of independent origin and

subsequent collision of two separate diseases.”

McLean^ traced both types of tumor to a

single cell, thought most likely to be the sub-

cylindrical or reserve cell. Johnson, et al.,®

observed that epidermoid carcinoma in situ

developed in areas of subcylindrical cell hy-

perplasia (reserve cell hyperplasia) thus con-

firming this cell as the cell of origin at least

for epidermoid carcinoma, and possibly of

mixed carcinomas. Lauchlan and Renner®

have reported two cases of simultaneous epi-

dermoid carcinoma in situ and adenocarci-

noma in situ. They considered the bipotent

subcylindrical cell as the most likely cell of

origin leading to both tumor types. Our case

is similar to these latter cases and shows dis-

tinct tumors lying adjacent to each other. At

their interface there is minimal intermin-

gling of malignant squamous and gland cell

components. Distal to this only dyskaryotic
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and normal squamous cells are present and

proximal only normal glandular elements are

present. In addition, only the glands at or

near the §quamo-columnar junction are in-

volved. These findings suggest to us a possible

common cell of origin, but from this case two

separate cells of origin cannot be ruled out.

The role of hormones has been stressed as

an explanation for the observed greater fre-

quency of adenosquamous carcinoma occur-

ring in pregnant patients.®*® It should be

pointed out that our patient is a 61-year-old

spinster who has no history of exogenous

hormonal medication.

Summary

A case of co-existing epidermoid carci-

noma in situ and adenocarcinoma in situ of

the uterine cervix in a 61-year-old spinster

is presented. The histogenesis is briefly dis-

cussed. •
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3 Lauchlan, S. C. and Penner, D. W.: Simultaneous adenocarcinoma in situ and epidermoid
carcinoma in situ. Cancer 20: 2250, 1967.

2 McLean, M. R.: The pathology of the mixed carcinomas of the cervix. Aust. N. Z. J. Obstet.
Gynaec. 5:807, 1965.

8 Steiner, G. and Friedell, G. H. : Adenosquamous carcinoma in situ of the cervix. Cancer
18:807, 1965.
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Prepared by Alan E. Lindsay, MD,* Salt Lake City

Can you identify the four rhythms above?

They were obtained on a 60-year-old man with

chronic pulmonary emphysema and acute pul-

monary embolism, admitted on 7/20/68 with con-

gestive heart failure and rapid ventricular rate.

Serum potassium was 6.5 rnEq/L on admission,

but fell to 3.3 by the third hospital day. Digoxin

was begun on 7/21/68 and continued until

7/28/68 (total dosage was 6.625 mg.). All but

strip 4 were obtained with a bipolar chest lead.

STRIP 1: Admitting rhythm: atrial flutter

with 2:1 block (atrial rate 300, ventricular

rate 150).

STRIP 2: Atrial tachycardia with 2:1 block

(atrial rate 180, ventricular rate 90). Note

the broad bifid P-waves, indicating an atrial

conduction defect. (1.625 mg. of Digoxin).

STRIP 3: Sinus tachycardia; at arrow a non-

conducted atrial extrasystole (premature P-

wave not followed by QRS) leads to a brief

period of AV dissociation for the following

six beats (AV junctional control of ventri-

cles); at “x” the atria regain control of the

ventricles. (2.625 mg. of Digoxin).

STRIP 4: An AV junctional pacemaker (with

right bundle branch block) controls the ven-

tricles at a rate of 75; a slower atrial rate of

66 is seen. For the most part there is AV
dissociation but on occasion the atria “cap-

ture” the ventricles (C) or both pacemakers

activate the heart simultaneously to produce

a fusion or combination beat (F). This

rhythm persisted for ten days after digitalis

withdrawal.
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COMMENT: Strips 2, 3, and 4 illustrate three

rhythms commonly seen in digitalis intoxication.

Atrial tachycardia with AV block appeared when
only 1.625 mg. of Digoxin had been given. Be-

tween strip 3 and 4 atrial flutter was the dominant
rhythm, although atrial tachycardia was inter-

mittently present.

AV junctional rhythms in digitalis intoxication

may be quite rapid (so-called “non-paroxysmal
nodal tachycardia”); they respond poorly to treat-

ment, particularly cardioversion.

The attainment of a regular ventricular rate

while treating atrial fibrillation or flutter with
digitalis may thus not necessarily be a good sign,

unless a rhythm strip shows sinus rhythm. Po-
tassium deficiency, not a major factor in this case,

must be treated if present.

REFERENCE: Irons, G.V., Jr., and Orgain, E.S.: Digitalis-
Induced Arrhythmias and Their Management. Prog, in
Cardiov. Dis., VIII :539, 1966.

BROADMOOR
yourselves

for the pure
pleasure of it all!

Discover America’s finest resort facilities,

dining and accommodations, here within

5,000 acres of enjoyment at the gateway

to the Colorado Rockies.

The

BROADMOOR
Colorado Springs, Colorado

NOW is the time

fo have your

GOLF CLUBS
REFINISHED

8-DAY LOCAL SERVICE.

TOP QUALITY
FACTORY REFINISHINC.
We strip your clubs to the bare
wood, sand them smooth, and apply
seven coats of stain, sealer, lacquer,

and finish. No dipping ... no streaks
or spots . . . but careful, experienced
craftsmanship. Just eight days in

our shop and your clubs will look like

new. Your satisfaction is absolutely
guaranteed.

* Custom club manufacturing * Expert

repairing * Steel shafts replaced by alumi-

num shafts • Irons Tru-Set for best loft

and lie for you *

Serving discriminating golfers and pro shops
since 1926.

DENVER GOLF
MANUFACTURING CO.
77 So. Kalamath St. Denver, Colo. 80223

Telephone 255-5155
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Public Enema Na1

Claim the rewards of sparing your patients the tubes

and tribulations of unpleasant enemas.

Compared to enemas, Dulcolax suppositories are a

gentler and simpler way to empty the bowel. Gone
are the tubing, the “accidents", and the bruised egos.

Just one suppository, inserted against the bowel wall,

usually brings about an evacuation within 15 minutes

to an hour.

In the hospital, order Dulcolax for constipation or

bowel cleansing. Your patients will often prefer iti

embarrassing enemas. And you can be sure nurse

will appreciate the saving in time and effort.

Dulcolax tablets taken at night usually result in a

bowel movement the following morning. A combii

tion of tablets at night and a suppository the next

morning generally cleans the bowel thoroughly in

preparation for surgery or special procedures. Ke:

in mind, however, that the drug is contraindicatec

the acute surgical abdomen.

Dulcolax:Jt^ predictable
bisacodyl

Under license from Boehringer Ingelheim G.m.b.H. Geigy Pharmaceuticals. Division ot Geigy Chemical Corporation. Ardsley, New York 10502



“anorectal

disorders”

ThisRectopathModel

may help you explain

certain anorectal disorders

to some of your patients.

It is yours on request.

See next page for details.



“anorectal

disorder”

includes a range of problems.

For symptomatic relief

in some of these disorders

consider a member of

the Anusol Family. .

.

One suppository morning
and evening and after

each bowel movement. ANUSOC
soothing, palliative relief of minor pain, itching,

burning, and other associated discomforts.

Each ANUSOL suppository contains bismuth subgallate

(2.25%), bismuth resorcin compound (1.7.5%), benzyl benzoate

(1.2%), Peruvian balsam (1.8%), zinc oxide (1 1.0%), and boric

acid (5.0%), plus the following inactive ingredients: bismuth

subiodide, calcium phosphate, hydrogenated vegetable oil, and
coloring in a cacao butter and white wax base.

One suppository morning
and evening for 3 to 5 days.

One suppository

every 3 to 4 hours, or every 2 hours

if symptoms are severe.

ANUSOL-HG*
prompt reduction of inflammation plus the

soothing effects of regular Anusol.

Each ANUSOL-HC suppository contains, in addition to the

regular Anusol formula, 10 mg. hydrocortisone acetate.

Precautions: Prolonged use of Anusol-HC might produce
systemic corticosteroid effects.

ANUGESIC
when severe pain requires prompt relief,

pramoxine HCl plus the soothing Anusol formula.

Each ANUGESIC suppository contains: 61 mg. bismuth sub-

gallate, 47 mg. bismuth resorcin compound, 32.4 mg. benzyl

benzoate, 48.6 mg. Peruvian balsam, 300 mg. zinc oxide,

135 mg. boric acid, and 25 mg. pramoxine hydrochloride. Also
contains the following inactive ingredients: bismuth subiodide,

calcium phosphate, white wax, benzoinated lard, hydrogenated
vegetable oil, and certified coloring in a cacao butter base.

Precautions: If idiosyncratic reaction occurs, discontinue

medication.

Symptomatic treatment should not be allowed to delay defini-

tive diagnosis and therapy.

Also available: anusol® ointment and anugesic® ointment

Warner-Chilcott Laboratories, Morris Plains, N. J.

The Rectopath Model

is available from your

Warner-Chilcott repre-

sentative orupon request

from Warner-Chilcott

Labs., Morris Plains,

New Jersey 07950.
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Colorado Physician
To Serve Aboard S.S. HOPE
A Colorado physician, Franklyn M. Newmark,

M.D. of Denver, will serve a two-month volun-

tary tour of service aboard the hospital ship S.S.

HOPE in Colombo, Ceylon, beginning December
13.

Dr. Newmark, a specialist in internal medicine,

currently serves as Assistant Clinical Professor of

Medicine at the University of Colorado. He re-

ceived his medical education at Columbia Univer-
sity.

The hospital ship HOPE’S staff of 150 physi-

cians, dentists, nurses and paramedical personnel
are now entering the final two months of their

10-month medical teaching-treatment mission in

Ceylon. Teaching through the counterpart system,

the American staff works directly with Ceylonese
personnel aboard the ship and in hospitals, medi-
cal schools and clinics ashore.

Founded in 1958 by Dr. William B. Walsh,
Project HOPE is the principal activity of The
People-to-People Health Foundation, Inc., an in-

dependent, non-profit corporation headquartered

in Washington, D. C., and supported by the Amer-
ican people.

Since the S.S. HOPE’S first voyage in 1960-61,

more than 1,200 American medical personnel have

volunteered their services to train nearly 4,500

medical counterparts in seven developing nations.

Montana Medical Association News

William F. Cashmore, M.D., Helena, has been

elected a member of the House of Representatives

of Montana for the 1969-71 term. Doctor Cash-

more will be the only physician upon the floor

of the House and will, we are sure, render in-

valuable services as a legislator to the medical

profession. Willard F. Bennett, M.D., Columbia

Falls, will be a member of the Montana Senate

during the coming session and will be the only

physician on the floor of the Senate. Doctor

Bennett was elected to serve as a Senator from

District No. 30 in November, 1966.

iiauc §uns,^ Will
Want help in immunizing your pre-school and school-age children

against measles either in school or at a special clinic?

Call Immunization Unit,

COLORADO DEPARTMENT OF HEALTH
388-6111, Ext. 234.

We will provide:

* Jet injector type

PEDI-JET GUNS

PITMAN-MOORE VACCINE

PLANNING and REGISTRATION
ASSISTANCE

M.D. to assist you, if desired

CALL NOW, SCHEDULE EARLY!
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University of Utah Medical Center

The appointment of Arnold R. Tammes, M.D.,

as associate professor of pathology at the Univer-

sity of Utah College of Medicine has been an-

nounced by the University of Utah Board of Re-

gents:

A highly acclaimed anatomical and clinical

pathologist, Dr. Tammes will plan a section on

developmental laboratory methodology at the Utah

Medical School. In addition, he will be a principal

in the revitalized residency training program.

Dr. Tammes is a founding member of the Aca-

demic Clinical Laboratory Physicians and Scien-

tists and has been an active member in planning

and training allied health scientists, an attempt

to meet critical manpower needs in the delivery

of health care. With infinite demand for extended

laboratory diagnosis. Dr. Tammes will apply his

advanced knowledge in electronics to maximize
the U of U School’s attempts toward full com-
puterization and will also be directly involved in

medical student instruction.

Though his special interest is in clinical chem-
istry, Dr. Tammes’ qualifications and accomplish-

ments cover the entire area of the demanding
pathological specialty. Dr. Tammes is a native

of Sheldon, Iowa, has served active duty in the

United States Navy, and is a member of the Aca-
demic Clinical Laboratory Physicians and Scien-

tists, the American Medical Association, the Amer-
ican Society of Clinical Pathologists and other

societies and honorary organizations.

Dr. Noehren has become an internationally

recognized authority in pulmonary diseases and
has been particularly active in the teaching of pul-

monary diseases at the postgraduate level. He is

known as one of the finest undergraduate teachers

in his specialty of respiratory physiology and par-

ticularly in the management of pulmonary emphy-
sema. He will join Dr. Attilio Renzetti at the U of

U College of Medicine in his emphysema studies.

A native of Buffalo, New York, Dr. Noehren
is a Regent of the American College of Chest Phy-
sicians. His professional affiliations include the

American Thoracic Society, the American Medical

Association, and the American Association for the

Advancement of Science.

* * *

Charles W. DeWitt, Ph.D., has been appointed

a full professor of pathology and surgery jointly

at the University of Utah College of Medicine.

A graduate of Ohio State University Dr. De-

Witt spent nine years as a research scientist and

Research Associate in infectious diseases with the

Upjohn Company. In 1961 he was appointed assist-

ant professor of immunology at Tulane University,

associate professor in 1962 and full professor in

1968.

Dr. DeWitt is a sound scientist, very interested

and effective teacher and an excellent administra-

tor. According to Dr. Ernst Eichwald, Dr. DeWitt is

“probably the most knowledgeable man today in

the field of inter-species immunological resoonses,

his most recent contributions are in the field of

antilymphocite serum, considered the most exciting

issue in transplantation immunity.”

A native of Akron, Ohio, Dr. DeWitt is a mem-
ber of the American Association of Immunologists,
the American Academy of Microbiology and the

American Association for the Advancement of

Science, the Transplantation Society and other

professional, scientific and honorary societies.

* * *

The University of Utah Board of Regents an-

nounced recently the appointment of Theodore H.

Noehren, M.D., as associate professor of medicine

at the U of U College of Medicine.

Leaving his post as an associate professor of

internal medicine at the State University of New
York at Buffalo, Dr. Noehren returns to Utah
where he was assistant professor of public health

and preventive medicine and an instructor in in-

ternal medicine from 1949-52. He has won many
awards and distinctions in medicine including a

Markle Scholar in Medicine from 1953-58, asso-

ciate editor of Diseases of the Chest publication

and a Fullbright Lecturer at the University of

Helsinke, Finland, in 1966.

University of New Mexico
School of Medicine

The University of New Mexico School of Med-
icine will be represented at an Atomic Energy
Commission seminar on medical aspects of radia-

tion accidents.

The seminar will be in Richland, Wash., Jan.

19-22. Representing UNM will be Jon D. Shoop,

M.D., assistant professor of radiology.

Dr. Shoop is a new member of the UNM med-
ical faculty. He formerly was on the staff of a

Public Health Service Indian Hospital in Arizona.

A graduate of Tufts University, Dr. Shoop’s ma-
jor interests are diagnostic and therapeutic use

of X-ray and Gamma radiation and nuclear med-
icine.
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A monthly news summary from the nation’s

Capital by the Washington Office of the AMA.

The incoming Administration work on a health

program was started with President-elect Eichard
Nixon’s appointment of John Dunlop, a Harvard
University professor, to head a special task force.

In a letter to employes of the Department of

Health, Education and Welfare, Secretary Wilbur
J. Cohen, who will return to teaching at the Uni-
versity of Michigan, listed 13 health goals for the

1970’s. He previously had said that his teaching

position would leave him time to work for new
and expanded health prograims.

Most of the goals are non-controversial, and
Cohen did not elaborate on details of implemen-
tation where controversy arises. The goals:

—Continued expansion of medical research and
more rapid dissemination of new knowledge to

prevent and cure illness.

—Elimination of economic barriers to medical
care, through comprehensive health insurance and
other public and private programs.

—Major reduction in infant mortality and early

childhood diseases.

—Elimination of malnutrition.

—Improvement in the organization and delivery

of medical care, with continued emphasis on high
quality.

—Widespread transplantation of human organs
and development of artificial organs.

—Expanded prevention and improved chances
of recovery from heart disease, stroke, and cancer.

—Increase of health manpower and better use
of professional skills.

—Elimination of large mental institutions and
expansion of commrmity mental health centers
accessible to all.

—Family planning services available to every-
one.

—Improvement in the quality of the environ-
ment, with major reduction in air and water pol-
lution.

—Reduction of alcoholism, drug addiction, men-
tal iUness and mental retardation, and accidents.

—Elimination of smallpox, diphtheria, polio,

whoopmg cough, and measles.

* *

A deadly brain and skull defect was found in
four of 14 aborted fetuses whose mothers used
LSD, a George Washington University Geneticist
reported.

for Januaby 1969

Dr. Cecil B. Jacobson, reporting to a District

of Columbia Medical Society meeting, said he also

found “moderate” to “severe” flaws in chromo-
somes of “at least 50 per cent” of 75 female LSD
users. The flaws are in genetic material and could

impair offspring, he said.

Jacobson and his associates said they found
their subjects by advertising in an underground
newspaper for pregnant LSD users, “No Questions

Asked.” Among the group he has studied, he
said, there were 22 normal births and 35 abor-

tions, only 14 of which produced fetuses intact

enough for study.

Four of the 14 had a disease called “exen-
cephaly” which normally shows in less than one-
half of one per cent of babies, he said. It is fatal,

he said. One characteristic is that the brain is

outside the skull.

Eighty per cent of the women studied were
unmarried, Jacobson’s aides said. Some had taken
as little as one dose of LSD and others had taken
it numerous times.

New books received are acknowledged in this

section. Books here listed are available for lending
from the Denver Medical Society Library.

Atlas of Precautionary Measures in General Surgery: By Ivan
Baronofsky. St. Louis, 1968, Mosby. 281 p. Price: $23.00.
Bray’s Clinical Laboratory Methods: By John D. Bauer and
others. 7th ed. St. Louis, 1968, Mosby. 764 p. Price: $14.85.
Communicable and Infectious Diseases; Diagnosis, Prevention,
Treatment: By Franklin Henry Top. St. Louis, 1968, Mosby.
755 p. FTice: $28.00.

Cystic Fibrosis: By Ciba Foundation. Boston, 1968, Little,
Brown. 150 p. Price: $3.95.

Diagnosis of Surgical Disease: By Richard T. Shackelford,
Philadelphia, 1968, Saunders. 3 vols. Price: $65.00.

Directory of Facilities for Mentally 111 Children in the United
States: By National Association for Mental Health. New York,
1967. NAMH. Price: $2.50.

Hearing Mechanisms in Vertebrates: By Ciba Foundation.
Boston, 1968, Little, Brown. 320 p. Price: Gift.

Hospitals, Clinics and Health Centers; An Architectural Record
Book: New York, 1960, McGraw-Hill. 264 p. Price; $11.00.

Infection Control of the Hospital: By American Hospital As-
sociation. Chicago, 1968. 140 p. Price: $3.75.

Malignant Lymphomas and Their Management: By Melville L.
Jacobs. New York, 1968, Springer-Verlag. 50 p. Price: $3.60.

Mental Retardation, A Handbook; By American Medical As-
sociation. Chicago, 1965, AMA. 141 p. Price: $.40.

The Mentally Abnormal Offender: By Ciba Foundation. Boston,
1968, Little, Brown. 260 p. Price: $10.00.

Obstetric Forceps: By Leonard E. Laufe. New York, 1968,
Hoeber. 141 p. Price: $8.50.

Obstetrics: By John W. Williams, N. J. Eastman and Louis M.
Heilman. New York, 1966, Appleton, 1182 p. FTice: $18.75.

Practical Psychiatry for the Internist: By Douglas Goldman
and George A. Ulett. St. Louis, 1968, Mosby. 168 p. Price:
$9.85.

Surgery for Thoracic Disease, an Outline: By Robert R. Shaw.
Springfield, 111., 1968, Thomas. 141 p. Price: $7.00.

Synopsis of Pathology: By W. A. Anderson and Thomas M.
Scotti. 7th ed. St. Louis, 1968, Mosby. 957 p. Price: $10.00.

Synopsis of Surgery: By Richard D. Liechty and Robert T.
Soper. St. Louis, 1968, Mosby. 1091 p. Price: $12.50.

Textbook of Radiologic Technology: By Charles A. Jacobi and
Don Q. Paris. St. Louis. 1968, Mosby. 480 p. Price: $12.75.
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So he’ll breathe easier:

relieve anxiety
while you relieve pain.

Relief of pain is usually a major goal in traumatic conditions.

But often of importance, too, is alleviation of anxiety and
tension that may heighten patient discomfort.

Single-prescription, non-narcotic Equagesic may effectively

relieve pain. And ease anxiety and tension.

TABLETS

Equagesic*
(meprobamate and ethoheptazine
citrate with aspirin)

IN BRIEF.

Contraindications: History of sensitivity or severe intolerance to aspirin, meprobamate or ethoheptazine citrate.

Warnings: use in pregnancy : Safety for use during pregnancy or lactation has not been established; therefore,

it should be used in pregnant patients or women of child-bearing age only when the physician judges its use

essential to the patient's welfare.

Precautions: Keep out of reach of children. Not recommended for patients 12 years old or less. Carefully supervise

dose and amounts prescribed, especially for patients prone to overdose themselves. Excessive prolonged use of

meprobamate in susceptible persons— as alcoholics, ex-addicts, severe psychoneurotics— has resulted in depen-

dence or habituation. Withdraw gradually after prolonged excessive dosage to avoid possibly severe withdrawal

reactions including epileptiform seizures. Warn patients of possible reduced alcohol tolerance, with resultant

slowed reactions and impaired judgment and coordination. If drowsiness, ataxia or visual disturbances (impair-

ment of accommodation and visual acuity) occur, reduce dose. If symptoms persist, patients should not operate

machinery or drive. After meprobamate overdose, prompt sleep, reduction of blood pressure, pulse and respiratory

rates to basal levels, and hyperventilation are reported. Give cautiously and in small amounts to patients with

suicidal tendencies. Treat attempted suicide (has resulted in coma, shock, vasomotor and respiratory collapse

and anuria) with gastric lavage and appropriate symptomatic therapy (CNS stimulants and pressor amines as

indicated). Two instances of accidental or intentional significant overdosage with ethoheptazine and aspirin have

been reported. These were accompanied by CNS depression (drowsiness and lightheadedness) but resulted in

uneventful recovery. On basis of pharmacologic data, CNS stimulation could be anticipated, with nausea, vomiting

and salicylate intoxication (requires induced vomiting or gastric lavage, specific parenteral electrolyte therapy

for ketoacidosis and dehydration, and observation for hypoprothrombinemic hemorrhage [usually requires whole
blood transfusions]).

Adverse Reactions: Ethoheptazine and aspirin may cause nausea with or without vomiting and epigastric

distress, in a small percentage of patients. Dizziness is rare at recommended dosage. Meprobamate may cause
drowsiness, ataxia and rarely allergic or idiosyncratic reactions. These reactions, sometimes severe, can develop

in patients receiving only 1 to 4 doses. Such patients may have had no previous contact with meprobamate and
may or may not have an allergic history. Mild reactions are characterized by urticarial or erythematous maculo-

papular rash. Acute nonthrombocytopenic purpura with cutaneous petechiae, ecchymoses, peripheral edema
and fever have been reported. If allergic reaction occurs, discontinue meprobamate; do not reinstitute. Severe

reactions, observed very rarely, include fever, fainting spells, angioneurotic edema, bronchial spasms, hypo-

tensive crises (1 fatal case), anaphylaxis, stomatitis and proctitis (1 case) and hyperthermia. These cases should

be treated symptomatically including, when indicated, such medication as epinephrine, antihistamine and possibly

hydrocortisone. A few cases of leukopenia, usually transient, have been reported on continuous use. Rarely,

aplastic anemia (1 fatal case), thrombocytopenic purpura, agranulocytosis, and hemolytic anemia have been

reported, almost always in presence of known toxic agents.

Overdosage: See precautions section for management of overdosage.

Composition: 150 mg. meprobamate, 75 mg. ethoheptazine citrate and 250 mg. aspirin per tablet.

Wyeth Laboratories Philadelphia, Pa.
Photo professionally posed.





Ck>lorado

Dr. William Bernard Yegge died November 21

in Presbyterian Medical Center at the age of

seventy-three.

Dr. Yegge was born September 28, 1895 in

Boone, Iowa of Swiss, German and Dutch lineage.

His parents moved to Colorado when he was a

youth. He attended East Denver High School and

later entered the University of Colorado. His col-

lege education was interrupted by his serving

overseas as lieutenant of artillery in 1918. After

the war he returned to the University and re-

ceived the A.B. degree in 1921 and the M.D. degree

in 1922. After graduation he interned at St.

Joseph’s Hospital. He was associated for a time

with Dr. J. N. Hall in medical practice after com-

pleting his internship and in 1927 opened his own
office specializing in the practice of internal medi-

cine.

Dr. Yegge served on the staff of Colorado

General, Denver General, St. Joseph’s, St. Luke’s

and on the attending staffs of Presbyterian and

Swedish Medical Centers. As a volunteer faculty

member. Dr. Yegge taught physical diagnosis in

the University of Colorado School of Medicine for

a number of years and later lectured to the medi-

cal classes on infectious diseases. In recognition

of his services he was made Emeritus Associate

Clinical Professor of Medicine on his retirement.

During his professional life he took a prominent

part in the affairs of organized medicine. He served

as President of the Denver County Medical So-

ciety for a year and held committee positions in

the Colorado Medical Society, the American Medi-

cal Association, the American Therapeutic So-

ciety, the American College of Physicians, the

American Heart Association and the Society for

the Study of the Internal Secretions. He was hon-

ored in 1966 by the Colorado Heart Association

with its Gold Heart Award for outstanding serv-

ice to the Association.

Dr. Yegge was the author of many medical

articles among which were several on diseases of

the liver, others dealt with nephritis, polycythemia,

lobar pneumonia, viral pneumonia, silicosis, etc.

He took an active interest in social and community
affairs and held membership in the Denver Coun-
try Club, Gyro Club, Delta Tau Delta Social Fra-

ternity, Alpha Chi Sigma Chemical Society, Nu
Sigma Nu Medical Fraternity as well as mem-
bership in the Denver Chamber of Commerce, the

American Legion and the Veterans of Foreign

Wars.
Dr. Yegge had traveled extensively, having

visited in every state and had taken numerous

trips to the Bahamas, Bermuda and Central and
South America. He was an avid camera fan and
took many pictures and movies on his trips.

In 1924 he married Ehse Bonesteel who passed

away in 1934. In 1949 he married Marion Fleisch

who survives him. He is also survived by a brother,

Ronald, of Denver.

Utah
Dr. John Frazier Waldo, prominent Utah phy-

sician and Medicare officer, died November 16,

1968, at the age of 53. At the time of his death he

was serving as Director of the Division of Medical

Care Services, Utah State Division of Health.

Born July 11, 1915, in Boise, Idaho, Dr. Waldo
was the son of Harold R. and Katherine M. Waldo.

He married Margaret Heuins on June 26, 1943,

in Rochester, New York.

Dr. Waldo was educated in Salt Lake City

schools, and graduated from Pomona College in

1937 with a bachelor’s degree. He received his

medical training at the University of Rochester,

where he was awarded his M.D. degree. Returning

to Salt Lake City, he served as a member of the

staff of the University of Utah College of Medi-
cine, and from 1950 to 1953 served as assistant dean
of the school. Later entering private practice, he
served on the medical staff of St. Mark’s Hospital,

but also continued teaching at the university.

Active in medical organizations. Dr. Waldo
served as president of the Salt Lake County
Medical Society, president of the Utah State

Medical Association, and president of the Utah
Medical Foundation. He also served as director of

medical education at the St. Mark’s Hospital.

Dr. Waldo is survived by his widow and four

children: John F., Jr., Hastings, Nebraska; and
Katherine, James H., and Susan, all of Salt Lake
City. Other survivors include his father and
stepmother, two brothers and a sister.

*

Dr. Clyde J. Daines, retired Cache County phy-

sician and dairyman, died November 12, 1968, at

the age of 76. Bom April 25, 1892, in Hyde Park,

Utah, he was the son of Joseph B. and Myra C.

Lamb Daines. He married Edna Merrill on Sep-

tember 17, 1913.

He was educated in Hyde Park schools, and
later attended the Brigham Young College and
Utah State University. In 1926 he graduated from
the University of Utah, and from there went to

Columbia University Medical School, where he
graduated in 1928.

Dr. Daines began to practice medicine in Lo-

gan in 1929 and retired from practice in January
of this year. He also formerly taught school in

Logan, Millville, and Preston, Idaho, and was a

co-owner in the Cache Meadow Farms, which he
operated with a son since 1934.

Active in medical organizations, Dr. Daines
served as president of the Cache County Medical
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Society, and as a trustee of the Utah State Medical

Association. He also served as president of the

medical staff of the Logan L. D. S. Hospital. He
was a member of Phi Beta Pi, honorary medical

fraternity.

He is survived by his widow; two sons. Dr.

Merrill C. and Dwight M. Daines, both of Logan;

and two daughters, Mrs. Carlos A. (Faye) Bing-

ham, Medford, Oregon, and Mrs. Charles (Joan)

Draus, Seattle, Washington. Also surviving are 15

grandchildren, one great-grandchild, and nine

brothers and sisters.

Dr. Walter N. Pugh, former chief surgeon of

Utah Copper Division, Kennecott Copper Cor-

poration, died November 21, 1968, at the age of

83. He was born January 25, 1885, in Cabot,

Pennsylvania, and married Marguerite Richmond

in Salt Lake City on April 3, 1915.

Dr. Pugh received his M.D. degree in 1909 from

Washington University, St. Louis, and interned

at St. Louis City Hospital. He was affiliated with

Phi Beta Pi fraternity, and Alpha Omega Alpha,

honorary society.

He came to Salt Lake City in 1912 and the

following year served as assistant Salt Lake Coim-

ty physician. In 1914 he joined with Dr. Union

Worthington and Dr. A. L. Castleman in caring for

employees of Utah Copper, American Smelting

and Refining, and United States Smelting, Refin-

ing and Mining Co. Dr. Pugh served a total of 40

years with these companies, and after the deaths

of his colleagues became chief surgeon. He con-

tinued in that position for 31 years, and retired

in 1954. During this time he was an active mem-
ber of the Salt Lake County Medical Society and

the Utah State Medical Association.

During World War I, Dr. Pugh gained an

enviable record for his service at Hospital 104,

Bordeaux, France. He later worked with Sir

Robert Jones, a famous orthopedic surgeon of

Birmingham, England.

He is survived by his widow; a son, F. C.

Richmond Pugh, New York; a daughter, Mrs.

George H. (Muriel R.) Baker, Chatham, New
Jersey, and two granddaughters.

Colorado Medical Society mourns the loss of

Harlan E. McClure, M.D., of Lamar, Colorado,

who died on Friday, December 13. Dr. McClure

had been alternate delegate and delegate to the

AMA from Colorado since 1954. Friends are urged

to contribute in his memory to the H. E. McClure

Memorial Fund for the Prowers County Medical

Center. Contributions should be sent to Mr. James
B. Gersen, First National Bank, Lamar, Colorado

81052.
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Colorado Medical Society
OFFICERS 1968-1969—Terms of Officers and Committeemen
expire at the Annual Session of the year indicated. Where
no year is indicated the term is for one year only and
expires at the 1969 Annual Session.

President: William M. Covode, Denver.

President-elect: John M. Wood, Englewood.

Vice-President: Joseph S. Pollard, Colorado Springs.

Treasurer: E. B. Liddle, Colorado Springs, 1971.

Constitutional Secretary: Marvin E. Johnson, Denver, 1969.

Delegates to the American Medical Association: Kenneth C.

Sawyer, Denver, Dec. 31, 1968 (Alternate, Robert E. McCurdy,
Denver, Dec. 31, 1968); Harlan E. McClure, Lamar, Dec. 31,

1969 (Alternate, Vernon L. Bolton, Colorado Springs, Dec. 31,

1969); Gatewood C. Milligan, Englewood, Dec. 31, 1969 (Al-

ternate, Ray G. Witham, Craig, Dec. 31, 1969).

Speaker, House of Delegates: Robert G. Bosworth, Denver.

Vice Speaker, House of Delegates: Harlan E. Huskey, Grand
Junction.

Foundation Advocate: James P. Rigg. Sr., Grand Junction.

Historian: Richard Whitehead. Denver.

Historian Emeritus: Bradford Murphey, Denver.

Scientific Editor for Colorado and Chairman of the Editorial

Board, Rocky Mountain Medical Journal: Douglas W.
Macomber, Denver.

Assistant Scientific Editor for Colorado Rocky Mountain
Medical Journal: Carl H. McLauthlin, Denver.

Executive Secretary: Donald G. Derry, 1809 E. 18th Ave.,

Denver. Office Telephone 399-1222 (303).

Montana Medical Association
OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires

at the 1969 Annual Session.

President: Mark B. Listerud, Wolf Point

Prsident-Elect: Oscar A. Swenson, Sidney
Vice-President: Richard L. Peterson, Hamilton
Secretary-Treasurer: John A. Newman, Butte
Assistant Secretary-Treasurer: Robert P. Yost, Missoula

Delegate to the A.M.A.: Herbert T. Caraway, Billings

Alternate Delegate to the A.M.A.: Robert W. Thometz, Butte

Executive Committee: Mark B. Listerud, Wolf Point, Chair-
man; Herbert T. Caraway, Billings; John A. Newman, Butte;

Richard L. Peterson, Hamilton; Oscar A. Swenson, Sidney;
Robert P. Yost, Missoula; Robert W. Thometz, Butte; Alfred
M. Fulton, Billings; Albert L. Vadheim, Bozeman.
Scientific Editor, Rocky Mountain Medical Journal: Warren
D. Bowman, Jr., Billings

Associate Editor, Rocky Mountain Medical Journal: L. Russell
Hegland, Billings

Executive Secretary: L. Russell Hegland, 1236 North 28th St.,

(P. O. Box 1692) Billings 59103. Office Telephone 259-2585

Nevada State Medical Association

OFFICERS—1967-68—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires

at the 1968 Annual Session.

President: Richard A. Petty, Carson City.

President-elect: Harry J. McKinnon, Jr., Las Vegas.

Secretary-Treasurer: V. A. Salvadorini, Reno.

Delegate to the A.M.A.: Leslie A. Moren, Elko.

Alternate Delegate to A.M.A.: Thomas S. White, Boulder City.

Immediate Past President: William M. Tappan, Reno.

Scientific Editor for Nevada, Rocky Mountain Medical Journal:

Harry J. McKinnon, Las Vegas.

Assistant Scientific Editor for Nevada, Rocky Mountain Medical
Journal: Wesley W. Hall, Reno.

Associate Editor, Rocky Mountain Medicai Journal: Nelson B.

Neff, Reno.

Executive Secretary: Mr. Nelson B. Neff, 3660 Baker Lane.
Reno. Telephone 323:6788.

New Mexico Medical Society

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and
expires at the 1969 Annual Session.

President: Earl B. Flanagan, Carlsbad
President-Elect: Hugh B. Woodward, Albuquerque
Secretary-Treasurer: John D. Abrums, Albuquerque
Immediate Past-President: Emmit M. Jennings, Roswell
Speaker, House of Delegates: Ronald V. Dom, Albuquerque
Vice Speaker, House of Delegates: WUliam J. Hossley, Deming
Delegate to A.M.A.: Allan L. Haynes, Clovis, January 1,

1967 to December 31, 1970

Alternate Delegate to A.M.A.: James C. Sedgwick, Albu-
querque, January 1, 1967 to December 31, 1968

Scientific Editor for New Mexico, Rocky Mountain Medical
Journal: Marcus J. Smith, Santa Fe
Assistant Scientific Editor for New Mexico: William S. Cur-
ran, Albuquerque.

Associate Editor, Rocky Mountain Medical Journal: Ralph R.
Marshall, Albuquerque
Executive Secretary: Mr. Ralph R. Marshall, 3010 Monte
Vista Blvd., NE, Albuquerque; Telephone 265-8494, area code
505.

Utah State Medical Association
OFFICERS 1968-69 — Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Homer E. Smith, Salt Lake City

President-elect: John H. Rupper, Provo

Secretary ’70: Alan E. Lindsay, Salt Lake City

Treasurer ’69: Ralph C. Richards, Salt Lake City

Additional Trustees: Box Elder County Medical Society. W. R.
Merrell, Brigham City; Cache Valley Medical Society, Merrill
C. Daines, Logan; Carbon County Medical Society, Roy W.
Robinson, Price; Central Utah Medical Society, Gene E.
Speakman, Mt. Pleasant; Davis County Medical Society, Noall
Z. Tanner, Layton; Salt Lake County Medical Society, Russell
M. Nelson, Salt Lake City; Southeastern Utah Medical So-
ciety, Paul R. Mayberry, Moab; Southern Utah Medical So-
ciety, L. V. Broadbent, Cedar City; Uintah Basin Medical
Society, Terry M. Buxton, Roosevelt; Utah County Medical
Society, W. Doyle Cranney, Orem; Weber County Medical
Society, L. D. Nelson, Ogden.

Past President: Drew M. Petersen, Ogden
Delegate to AMA: Drew M. Petersen, Ogden

Alternate Delegate to AMA: Merrill C. Daines, Logan

Chairman of the Board, Blue Shield of Utah: Wallace S.

Brooke, Salt Lake City.

Speaker, House of Delegates: J. Clare Hayward, Logan

Vice Speaker, House of Delegates: William R. Christensen,
Salt Lake City

Scientific Editor for Utah, Rocky Mountain Medical Journal:
Alan E. Lindsay, Salt Lake City.

Associate Editor, Rocky Mountain Medical Journal: Mr.
Hoyt W. Brewster. Salt Lake City.

Executive Secretary: Mr. Hoyt W. Brewster, 42 South Fifth
East, Salt Lake City, telephone EL 5-7477.

EXECUTIVE COMMITTEE: Homer E. Smith, Chairman, Salt
Lake City; Drew M. Petersen, Ogden; John H. Rupper, Provo;
Alan E. Lindsay, Salt Lake City; Ralph C. Richards, Salt
Lake City

.

BUDGET COMMITTEE: Ralph C. Richards, Chairman, Salt
Lake City; Homer E. Smith, Salt Lake City; Drew M. Petersen,
Ogden; John H. Rupper, Provo; Alan E. Lindsay, Salt Lake
City.

AUXILIARY ADVISORY: Drew M. Petersen, Chairman, Ogden;
W. R. Merrell, Brigham City; Merrill C. Daines, Logan; Roy
W. Robinson, Price; Gene E. Speakman, Mt. Pleasant; Noall Z.
Tanner, Layton; Russell M. Nelson, Salt Lake City; Paul R.
Mayberry, Moab; L. V. Broadbent, Cedar City; Terry M.
Buxton, Roosevelt; W. Doyle Cranney, Orem; L. D. Nelson,
Ogden.

EXECUTIVE COMMITTEE OF THE RVS: Scott M. Smith,
Chairman, Salt Lake City; John H, Clark, Salt Lake City;
Drew M. Petersen, Ogden; Garner B. Meads, Salt Lake City;
F. Willis Taylor, Salt Lake City; Robert W, Carson, Salt Lake
City; Hal H. Bourne, Salt Lake City; Grant A. Hickman, Salt

Lake City; Preston R. Cutler, Salt Lake City; Mr. Hoyt W.
Brewster, Salt Lake City.
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COUNCIL, ON MEDICAL SERVICE: Homer E. Smith, Chair-
man.

COMMITTEES OF THE COUNCIL-
BLOOD BANK: Morgan S. Coombs, Chairman, Salt Lake City;

Joseph L. Hatch, Salt Lake City; Paul G. Wlnquist, Logan;
Gene E. Speakman, Mt. Pleasant; Crichton McNeil, Salt Lake
City; George E. Cartwright, Salt Lake City; Ronald B. Butler,

Provo; J. Eldon Dorman, Price; Harold R. Eason, Ogden.

CONSTITUTION AND BY-LAWS: LeRoy V. Broadbent, Chair-
man, Cedar City; Drew M. Petersen, Ogden; Kenneth B.
Castleton, Salt Lake City; Ralph E, Jorgenson, Provo; Mr.
John H. Snow, Salt Lake City.

GENERAL COMMITTEE ON RVS: Scott M. Smith, Chairman,
Salt Lake City; Leland O. Learned, Salt Lake City; Lorimer T.

Christensen, Salt Lake City; William J. Morginson, Salt Lake
City; Dean W. Gray, Salt Lake City; Preston G. Hughes, Span-
ish Fork; H. M. Jackson, Salt Lake City; William P. Daines,
Ogden; J. Louis Schricker, Jr., Salt Lake City; Henry A.
Theurer, Jr., Salt Lake City; Dean Spear, Salt Lake City;

Robert W. Carson, Salt Lake City; O. Edward OgUvie, Salt
Lake City; Robert C. Mohr, Salt Lake City; J. Bruce Balken,
Ogden; Howard K. Belnap, Ogden; Robert M. Woolf, Salt Lake
City; Preston R. Cutler, Salt Lake City; Hal H. Bourne, Salt

Lake City; Warren B. West, Ogden.

INSURANCE PLANS: Ernest L. Wilkinson, Chairman, Salt
Lake City; Myron L. Crandall, Salt Lake City; Dean L. Bun-
derson, Brigham City; Newell G. Daines, Logan; G. Cloyd
Krebs, Provo; Leland O. Learned, Salt Lake City; Irven H.
Moncrief, Ogden; Warren B. West, Ogden; Paul A. Clayton,
Salt Lake City,

MEDICAL ECONOMICS: O. Wendell Budge. Chairman, Logan,
1969;Wendell J, Thomson, Ogden, 1969; L. V. Broadbent, Cedar
City, 1%9; Scott M. Smith, Salt Lake City, 1969; Paul A.
Clayton, Salt Lake City, 1970; Iceland K. Dayton, Provo, 1970;
Wilford G. Biesinger, Springville, 1971; Richard A. Call, Provo,
1971; Wallace S. Brooke, Salt Lake City, 1971.

NURSING HOME LIAISON: Elmer M. Kilpatrick, Chairman,
Salt Lake City; S. William Allred, Salt Lake City; Chelton S.

Feeny, Ogden; W. Doyle Cranney, Orem; Omar S. Budge,
Logan.

COUNCIL ON PUBLIC HEALTH: Ralph C. Richards, Chair-
man, Salt Lake City.

COMMITTEES OF THE COUNCIL-
GENERAL COMMITTEE ON PUBLIC HEALTH: Haroid B.
Lamb. Chairman, Salt Lake City; Richard J. Neison, Salt
Lake City; Joseph O. Brewerton, Salt Lake City; Seth E.
Smoot, Provo; Irvin H. Moncrief, Ogden; Hampton H. Trayner,
Farmington; Betty S. Gilson, Salt Lake City; Robert W.
Sherwood, Salt Lake City; C. Clark Welling, Salt Lake City;
A. M. Okelberry, Salt Lake City; William G. Dixon, Provo;
M. Paul Southwick, Ogden; MerriU C. Daines, Logan; John
D. Newton, Ogden; James O. Mason, Salt Lake City.

ATHLETIC INJURIES: Dee W. Call, Salt Lake City; Reed S.
Clegg, Salt Lake City; John C. Worley, Jr., Logan; S. William
Aiired, Salt Lake City; Clayton R. Gabbert, Ogden; Russell N.
Hirst, Ogden; William G. Dixon, Provo; John N. Henrie, Salt
Lake City.

CANCER: Cyril D. Fullmer, Chairman, Salt Lake City; O.
Ernest Grua, Ogden; M. K. McGregor, St. George; Leland R.
Cowan, Salt Lake City; Donald V. Poppen, Provo; Betty S.

Gilson, Salt Lake City.

CARDIOVASCULAR DISEASE: Conrad B. Jenson, Chairman.
Salt Lake City: Charles M. Parrish, Salt Lake City; Talmage
W. Nielsen, Salt Lake City; Allan H. Barker, Salt Lake City;
L. George Veasy, Salt Lake City; Betty S. Gilson, Salt Lake
City; John L. ^renson, Logan; C. Basil Williams, Ogden.

CHILD ADOPTION: Thomas M. Feeny, Chairman, Ogden;
C. Wallace Sorenson, Salt Lake City; Reed W. Farnsworth,
Cedar City; John Carlisle, Logan; Kenneth O. Fishier, Salt Lake
City; Preston G. Hughes, Spanish Fork; Stanley R. Child,
Salt Lake City; Henry A. Theurer, Jr., Salt Lake City.

MATERNAL PROBLEMS AND REPRODUCTION: Carl T.
Woolsey, Chairman, Sait Lake City; Ray E. Spendlove,
Vernai; Wiibur S. Thain, Logan; Russeil N. Stiriand, Jr.,
Ogden; Boyd J. Farr, Ogden; Quinn A. Whiting, Price; J.
Gordon Felt, Brigham City; Richard S. Clark, Provo: F.
Willis Taylor, Salt Lake City; Alan Patterson, Salt Lake City;
Stanley R. Child, Salt Lake Cit’U Robert H. Hall. Salt Lake
City; Lamar H. Stewart, Gunnison; Roger A. Brown, Sait

Lake City; James R. Alexander, Moab; Howard C. Sharp, Salt
Lake City; David L. Wiikerson, Parowan; Harry G. Hicks,
Sale Lake City; Evan F. Evans, Ogden; Howard G. McQuarrie,
Salt Lake City; Richard M. Hebertson, Salt Lake City; Harvey
A. Gabert, Salt Lake City.

MENTAL HEALTH: Robert C. Mohr, Chairman, Salt Lake
City; Reed S. Andrus, Murray; R. Jan Stout, Salt Lake City;
Thomas C. Hardy, Salt Lake City; Carl R. Peterson, Salt
Lake City; Herbert B. Fowler, Salt Lake City; E. Daniel
Nusbaum, Salt Lake City; Robert W. Carson, Salt Lake City;
Donald E. Smith, Salt Lake City; Roy E. McDonald, Salt Lake
City; Eugene Wood, Salt Lake City; Raymond N. Malouf,
Logan; Hallard B. Harmon, Salt Lake City; Earl A. Lloyd,
Salt Lake City; C. H. Hardin Branch, Consultant, Salt Lake
City; Gordon S. Johnson, Consultant, Provo.

MENTAL RETARDATION: John D. Newton, Chairman, Ogden;
James C. Warenski, Salt Lake City; Garth G. Myers, Salt Lake
City; S. F. Blackburn, Ogden; Lyman Olsen, Provo; Joseph
P. Kesler, Salt Lake City.

RURAL HEALTH: Reed W. Farnsworth, Cedar City; Edward
D. Morton, Ogden; Thomas M. HaU, Payson; W. R. Elton
Newman, Salt Lake City.

SANITATION AND POLLUTION, Alan P. Macfarlane, Chair-
man, Salt Lake City; Donald M. Moore, Ogden; G. Cloyd
Krebs, Provo; Harold B. Lamb, Salt Lake City; C. A. Natoli,
Salt Lake City; William H. Bennion, Salt Lake City; Byron
W. Daynes, Salt Lake City; Richard A. Nimer, Provo; Preston
R. Cutler, Salt Lake City: Robert W. Sherwood, Salt Lake City.

SCHOOL HEALTH; Gerald P. Snarr, Chairman, Murray:
J. Bruce Balken, Ogden; Raymond N. Malouf, Logan; Jack
B. Trunnell, Provo; Russell N. Stiriand, Jr., Ogden; Richard
P. Bigelow, Salt Lake City; Stanley R. Child, Salt Lake City

TUBERCULOSIS: C. DuWayne Schmidt, Chairman, Salt Lake
City; John D. Newton. Ogden; Carroll D. Goon, MonticeUo;
Richard J. Nelson, Salt Lake City; W. R. Elton Newman,
Salt Lake City; Attilio Renzetti, Jr., Salt Lake City.

TRAUMA AND HIGHWAY SAFETY: Mark H. Greene, Jr.,

Chairman, Salt Lake City; Robert W. Sherwood, Salt Lake
City; Aaron B. Ross, Ogden; E. H. Chapman, Provo; Lyman
W. Condie, Salt Lake City: Charles D. Behrens, Salt Lake
City; Lewis A. Petersen, Murray; F. Willis Taylor, Salt Lake
City; E. Daniel Nusbaum, Salt Lake City; Robert W. Carson,
Salt Lake City; O. Ernest Grua, Ogden; Alfred M. Okelberry,
Salt Lake City; Andrew C. Ruoff, III, Salt Lake City; J.

Robert Poulsen, Granger; Robert D. Preston, Salt Lake City;
Howard H. Haynes. Jr., Salt Lake City; G. Landon Beales,
Salt Lake City.

COUNCIL ON SCIENTIFIC EDUCATION: Alan E. Lindsay,
Chairman.

COMMITTEES OF THE COUNCIL-
MEDICAL ADVISORY BOARD TO UNIVERSITY OF UTAH
COLLEGE OF MEDICINE: ‘Kenneth B. Castleton, Chairman,
Salt Lake City; ‘Keith Reemtsma, Salt Lake City; ‘M. M.
Wintrobe, Salt Lake City; ‘President James C. Fletcher,
Salt Lake City; ‘Mr. Luke G. Pappas, Price; ‘Mr. L. Sam
Skaggs, Jr., Salt Lake City; ‘Burtis R. Evans, Salt Lake City;
Homer E. Smith, Vice Chairman, Salt Lake City; Drew M.
Petersen, Ogden; John H. Rupper, Provo; Paul A. Clayton,
Salt Lake City; V. Robert Kelly, Layton; John H. Clark, Salt
Lake City; George H. Curtis, Salt Lake City.

‘Represents University of Utah

MEDICAL EDUCATION AND HOSPITAL: William P. Daines,
Chairman, Ogden, 1969; C. Hihnon Castle, Salt Lake City, 1969;
James Rex Miller, Salt Lake City, 1969; M. Eugene Lahey, Salt
Lake City, 1969; Don H. Nelson, Salt Lake City, 1970; Virgil J.

Parker, Provo, 1970; L. Keith Gates, Logan, 1970; Hal H.
Bourne, Salt Lake City, 1971; E. H. Chapman, Provo, 1971;

Lawrence E. Stevens, Salt Lake City, 1971.

ADVISORY COMMITTEE TO THE ROCKY MOUNTAIN
MEDICAL JOURNAL: Alan E. Lindsay, Chairman, Salt Lake
City; W. Knox Fitzpatrick, Salt Lake City; William Mac-
Diarmid, Salt Lake City; Mr. Hoyt W. Brewster, Salt Lake
City.

SCIENTIFIC PROGRAM: Alan E. Lindsay, Chairman, Salt
Lake City; Don H. Nelson, Salt Lake City: Roy A. Darke, Salt
Lake City; Robert H. Hall, Salt Lake City; ‘G. Landon Beales,
Salt Lake City; ‘Jack B. Watkins, Salt Lake City; John N.
Henrie, Salt Lake City: Dean Spear, Salt Lake City; Alan R.
Nelson, Salt Lake City; F. Willis Taylor, Salt Lake City; Alan
P. Thomas, Salt Lake City.

‘Scientific exhibits.
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COUNCIL ON GOVERNMENT RELATIONS; Drew M. Petersen.
Chairman, Ogden.

COMMITTEES OF THE COUNCIL-
LEGISLATIVE: John A. Dixon, Chairman, Ogden; Don Dee
Olsen, Ogden: Robert E. Skabelund, Logan; Paul G. String-
ham, Vernal; J. Garth Chatterley, Cedar City; O. Wendell
Budge, Logan; Richard A. Call, Provo; Thomas C. Hardy. Salt
Lake City: Wesley G. Marline, Ogden; William J. Morginson,
Salt Lake City: J. Louis Schricker, Jr., Salt Lake City;
Mr. John H. Snow, Salt Lake City.

LEGISLATIVE LIAISON REPRESENTATIVE BETWEEN
USMA AND AMA: Weldon S. Abbott, Salt Lake City.

OCCUPATIONAL HEALTH: Boyd J. Larsen, Chairman, Lehi;
Otto F. Smith, Brigham City; W. F. Loomis, Brigham City;
Boyd G. Holbrook, Salt Lake City; Manly Utterback, Ogden;
W. Lynn Richards, Bountiful.

STATE AND FEDERAL MEDICAL CARE SERVICES: Drew
M. Petersen. Chairman, Ogden; Russell M. Nelson, Vice
Chairman, Salt Lake City: C. V. Zabriskie, Ogden; Russell
N. Hirst, Ogden; Ralph E. Jorgenson, Provo; Robert M.
Dalrymple, Salt Lake City; Mr. Hoyt W. Brewster, Salt Lake
City; Mr. Harold Bowman. Salt Lake City.

COUNCIL ON PUBLIC AND PROFESSIONAL RELATIONS:
John H. Rupper, Chairman.

COMMITTEES OF THE COUNCIL-
GRIEVANCE AND UTILIZATION COMMITTEE: J. Russell
Smith, Chairman. Utah County Medical Society, Provo, 1969;
Leland O. Learned, Salt Lake County Medical Society. Salt
Lake City, 1969; Juel E. Trowbridge, Davis County Medical
Society, Bountiful, 1969; R. Bruce Christian, Uintah Basin
Medical Society, Vernal, 1969; Arnold B. Gilbert, Box Elder
County Medical Society, Brigham City, 1969; Russell N.
Stirland, Jr., Weber County Medical Society, Ogden, 1970;
David W. Brown, Southern Utah Medical Society, Cedar City,
1970; W. R. Worley, Jr., Central Utah Medical Society,
Richfield. 1971; Carroll D. Goon, Southeastern Utah Medical
Society, Monticello; O. W. Phelps, Carbon County Medical So-
ciety. Helper; Clair L. Payne, Cache County Medical Society,
Logan.

HOSPITAL RELATIONS: Adolph M. Nielsen, Chairman, Salt
Lake City; Robert M. Dalrymple, Salt Lake City; Joseph E.
Jack, Murray: Cyril D. Fullmer, Salt Lake City; Donald V.
Poppen, Provo; M. Paul Southwick, Ogden.

MEDICAL LEGAL: Chester B. Powell, Chairman, Salt Lake
City, 1970; Donald V. Poppen, Provo, 1969; H. David Rees,
Provo, 1969; L. Garr Merrill, Ogden, 1969; Ernest L. Wilkin-
son, Salt Lake City, 1970; L. D. Nelson, Ogden, 1970; Eugene
Wood, Salt Lake City, 1970; Anthony J. Lund, Ogden, 1970;
Talmage W. Nielsen, Salt Lake City, 1970; John N. Henrie,
Salt Lake City, 1971; James P. Neeley, Logan, 1971; Joseph
D. Halgren, Richfield, 1971; E. Terry Henrie, Beaver, 1971; J.
Howard Rasmussen, Brigham City, 1971.

MEDICINE AND RELIGION: Garner B. Meads. Chairman,
Salt Lake City; John H. Clark, Salt Lake City; Irving
Ershler, Salt Lake City; George M. Fister, Ogden; William J.
Morginson, Salt Lake City.

MEMORIAM COMMITTEE: George R. Aiken, Kanab.

NURSING LIAISON: Rees H. Anderson, Chairman, Salt Lake
City; Ivan C. Taylor, Ogden; William J. Morginson, Salt Lake
City; John H. Rupper, Provo; Russell N. Hirst, Ogden;
Edward R. McKay, Salt Lake City.

REHABILITATION AND EMPLOYMENT OF HANDICAPPED:
James R, Swenson, Chairman, Salt Lake City; Joseph P.
Kesler, Salt Lake City; J. Louis Schricker, Jr., Salt Lake City;
Wayman R. Spence, Salt Lake City; Robert H. Lamb, Salt
Lake City; Paul K. Clark, Salt Lake City.

OPHTHALMOLOGICAL ADVISORY: Orson W. White, Salt
Lake City; Homer E. Smith, Salt Lake City; Rowland H.
Merrill, Salt Lake City; Dean Spear, Salt Lake City; Richard
W. Sonntag, Salt Lake City; Robert L. Jensen, Logan; James
H. Quinn, Salt Lake City.

PLANNING COMMITTEE: RusseU M. Nelson, Chairman, Salt
Lake City; Homer E. Smith, Salt Lake City; Henry A. Theurer,
Jr., Salt Lake City; Frank F. Daughters. Salt Lake City;
Ralph E. Jorgenson, Provo; Drew M. Petersen, Ogden.

LABORATORY COMMITTEE: Donald M. Moore, Chairman,
Ogden; LaVal W. Spencer, Ogden; Kenneth A. Crockett, Salt
Lake City; Jimmy L. Vemer, Ogden; John H. Carlquist, Salt
Lake City; Owen G. Reese, Salt Lake City; Morris D. Gardner,
Provo; Paul S. Groneman, Orem.

AD HOC HEALTH AND WELFARE COORDINATING MEDI-
CAL COMMITTEE: John R. Ward, Chairman, Salt Lake City;
L^an R. Feinauer, Salt Lake City; John N. Henrie, Salt Lake
City: John H. Carlquist, Salt Lake City; Frank F. Daughters,
Salt Lake City.

RESEARCH FOUNDATION ADVISORY COMMITTEE: Russell
M. Nelson, Chairman, Salt Lake City; Thomas C. King, Salt
Lake City; C. Hilmon Castle, Salt Lake City; Alan P. Mac-
farlane. Salt Lake City; F. WiUis Taylor, Salt Lake City.

SPECIAL COMPREHENSIVE HEALTH PLANNING COMMIT-
TEE: Frank F. Daughters, Chairman, Salt Lake County Medical
Society, Salt Lake City; C. Duane Kerr, Box Elder County
Medical Society, Tremonton; Wilbur S. Thain, Cache County
Medical Society, Logan; William M. Gorishek, Carbon County
Medical Society. Price; Joseph D. Halgren, Central Utah
Medical Society, Richfield; Ralph C. Petersen, Davis County
Medical Society, Clearfield: Jerrold C. Smith, Southeastern
Utah Medical Society, Monticello; M. K. McGregor, Southern
Utah Medical Society, St. George; Paul G. Stringham, Uintah
Basin Medical Society, Vernal; Stanley N. Clark, Jr., Utah
County Medical Society, Provo; Ivan C. Taylor, Weber County
Medical Society, Ogden; Alan P. Macfarlane, Salt Lake City;
Kenneth B. Castleton, Salt Lake City; Ralph E. Jorgenson,
Provo.

INTERPROFESSIONAL RELATIONS ADVISORY COMMIT-
TEE ON DANGEROUS DRUGS: Thomas C. Hardy, Chairman,
Salt Lake City; Paul G. Stringham. Vernal; William J. Mor-
ginson, Salt Lake City; James T. Weston, Salt Lake City.

Wyoming State- Medical Society

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is ftM- one year only and expires
at the 1969 Annual Session.

President: Henry N. Stephenson, Newcastle.

President-elect: John J. Corbett, Casper.

Vice President: Fenworth M. Downing, Sheridan.

Secretary: William G. Erickson, Lander.

Treasurer: Duane M. Kline, Cheyenne.

Delegate to AMA: Harlan B. Anderson, Casper.

Alternate Delegate to AMA: Thomas A. Nicholas, Buffalo.

Speaker of the House: Roy W. Holmes, Casper.

Vice Speaker of the House: Goode R. Cheatham, Jr., Casper.

Scientific Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Francis A. Barrett. Cheyenne.

Associate Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Mr. Arthur R. Abbey, Cheyenne.

Legal Counsel: Byron Hirst, Cheyenne.

Public Relations Consultant: Mr. Bill Anderson, Cheyenne.

Executive Secretary: Mr. Arthur R. Abbey, Cheyenne.

AVOID CONFLICTS
CLEAR DATES BEFORE ARRANGING MEETINGS

We are attempting to serve as Clearing House for meetings scheduled in the

Rocky Mountain area. Let us have information and check Colorado Medical Society

office before scheduling meetings in your area.

2 Rocky Mountain Medical Journai.
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Newton Optical

Company
Cafrefing to

Medical Profession Patronage

309 16th Street f /mN\ \ Telephone

Denver 80202 534-87U

ARTIFICIAL EYES
Plastic eyes and glass eyes

specially made to fit the most

difficult cases. An expert eye-

maker is in our office at all

times to give your patients the

satisfaction they must have.

In business since 1906.

Write or phone for full details.

DENVER OPTIC COMPANY
330 University Bldg. • 16th and Champa • 825-0229

Denver, Colorado 80202

^ARABIAN HORSES . . .

. . . gentle, intelligent, beautiful;

tractable, fun to raise, fun to own,

fun to ride!

While we prefer to show our horses

by appointment, it certainly is not

necessary. So, any time your appoint-

ment book has a few hours gap, or on

a free week-end, visit our ranch-just

for fun!

PARKER, COLORADO 80134

Lu and Burr Betts
Owners

Ranch: (303) 821-3204
Office: (303) 222-1861

(3V2 miles southeast of Parker, Colo-

rado—use Hilltop Road)

*Shown above is our Senior Stitllion

whose name is Witexar, many times

Champion, and National High Point
Horse in 1965.
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WANT ADS

OPENINGS FOR TWO FULL-TIME PHYSICIANS—One to
serve as internist on medical service of 127-bed GM&S

Hospital: one to serve as examining and outpatient physician
and may be required to relieve in other assignments in hospital
or 47-bed nursing home. Salary based on qualifications;
excellent fringe benefits. Licensure in any State of the United
States is required. Inquire: Chief of Staff, VA Center, 2360
E. Pershing Blvd., Cheyenne, Wyoming 82001, an equal op-
portunity employer, 169-1-2B

OFFICE LOCATION IN suburban Denver, Columbine HiUs.
Approximately 850 square feet with provision to share

receptionist. Rapidly growing area of new homes with pros-
perous families. Near schools, Chatfield Reservoir, Columbine
Airport. Contact David W. Wheeler, D.D.S. 5548 W. Canyon
Tr., Littleton. 169-2-IB

BRECKENRIDGE SKI HOME—4 bedroom, sleeps 10-13. Modern,
all electric home with perfect fireplace, view and location.

Some available time remans for season. $35.00 day 5 persons
($5.00 each additional) 3 day minimum. Prefer family or
small group on approval. Write Box 169-4-3B, Rocky Mountain
Medical Journal, 1809 E. 18th Avenue, Denver, Colorado 80218.

169-4-3B

AVAILABLE, limited number of Suites—best location in

Denver for the most discerning—reasonable prices. Contact
Manager, Wanda V. Myers, Lakewood Medical Center, Inc.,

8790 West Colfax Avenue, or telephone (303) 237-7912,
169-5-1

GENERAL PRACTITIONER—Desires physician with surgical
knowledge. Located in the Heart of World’s best hunting

and fishing, also wonderful skiing. Exceptional opportunity
could use two physicians immediately. Office space in hos-
pital building. Contact: S. A. Thomas, Administrator, Star
Valley LDS Hospital, Afton, Wyoming 83110. 169-6-lB

PSYCHIATRIST OR INTERNIST—Chief of Geriatrics Divi-
sion. Two 25-bed units providing full range of transitional

services in community oriented program. Emphasis on short-
term treatment with utilization of extramural facilities. $21,000-
$25,500. Write; Samuel B. Schiff, M.D., Fort Logan Mental
Health Center, 3520 West Oxford, Denver, Colorado 80236.

1268-9-2B

NORTH VALLEY SHOPPING CENTER—Professional Office
Terrace with exceptional exposure to the general public,

parking, decor, access, janitorial service, heating, air-con-
ditioning, in Denver’s most rapidly developing market area.

Ideal for minor operating room facility. Conference room,
baby sitting service available. Please contact Mr. Anderson
in Denver (303) 288-6895, or North VaUey Shopping Center,
500 East 84th Avenue, ’Thornton, Colorado 80229. 1068-3-4B

GENERAL PRACTICE with country air—100 miles south of
Salt Lake City in beautiful Sanpete Valley. Spacious, new,

10-room brick home which includes 4-room doctor’s office
with outside entrance away from residence entrances. At-
tached double garage. Across the street from 30-bed hospital.

Ski slopes 20 minutes drive away. No waiting to build a
practice. It’s here for the price of a home. Box M, Mt.
Pleasant, Utah 84647. 1268-1-3

WANTED: ’TWO GP’s to join two GP’s in a large well-
established practice of over 30 years in a town with

population of 800 and covers large rural area of approximately
5,000 ; 50 miles north of Minneapolis, Minnesota in excellent
hunting and fishing area with golf, bowling and other recrea-
tion also available. Local community hospital, medicare ap-
proved and equipped for general medicine and major and
minor surgery. Salary negotiable, partnership available. New
clinic planned. For references contact Dr. Gerald Larson,
Cambridge, Minnesota; Dr. Richard Varco, Department of
Surgery, University of Minnesota Medical School, Minneapolis,
Mirmesota; Dr. Dean Rizer, Internist, Medical Arts Building,
Minneapolis, Minnesota; Dr. Paul Larson, O.B.Gyn., Medical
Arts Building, Minneapolis, Minnesota. If interested send ap-
plication and references to Braham Clinic, attention: Wm
T. Nygren, M.D., Braham, Minnesota 55006, or phone area
code 612-396-3355 between hours of 10-12 A.M. or 1-5 P.M.
Monday through Friday. If after hours phone 612-396-2153.

May call collect. If acceptable, expenses for personal interview
will be allowed. ' 1268-4-3B

CENTRALLY LOCATED
For the medical and dental professions

REPUBLIC BUILDING CORPORATION

Here, in the heart of down-
town Denver, the Republic Build-

ing is the best-lcnown Medical-

Dental Center in the Rocky
Mountain West, complete with

24-hour operation. X-ray; patho-

logical and dental laboratories,

pharmacy, drug and supply

stores.

With the completion of the

new 500-car, self-service parking

facility, the Republic Building

—

designed and operated for the

medical and dental professions

—

offers the ultimate in patient-con-

venience and medical facilities.

Space is available. Ask for

illustrated brochure.

1624 TREMONT PLACE, DENVER, COLORADO 80202
PHONE 534-5271
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'SKIING DOCTOR” year around position for General Practice
Associate in famous ski resort. New clinic building. AH

outdoor sports within walking distance. Apply Dr. Thomas I.

Steinberg, P. O. Box 36, Vail, Colorado 81657. 1168-4-TFB

EXPERIENCED MEDICAL WRITER will research, write or
edit your manuscript or convention talks. Scientific or

popular. “A well-written paper gains recognition.” H. B.
Rames, 2767 Scott, Lincoln, Nebraska. 1168-6-TFB

FOR RENT: Ski in VaU, Colorado. Family units in VaU West
with the Lord Gore Club use. Couples $18.00 for more than

one night. Children vmder 14 free. Beds in separate rooms,
kitchen facilities, central lodge. Call or write: Dr. George H.
Hartlaub, 570 Detroit Street, Denver, Colorado. Phone: (303)

399-0310. 1168-3-4B

VAIL SKI CHALET—2 bedroom, sleeps 6. Fireplace, modern,
3 day minimum, $35.00 day. Contact: James Langley, M.D.,

(303) 287-5551. 169-3-3B

PATHOLOGY RESIDENCIES AND INTERNSHIPS available
in 600 bed general hospital. Fully approved four year pro-

gram in anatomical and clinical Pathology. Average annual
specimens and tests—348,587. Interns—$6,300; residents—$8,100

up. Board and laundry. Charles B. Mitchell, M.D., Director
of Laboratories, Harris Hospital, 1300 West Cannon, Fort
Worth, Texas 76104. 169-7-12B

ANESTHESIOLOGY RESIDENCIES avaUable—Fully approved
two year program in 600 bed general hospital includes

neurosurgery, thoracic, and cardiovascular surgery. Annual
anesthetics administered—over 13,000. Stipend—$8,100 and
$9,300. Board and laundry. A. N. Heinrichs, M.D., Director,

Department of Anesthesia, Harris Hospital, 1300 West Can-
non, Fort Worth, Texas 76104. 169-8-12B

You

Can

Order

of any feature article or adver-

tisement appearing in The Rocky

Mountain Medical Journal.

Orders must be placed with-

in 15 days after date of pub-

lication. Minimum charge

applies for 100 copies or

less.

The cost is very reasonable. For fur-

ther information write to—

The Rocky Mountain

Medical Journal

1809 East 18th Avenue

Denver, Colorado 80218
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PUBLICATION PRINTING . . .

NEWSPAPERS • MAGAZINES

ANNUALS • QUARTERLIES

BOOKLETS • BROCHURES

REPORTS • ROSTERS • PROGRAMS

HANDBOOKS • CATALOGUES

t

EDITORIAL ASSISTANCE • BINDING

ART DEPARTMENT • MAILING

Publishers Press, Inc. SeLo voiSljr

1830 CURTIS DENVER 534-4257

Sp eer at Acoma • Denver • 534-0631

r Discriminating Doctors
everywhere specify

SXEELCASE
Custom Line

Office Furniture
Doctors ore enthusiastic obout their offices being

furnished with the New Custom Line Office Furni-

ture. Let us show you how you con "individuol-

ize" your office.

Stop in soon— or phone end our representative wit! call

THE EMORY JOHN BRADY HOSPITAL
401 Southgate Road COLORADO SPRINGS, COLORADO 80906 MElrose 4-8828

E. JAMES BRADY, M.D., Medical Director

For the care and treatment of Psychiatric disorders.

Individual and Group Psychotherapy and Somatic Therapies.

Occupational, diversional and outdoor activities.

X-ray, Clinical Laboratory and Electroencephalography.

CAMPBELL F. RICE, Superintendent

Francis A. O’Donnell, M.D.
Robert W. Davis, M.D.
Richard L. Conde, M.D.
Gilbert 0. Horn, M.D.
Paul A. Draper, M.D.
Charles W. McClellan. M.D.

James E. Edwards, M.D.

5

i-
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Picture of

traumatic muscle injury

Parafon Forte tablets help to relieve pain,

restore mobility . . . stop pain-spasm feedback

Here is why. Parafon Forte provides

:

a nonsalicylate analgesic equal to aspirin for the relief

of pain, ^-2 yet unlikely to produce the irritation to the

gastric mucosa so often associated with salicylate

therapy^

and a skeletal muscle relaxant shown to have up to a

6-hour span of action^... to retain effectiveness even

on continued administration^. ..but not likely to have

the central effects of tranquilizing compounds.®

Prescribe Parafon Forte for effective spasmolysis

and analgesia in sprains, strains, myalgias, low back

pain, bursitis and other musculoskeletal disorders.

Your patients will appreciate the restored comfort

and freedom of movement it usually provides.

treated with
Parafon Forte

V

eis

Paraflex® (chlorzoxazone)* 250 mg.

Tylenol® (acetaminophen) 300 mg.

Contraindications: Sensitivity to either component. Precautions:

Exercise caution in patients with Icnown allergies or history of

drug allergies. If a sensitivity reaction or signs or symptoms sug-

gestive of liver dysfunction are observed, the drug should be

stopped. Adverse Reactions: Occasionally, drowsiness, dizziness,

lightheadedness, malaise, overstimulation or gastrointestinal

disturbances may be noted; rarely, allergic-type skin rashes,

petechiae, ecchymoses, angioneurotic edema or anaphylactic

reactions. In rare instances, Paraflex (chlorzoxazone) may pos-

sibly have been associated with gastrointestinal bleeding. While
Paraflex (chlorzoxazone) and chlorzoxazone-containing prod-

ucts have been suspected as being the cause of hepatic toxicity

in approximately eighteen patients, it was not possible to state

that the dysfunction was or was not drug induced. Usual Adult

Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets,

imprinted “McNEIL”— bottles of 100.

References

:

1. Batterman, R. C., and Grossman, A. J.: Fed. Proc. 14*316,

1955. 2. Goodman, L. S., and Gilman, A., ed.: The Pharmacological Basis of

Therapeutics, ed. 3, New York, The Macmillan Company, 1965, p. 331. 3. Roth,

J. L. A., et air. Gastroenterology 44*146,

I M i TTT 1 1963. 4. Berman, H. H., et al.: Dis. Nerv.

I I ll I Syst. ;S5:430, 1964. 5. Friend. D. G.: Clin.

I ^ J Pharmacol. Ther. 5:871, 1964.

McNEIL LABORATORIES, INC., FT. WASHINGTON, PA. 19034 *U.S. PATENT NO. 2,095,877

i
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Luh^xin
HW&DBRAND OFLUTUTRIN

3000 UNIT TABLETS

IN THE TREATMENT OF FUNCTIONAl. DYSMENORRHEA AND SELECTED CASES OF

PREMATURE LABOR AND SND AND 3RD TRIMESTER THREATENED ABORTION

B LUTREXIN, the non-steroid “uterine
relaxing factor” has been found to be useful
by many clinicians in controlling abnormal
uterine activity.

fl No side effects have been reported, even
when massive doses (25 tablets per day)
were administered.

B Literature on indications and dosage avai
able on request.

B Supplied in bottles of twenty-five 3,000
unit tablets.

(In vivo measurement of Lutrexin on contracting
uterine muscle of the guinea pig.)

HYNSON, WESTCOTT & DUNNING, INC. BALTIMORE, MARYLAND 21201
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CONTROL FOOD AND MOOD ALL DAY LONG WITH A SINGLE MORNING DOSE

One Ambar Extentab before breakfast can

help control most patients’ appetite for up
to 12 hours. Methamphetamine, the appe-

tite suppressant, gently elevates mood and

helps overcome dieting frustrations. Pheno-

barbital, the sedative in Ambar, controls irritability and

anxiety... helps maintain a state of mental calm and equa-

nimity. Both work together to ease the tensions that erode

the willpower during periods of dieting.

Also available: Ambar #1 Extentabs®—methamphetamine

hydrochloride 10 mg., phenobarbital 64.8 mg. (1 gr.) (Warn-
ing: may be habit forming).

AMBAR'2
EXTENTABS'

methamphetamine HCl 15 mg.,
phenobarbital 64.8 mg. (1 gr.)

(Warning; may be habit forming).

BRIEF SUMMARY/Indicationsj Ambar
suppresses appetite and helps offset emo-
tional reactions to dieting. Contraindica-

tions: Hypersensitivity to barbiturates or

sympathomimetics; patients with advanced

renal or hepatic disease. Precautions: Administer with cau-

tion in the presence of cardiovascular disease or hypertension.

Side Effects: Nervousness or excitement occasionally noted,

but usually infrequent at recommended dosages. Slight drows-

iness has been reported rarely. See package insert for further

details. a. h. robins company. g [ §A. H. ROBINS COMPANY,
RICHMOND, VA. 23220 ^ **



teaspoonful
Peptic ulcer patients find

the thousandth dose of

this antacid as effective

and easy-to-take as the first!

Optimal neutralization^— provided by the combination of aluminum and mag-

nesium hydroxides.

Unfailing good taste— confirmed by 87.5% of 104 patients in one study, after

a total of 20,459 documented days on Mylanta Liquid ortablets.2

Concomitant relief of G. 1. gas distress— provided by the proven antiflatulent

action of simethicone^.

Dosage: One or two tablets (well chewed or allowed to dissolve in the mouth); one or two teaspoonsful

to be taken between meals and at bedtime, or as directed by physician.

References: 1. Merck & Co,, Merck Chemical Division: Antacid Literature Survey, Rahway, New Jersey.

(MM3041, R-1286-KREV463.) 2. Danhof, I.E., report on file. 3. Hoon, J.R.; Arch. Surg. 93:467 (Sept.) 1966.

Mylantd
#LIQUID/TABLETS
aluminum and magnesium hydroxides plus simethicone

Stuart I Division/ATLAS CHEMICAL INDUSTRIES, INC./Pasadena, Calif. 91109
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(norethindrone 1 mg with

mestranol 0.08 mg)

&
die

wMitmi.
Oral contraceptives are different because

women are different.

Just being secure in the knowledge that

her oral contraceptive is effective is not

enough. She also wants to be secure in the

knowledge that her oral contraceptive is

right for her.

Now you have a new choice in prescrib-

ing a low-dosage oral contraceptive.

Norinyl 1 -f- 80 is a new combination,

consisting of 1 milligram norethindrone

and a slightly increased amount of mes-

tranol (80 micrograms instead of the usual

50) . This important adjustment may be par-

ticularly suitable for her if she requires a

slightly higher ratio of estrogen.

And it’s the woman who must accept her

oral contraceptive.

Please see last page of advertisement for

prescribing information.





The
THHnan

No matter how effective her oral contraceptive is

.

if she forgets, she loses the protection she’s striving for.

Norinyl® l-h80 gives her the easiest regimen choice possible

:

either 21-day (3 weeks on, 1 week off) or 28-day continuous therapy (21 active

tablets and 7 placebos). Both are simple and regular. Cycle days

are replaced by weekdays the way she lives her life.

newMemorette
Norinyl 1+80 comes to her in the new Memorette tablet dispenser.

Feminine and attractive. Designed for the modern woman who has more on

her mind than medication. No charts or calendars . . .just the

beautiful Memorette for her convenience.
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day regimens

CONTRAINDICATIONS
1. Patients with thrombophlebitis,

thromboembolic disorders, cerebral apo-

plexy, or with a past history of these con-

ditions.

2. Patients with markedly impaired
liver function.

3. Patients with known or suspected

carcinoma of the breast.

4. Patients with known or suspected

estrogen-dependent neoplasia.

5. Undiagnosed abnormal genital

bleeding.

WARNINGS

1.

The physician should be alert to the

earliest manifestations of thrombotic dis-

orders (thrombophlebitis, cerebrovascu-

lar disorders, pulmonary embolism, and
retinal thrombosis). Should any of these

occur or be suspected, the drug should be

discontinued immediately.

Studies conducted in Great Britain and
reported in April 1968 estimate there is

a seven- to tenfold increase in mortality

and morbidity due to thromboembolic
diseases in women taking oral contracep-

tives. In these controlled retrospective

studies, involving 36 reported deaths and
58 hospitalizations due to “idiopathic”

thromboembolism, statistical evaluation

indicated that tbe differences observed
between users and nonusers were highly

significant.

The conclusions reached in the studies

are summarized in the table below

:

COMPARISON OF MORTALITY AND
HOSPITALIZATION RATES' DUE TO
THROMBOEMBOLIC DISEASE IN USERS AND
NONUSERS OF ORAL CONTRACEPTIVES
IN BRITAIN

Category
Mortality Rates

Hospitalization

Rates (Morbidity!

Ages 20-34 Ages 36-44 Ages 20-44

Users of Oral

Contraceptives
1.5/100,000 3.9/100.000 47/100,000

Nonusers 0.2/100,000 0.5/100,000 5/100,000

No comparable studies are yet avail-

able in the United States. The British

data, especially as they indicate the mag-
nitude of the increased risk to the in-

dividual patient, cannot be directly ap-

plied to women in other countries in

which the incidences of spontaneously oc-

curring thromboembolic disease may be
different.

2. Discontinue medication pending ex-

amination if there is sudden partial or

complete loss of vision, or if there is a

sudden onset of proptosis, diplopia or mi-
graine. If examination reveals papillede-

ma or retinal vascular lesions, medication
should be withdrawn.

3. Since the safety of oral contracep-
tives in pregnancy has not been demon-
strated, it is recommended that for any
patient who has missed two consecutive
periods, pregnancy should be ruled out
before continuing the contraceptive regi-

men. If the patient has not adhered to the

prescribed schedule, the possibility of
pregnancy should be considered at the
time of the 'first missed period.

4. A small fraction of the hormonal
agents in oral contraceptives has been
identified in the milk of mothers receiv-
ing these drugs. The long-range effect to

the nursing infant cannot be determined
at this time.

PRECAUTIONS
1. The pretreatment physical examina-

tion should include special reference to

breast and pelvic organs, as well as a Pap-
anicolaou smear.

2. Endocrine and possibly liver func-

tion tests may be affected by treatment
with oral contraceptives. Therefore, if

such tests are abnormal in a patient tak-

ing an oral contraceptive, it is recom-
mended that they be repeated after the

drug has been withdrawn for 2 months.
3. Under the influence of estrogen-pro-

gestogen preparations, preexisting uterine

fibromyomata may increase in size.

4. Because these agents may cause
some degree of fluid retention, conditions

which might be influenced by this factor,

such as epilepsy, migraine, asthma, car-

diac or renal dysfunction, require careful

observation.

5. In breakthrough bleeding, and in all

cases of irregular bleeding per vaginam,
nonfunctional causes should be borne in

mind. In undiagnosed bleeding per vagi-

nam, adequate diagnostic measures are

indicated.

6. Patients with a history of psychic

depression should be carefully observed
and the drug discontinued if the depres-

sion recurs to a serious degree.

7. Any possible influence of prolonged
oral contraceptive therapy on pituitary,

ovarian, adrenal, hepatic or uterine func-

tion awaits further study.

8. A decrease in glucose tolerance has
been observed in a significant percentage
of patients on oral contraceptives. The
mechanism of this decrease is obscure.

For this reason, diabetic patients should
be carefully observed while receiving oral

contraceptive therapy.

9. Because of the effects of estrogens

on epiphyseal closure, oral contraceptives

should be used judiciously in young pa-

tients in whom bone growth is not com-
plete.

10. The age of the patient constitutes

no absolute limiting factor, although
treatment with oral contraceptives may
mask the onset of the climacteric.

11. The pathologist should be advised

of oral contraceptive therapy when rele-

vant specimens are submitted.

ADVERSE REACTIONS OBSERVED IN
PATIENTS RECEIVING ORAL
CONTRACEPTIVES
A statistically significant association

has been demonstrated between use of

oral contraceptives and the following se-

rious adverse reactions:

Thrombophlebitis
Pulmonary embolism
Although available evidence is sugges-

tive of an association, sucb a relationship

has been neither confirmed nor refuted

for the following serious adverse reac-

tions:

Cerebrovascular accidents

Neuro-ocular lesions, e.g., retinal

thrombosis and optic neuritis

The following adverse reactions are
known to occur in patients receiving oral

contraceptives:

Nausea
Vomiting
Gastrointestinal symptoms (such as

abdominal cramps and bloating)

Breakthrough bleeding

Spotting

Change in menstrual flow

Amenorrhea during and after treatment

Edema
Chloasma or melasma
Breast changes: tenderness,

enlargement and secretion

Change in weight (increase or

decrease)

Changes in cervical erosion and
cervical secretions

Suppression of lactation when given

immediately postpartum
Cholestatic jaundice
Migraine
Rash (allergic)

Rise in blood pressure in susceptible

individuals

Mental depression

Although the following adverse reac-

tions have been reported in users of oral

contraceptives, an association has been
neither confirmed nor refuted:

Anovulation post-treatment

Premenstrual-like syndrome
Changes in libido

Changes in appetite

Cystitis-like syndrome
Headache
Nervousness
Dizziness

Fatigue
Backache
Hirsutism
Loss of scalp hair

Erythema multiforme
Erythema nodosum
Hemorrhagic eruption

Itching

The following laboratory results may
be altered by the use of oral contracep-
tives:

Hepatic function: Increased
sulfobromophthalein and other tests

Coagulation tests: Increase in

prothrombin Factors VII, VHI, IX,

and X
Thyroid function: Increase in PBI and

butanol extractable protein-bound
iodine, and decrease in T^ uptake
values

Metyrapone test

Pregnanediol determination

SYNTEX
SYNTEX LABORATORIES. INC.

PALO ALTO, CALIFORNIA 94304



tWarning: May be habit forming.

*15 mg. of 5r/f/so/ (butabarbital), plus the other ingredients, in outer

layer; 15 mg. of Butisolin a specially coated core for delayed release,

to approximately equalize duration of action for all components.

Contraindications: Sensitivity to any component, porphyria, peptic

ulcer, ulcerative colitis, mental depression, renal impairment or

shutdown. Warnings: Consider the possibility of sensitivity reac-

tions in patients with history of allergy or bronchial asthma. Coated

potassium tablets, sometimes administered in conjunction with

antihypertensive therapy, may be associated with small bowel

lesions, which have led to obstruction, hemorrhage and perforation.

Surgery has frequently been required and deaths have occurred.

Such tablets should be used only when indicated and when ade-

quate dietary supplementation is not practical. They should be

discontinued immediately if abdominal pain, distention, nausea,

vomiting, or g.i. bleeding occur. Use in Pregnancy: Exercise cau-

tion, since thiazides cross the placental barrier and may cause

fetal or neonatal hyperbilirubinemia, thrombocytopenia or altered

carbohydrate metabolism; adverse reactions seen in the adult may

occur in the newborn. Use reserpine in women of child-

bearing age only when essential to patient welfare. In-

creased respiratory secretions, nasal congestion, cyano-

sis, and anorexia may occur in infants born to reserpine-

treated mothers. Precautions: Butiso! (butabarbitai) —
Exercise caution in moderate to severe hepatic disease.

Elderly or debilitated pa-

tients may react with

marked excitement or de-

pression. Hydrochlorothi-

azide— induce elec-

trolyte imbalance; when
used with digitalis or one

of its glycosides and in pa-

tients with severe hepatic

insufficiency, cardiac ar-

rhythmias or symptoms of

impending hepatic coma may
occur. Discontinue and in-



The “beauty”of Butiserpazide® is that it adds

the mildly sedative effect of Butisol® (butabarbital)

to the classic thiazide/reserpine formula.

“It would appear that the addition of an

anxiety-relie\ang agent [Butisol] to a drug

combination utilizing^ w ell-established

compounds proved useful in reducing hypertensive

symptoms in over half the patients. .

.

That’s the “Buti”of

BUTISOL® (butabarbital) 30 mg. + reserpine 0.1 mg. + hydrochlorothiazide 25 or 50 mg.

You have a choice of 2 strengths. Just one tablet once or twice a day is usually sufficient.

Butiserpazide-25 Prestabs® *Tablets

BUTISOL® (butabarbital) 30 mg.t; hydrochlorothiazide 25 mg.; reserpine 0.1 mg.

Butiserpazide-50 Prestabs® *Tablets

BUTISOL® (butabarbital) 30 mg.t; hydrochlorothiazide 50 mg.; reserpine 0.1 mg.

stitute appropriate countermeasures if prolonged use produces

hypokalemia or (likely with sodium restriction) hyponatremia and

hypochloremic alkalosis. (Ammonium chloride, used to reverse hy-

pochloremic alkalosis, is contraindicated in hepatic disease.) May

produce elevated serum uric acid levels (and, infrequently, gout) or

reduce glucose tolerance, altering insulin requirements in dia-

betics. fieserpine—Observe for signs or symptoms of peptic ulcer or

ulcerative colitis. Discontinue at first sign of mental depression;

keep in mind possibility of suicide. Exercise extreme caution in

history of mental depression. May produce cardiac arrhythmias

when used with digitalis and quinidine, or may precipitate biliary

colic in patients with gallstones. Discontinue 1 to 2 weeks before

surgery; inform the anesthetist in event of emergency surgery. Ex-

ercise caution in history of epilepsy. Discontinue 1 to 2 weeks be-

fore ECT. Se/rera/— Exercise caution in coronary artery disease.

Adverse Reactions: Dizziness, drowsiness, weakness, nasal conges-

tion, leg cramps, nausea, palpitations, superficial skin bruises,

palmar erythema, headache, dehydration, skin rash, "hangover,”

systemic disturbances, diarrhea, itching, vomiting, paresthesia.

photosensitivity, pancreatitis, jaundice, xanthopsia, purpura, throm-

bocytopenia, leukopenia, agranulocytosis, aplastic anemia, anorexia,

gastric irritation, abdominal cramping, constipation, glycosuria,

vertigo, cutaneous vasculitis, orthostatic hypotension (potentiated

by alcohol, barbiturates, or narcotics), increased salivation and

gastric secretion, increased intestinal motility, loose stools, angina-

like syndrome, arrhythmias, bradycardia, flushing, hypotension, ner-

vousness, paradoxical anxiety, rarely atypical Parkinsonian syn-

drome, central nervous system sensitization (manifested by dull

sensorium, deafness, glaucoma, uveitis, optic atrophy), dryness of

mouth, syncope, epistaxis, weight gain, and impotence or decreased

libido. Usual Adult Dosage: BUTlSERPAZlDE®-25 or BUTISERPAZIDE®-

50: 1 tablet daily or b.i.d. When used with other antihypertensive

agents reduce dosage of both drugs about 50% and observe care-

fully for changes in blood pressure. \

Before prescribing or administering, T* T T. I

see package insert.

1 . Good ley, E. L. : Curr. Therap. Res. mcneil laboratories, inc.

4:460, 1962. fort Washington, pa. 19034

McNEIL



One of the best things you can do

for the cold sufferer

Ornade®
Prompt relief from nasal congestion and hypersecretion due to colds.

Before prescribing, see complete prescribing information in SK&F literature or PDR.
Contraindications: Glaucoma, prostatic hypertrophy, stenosing peptic ulcer, pyloroduodenal or

bladder neck obstruction.

Precautions; Use cautiously in the presence of hypertension, hyperthyroidism, coronary artery

disease; warn vehicle or machine operators of possible drowsiness.
Usage in Pregnancy: Use in pregnancy, nursing mothers and women who might bear children only
when potential benefits have been weighed against possible hazards.
Note: The iodine in isopropamide iodide may alter PBI test results and will suppress I'” uptake;
discontinue 'Ornade' one week before these tests.

Adverse Reactions: Drowsiness; excessive dryness of nose, throat or mouth; nervousness;
insomnia. Other known possible adverse reactions of the individual ingredients: nausea, vomiting,
diarrhea, rash, dizziness, fatigue, tightness of chest, abdominal pain, irritability, tachycardia,

headache, incoordination, tremor, difficulty in urination. Thrombocytopenia, leukopenia and
convulsions have been reported.

Supplied : Bottles of 50 capsules.

One capsule q12h for round-the-clock relief

Trademark Each capsule contains 8 mg. of Teldrin® (brand of

chlorpheniramine maleate) ; 50 mg. of phenylpropanolamine
hydrochloride; 2.5 mg. of isopropamide, as the iodide.Ornade'

Spansule® capsules
brand of sustained release capsules

SK
Smith Kline & French Laboratories 6rF
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AS YOU LIKE IT

A medical potpourri

Compiled by Andrew M. Babey, MD, Las Cruces, New Mexico

1 . “In my house, we follow a rule I once laid

down to my children: ‘You can dsagree with a

man’s position as much as you want—after you
have been able to state it to his satisfaction’..”

Attributed to I. J. Irwin Miller, LOOK magazine,

July 9, 1968. “The world of Leo Rosten” page 10.

2. “Harold Nicolson once said that the art of

diplomacy, as that of water colors, has suffered

much from the fascination which it exercises

upon the amateur. In Washington today there is

one way of identifying easily the amateur who
causes our suffering diplomacy to suffer unneces-

sarily. He is the man who feels that he ought to

announce publicly and in no uncertain terms what
the government will do and what it will never
do on all issue in all quarters of the globe.” The
Essential Lippmann, Edited by Rossiter, Clinton

and Lare James. Vintage Books, New York, 1965

page 368.

3. “The experience of the post war years has

amply proved how indispensable to diplomatic

success is preliminary confidential exploration,

preparation and understandings. The world has
witnessed, it has been said, nearly a hundred in-

ternational conferences since the war; it would
be difficult to name one which achieved anything

where the main conclusion had not been tenta-

tively agreed to before the floodlights of publicity

were turned on.” Ibid, page 371.

4 . “This is what Churchill did in his great war
speeches. He rallied men not only by the eloquence
and beauty of his words but even more, I venture
to believe, by convincing them that on the issues

of life and death they were in the know. Not
many can be so eloquent as Churchill. But the
Democratic leaders can tell the story. There is

no need for Mr. Lincoln White, for example, to

tell the newspapers what Mr. Krushchev said to

Mr. Thompson when they met at the Kremlin, or
what Mr. Macmillam said to Mr. Kennedy in a
message passed on by the ambassador. The in-

dispensable privacy of diplomatic intercourse can
be preserved if the leaders know how to talk

informatively to the people on the issue of policy.”

Ibid, page 374.

5. “There is no surer way for a leader in the free
world to repel free men than to let it seem that
in our foreign policies we make the assumption
of infallibility, that what finally emerges from the

vast bureaucracy which forms these policies, is

hedged with divinity, and that only the blind,

the ignorant and the wicked can disagree with
whatever the policy finally happens to be.” Ibid,

page 378.

6. “The spirit of freedom is an emanation of the

human experience in which men have learned to

distrust politicians who, lacking humility, are
too sure of themselves, and pretend to have some
special kind of inspiration.” Ibid, page 378.

7. “In their speeches and press conferences, the
President and the Secretary are too noble about
our ideals, and never humble at all about our
human, our very human, failures and faults. This
alienates, indeed enrages, those who are by na-
tional interest our friends and allies, at least the
prouder ones among them, who do not in the
hope of favors to come, lick our boots. For with
great power, which is always suspect, there should
go a decent humility and there should be no pre-
tense, no intimation, no implied assumption, not
a whisper or a nod that we are not only stronger
and richer than our neighbors but quite a bit

better.” Ibid, pages 379-380.

8. “Four years ago Benjamin Bloom of the Uni-
versity of Chicago, in his seminal study of human
development, ‘Stability and Change in Human
Characteristics,’ plotted the pattern of develop-
ment of individual characteristics. From his study
he concluded that half of all growth in human
intelligence takes place between birth and age
four, another 30 per cent between eight and seven-
teen. In other words, half of a child’s intellectual

development takes place before the school ever
sees him, and 80 per cent is complete by the time
he finishes the second grade. Similarly, other
characteristics that make up the total of human
potential develop very early.

A corollary of these basic conclusions is that
the influence of the child’s environment in stim-
ulating maximum development of individual
characteristics is greatest during the period of

their most rapid development, and this influence
diminishes during the period of slower develop-
ment. ‘At late stages in the development of a

characteristic,’; Professor Bloom writes, ‘only the
most powerful and consistent environments are
likely to produce marked changes in . . . the
ndivdual’.” Editorial, Saturday Review, June 15,

1968, page 59.
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9 . “Another fallacy is contained in the oft quoted

sentence ‘All that a student learns in medical

school will be out of date in 10 years.’ The picture

conveyed is of a mind being crammed with facts

which will last 10 years, at the end of which it

will have to return to the fact factory for an

exchange transfusion. Is this really how medicine

advances? Fashions may date, but surely not

ideas. Medical knowledge grows like a tree:

because new branches are put forth, the old trunk

doesn’t lose its relevance. Physicians don’t learn

in 10-year spurts; either their minds grow con-

tinually or not at all.” McWhinney, Ian R., Personal

View, Brit. Med. J., May 25, 1968, page 488.

10. “Not many years ago, there was a worry over

‘teaching material’—that opprobrious term for sick

people. Now, instead, it is the unsupervised resi-

dent staff, often populated by only a few grad-

uates of American schools, with attending staff

too busy to come in and make rounds on the poor,

who sense that the ancient teaching ideal of the

charity ward patient can actually degenerate into

the worst of all teaching experiences: the blind

leading the blind. The most sought-after surgical

internships and residencies in this country today

give the young surgeon an extensive exposure to

the expert care of private patients as well as an

opportunity to participate in that care. It is un-

fortunate that the approving agencies are still

fascinated by the mythology of the mid-1940.”

Moore, Francis D., M.D., Criteria of Quality in

Clinical Surgery, Roche Medical Image, June,

1967, p. 4.

11 . “(The Master’s) test is only reliable when the

patient has not received digitalis for three weeks

or quinidine for 24 hours prior to the test, or when

hypokalemia, hypocalcemia, or hyperventilation

are not present.” Winsor, Travis, M.D., The Elec-

trocardiogram and Coronary Insufficiency, JAMA,
Jan. 1, 1968, p. 97.

12 . “If one has any criticism to make of this

book it is perhaps its failure to point out the

limitations of the clinical examination, which is

often the overture to the laboratory work needed

to establish the diagnosis. Much of the present

dissatisfaction of the general practitioner is due

to the conscious or unconscious realization of this

fact, and the absence of time or facilities to pro-

gress beyond the overture.” From a book review

by Bayliss, R.I.S., Brit. Med. J., March 2, 1968.

13 . “A wise man once said that the trouble with

this generation of Americans is ‘they haven’t read

the minutes of the previous meeting’.” Adlai E,

Stevenson, The Washington Post, date unknown.

ACHROMYCIN’V
TETRACYCLINE

Contraindications: Hypersensitivity

to tetracycline.

Warning: In renal impairment, since

liver toxicity is possible, lower

doses are indicated; during pro-

longed therapy consider serum

level determinations. Photody-

namic reaction to sunlight may
occur in hypersensitive persons.

Photosensitive individuals should

avoid exposure; discontinue treat-

ment if skin discomfort occurs.

Precautions: Nonsusceptible organ-

isms may overgrow; treat superin-

fection appropriately. Tetracycline

may form a stable calcium com-

plex in bone-forming tissue and

may cause dental staining during

tooth development (last half of

pregnancy, neonatal period, in-

fancy, early childhood).

Side Effects: Gastrointestinal-

anorexia, nausea, vomiting, diar-

rhea, stomatitis, glossitis, entero-

colitis, pruritus ani. S/c/n—maculo-

papular and erythematous rashes;

exfoliative dermatitis; photosensi-

tivity; onycholysis, nail discolora-

tion. /C/dney—dose-related rise in

BUN. Hypersensitivity reactions—

urticaria, angioneurotic edema,

anaphylaxis, /nfracran/a/— bulging

fontanels in young infants. Teeth—

yellow-brown staining; enamel hy-

poplasia. fi/ood—anemia, thrombo-

cytopenic purpura, neutropenia,

eosinophilia. L/Ver—cholestasis at

high dosage.

Upon adverse reaction, stop medi-

cation and treat appropriately.

LEDERLE LABORATORIES
A Division of

American Cyanamid Company
Pearl River, New York 10965

359-8
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Suspected tetracycline-sensitive infection?

Whilewaitingfortheresultsofthe sensitivity test,
startthetherapylikelyto succeed...

Although of course it can’t replace routine

sensitivity testing, your prescription for

ACHROMYCIN® V, in a way, provides the
ultimate test of therapy under rigorous in vivo

conditions.

BecauseACHROMYCIN®V is effective in

treating so many common infections—caused by
strains of tetracycline-sensitive organisms—
doesn’t stat dosage of this time-tested antibiotic

make good sense?

^ Prescribing Information

ACHROMYCIN*V
TETRACYCLINE
The price differential

is inconsequential.



A monthly news summary from the nation’s

Capital by the Washington Office of the AMA.

A House Ways and Means Committee member
introduced on the first day of the new Congress

a bill that would provide federal income tax

credits to help individuals buy private health

insurance.

The legislation (HR 19), sponsored by Rep.

Richard Fulton (D., Tenn.), was similar in prin-

ciple to a health insurance financing plan utilizing

tax credits approved by the American Medical

Association House of Delegates at San Francisco

last June and reaffirmed at Miami Beach last

December.

Fulton said he considered his bill “at least an

opener” for hearings.

“Certainly before expanding any federal pro-

gram, I believe it worthwhile to explore the use

of the private sector and our tax system,” Fulton

said.

The Fulton bill provides that individuals with

incomes of $2,500 or less and families with in-

comes of $5,000 or less would receive $150 vouchers

from the federal government per eligible individ-

ual for the purchase of health insurance. The
family maximum would be $400.

In the case of a taxpayer with an income be-

tween $2,500.01 and $5,000, or a family with an

income between $5,000.01 and $7,500, the credit

would be a 75 per cent per eligible individual with

a maximum of $400 per family.

In the case of a taxpayer with an income of

$5,000.01 to $7,500, or a family with an income

between $7,500.01 and $10,000, the credit would be

50 per cent per eligible individual with a $400

family maximum.

In the case of a taxpayer with an income ex-

ceeding $7,500.01, or a family with an income
exceeding $10,000.01; the credit would be 25 per

cent.

At San Francisco, the House of Delegates

adopted as approved AMA policy “the principle

of graduated income tax credits for premiums
paid for adequate health insurance.” A resolution

adopted at Miami Beach called upon the AMA to

“vigorously promote the enactment of federal

legislation implementing” the plan.

**!!<*
A Health, Education and Welfare Department

report to Congress recommended that preventive

health care services not be added to medicare

benefits at this time.

The report cited as reasons for the negative

recommendation: administrative constraints, in-

ability to estimate costs, limited experience with

automated multi-phasic health screening, and an

inadequate supply of health professionals.

The report was one of three requested by Con-

gress last year and submitted before the change

in Administration. A second report dealt with

coverage of mentally ill under medicare but did

not include any recommendations. The third re-

viewed qualifications of personnel under current

medicare regulations. It stated that, because of an

acute manpower shortage in the field, physical

therapists should be considered qualified if they

could establish an adequate level of competency.

HEW is developing a proficiency examination.

HEW recommended against allowing licensed

practical nurses to serve as nurses responsible for

the total nursing care at an extended care facility.

It also recommended against changes in the regu-

lations that set minimal standards for independent

laboratory personnel.

Available from AMA ....

Revised editions of “Sources of Motion Pictures on Health” and

“Sources of Medical Motion Pictures” are now available from the AMA’s
Medical Motion Pictures* and Television Section.

These booklets—published biennially.—are available free of charge,

upon request. The 12~page brochure dealing with health films is intended

for the lay public, and the 7-page pamphlet pertaining to medical motion

pictures is for use by professionals. Both include- sources where detailed

information on such films may be obtained.

To obtain a complimentary copy of either or both, direct your inquiry

to the AMA Medical Motion Pictures and Television Section, 535 North

Dearborn Street, Chicago, Illinois 60610.
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“anorectal

disorders”

ThisRectopathModel

may help you explain

certain anorectal disorders

to some of your patients.

It is yours on request.

See next page for details.



“anorectal

disorder”

includes a range of problems.

For symptomatic relief

in some of these disorders

consider a member of

the Anusol Family...

One suppository morning
and evening and after

each bowel movement. ANUSOC
soothing, palliative relief of minor pain, itching,

burning, and other associated discomforts.

Each ANUSOL suppository contains bismuth subgallate

(2.25%), bismuth resorcin compound (1.7.5%), benzyl benzoate

(1.2%), Peruvian balsam (1.8%), zinc oxide (1 1.0%), and boric

acid (5.0%), plus the following inactive ingredients: bismuth

subiodide, calcium phosphate, hydrogenated vegetable oil, and

coloring in a cacao butter and white wax base.

One suppository morning
and evening for 3 to 5 days.

One suppository

every 3 to 4 hours, or every 2 hours

if symptoms are severe.

ANUSOL-HC*
prompt reduction of inflammation plus the

soothing effects of regular Anusol.

Each ANUSOL-HC suppository contains, in addition to the

regular Anusol formula, 10 mg. hydrocortisone acetate.

Precautions: Prolonged use of Anusol-HC might produce

systemic corticosteroid effects.

ANUGESIC
when severe pain requires prompt relief,

pramoxine HCl plus the soothing Anusol formula.

Each ANUGESIC suppository contains: 61 mg. bismuth sub-

gallate, 47 mg. bismuth resorcin compound, 32.4 mg. benzyl

benzoate, 48.6 mg. Peruvian balsam, 300 mg. zinc oxide,

135 mg. boric acid, and 25 mg. pramoxine hydrochloride. Also

contains the following inactive ingredients: bismuth subiodide,

calcium phosphate, white wax, benzoinated lard, hydrogenated

vegetable oil, and certified coloring in a cacao butter base.

Precautions: If idiosyncratic reaction occurs, discontinue

medication.

Symptomatic treatment should not be allowed to delay defini-

tive diagnosis and therapy.

Also available: anusol® ointment and anugesic® ointment

Warner-Chilcott Laboratories, Morris Plains, N. J.

The Rectopath Model

is available from your

Warner-Chilcott repre-

sentative orupon request

from Warner-Chilcott

Labs., Morris Plains,

New Jersey 07950.

I.N-IN. 91-40
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"Mans best friend"in wintertime diarrheas

In winter ''flu" and viral gastroenteritis, Donnagel

(4 oz. size!) can bring aid and comfort to sufferers

from both diarrhea and its discomforts because it

contains kaolin and pectin plus belladonna alkaloids

(as in Donnatal®). Donnagel treats the whole diarrhea

problem. Available on your prescription or

recommendation. a. H. Robins company, Richmond, Va. 23220

AH'I^OBINS





THERE’S A
FORHULATION
FOB EVERT
CODOHIHG HEED
All five members of the Robitussin

family contain glyceryl guaiacolate.

This outstanding expectorant agent

increases the output of lower respiratory

tract fluid (R.T.F.) Increased R.T.F.

volume thins mucus, thereby improving

the action of bronchial and tracheal

cilia and making thick, inspissated

mucus less viscid and easier to raise.

For coughs of colds and "flu"

ROBITUSSIN®
Each 5 cc. contains:

Glyceryl guaiacolate 100 mg.
Alcohol, 3.5%

For unproductive, allergic coughs

ROBITUSSIN A-C® (exempt narcotic)

Each 5 cc. contains:

Glyceryl guaiacolate 100 mg.
Pheniramine maleate 7.5 mg.
Codeine phosphate 10.0 mg.
(warning: may be habit forming)

Alcohol, 3.5%

Non-narcotic for 6-8 hour cough control

ROBITUSSIN-DM®
Each 5 cc. contains:

Glyceryl guaiacolate 100 mg.
Dextromethorphan hydrobromide 15.0 mg.
Alcohol, 1.4%

Robitussin-DM in solid form
lor "coughs on the go"

COUGH CALMraS™
Each Cough Calmer contains:

Glyceryl guaiacolate 50 mg.

Dextromethorphan hydrobromide .. 7.5 mg.

Clears sinuses and nasal
stuffiness as it relieves cough

ROBITUSSIN-PE®
Each 5 cc. contains:

Glyceryl guaiacolate 100 mg.
Phenylephrine hydrochloride 10.0 mg.
Alcohol, 1.4%

Robitussin Robitussin A-C Robitussin-DM Cough Calmers Robitussin-PE

Expectorant • • • • •

Demulcent # • • • •

Cough Suppressant • • •
Antihistamine •

Non-Narcotic • • • •

Long-Acting (6-8 Hours) • •

Nasal, Sinus Decongestant •

A. H. Robins Company, Richmond, Va. 23220

/I'H'DOBINS
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Shouldweput
Noiuhistine

fj^ectorant

in huiny-lookuig

botdes?

We were kids ourselves once. That's why
we're always thinking of ways to make
Novahistine® Expectorant more appealing to

your young patients.

On the other hand, medicine is medicine.

And it has to work. We never forget that.

You'll find that Novahistine Expectorant

doesn't have to come in funny-looking bottles

to get where it needs to go. And you'll find

that it is particularly well-tolerated and effec-

tive in liquefying tenacious exudates and
encouraging expectoration in the young patient

suffering bronchitis. In addition, it provides

decongestant action and controls the cough.

Each 5-ml. teaspoonful of Novahistine Expec-

torant decongestant-antitussive contains

codeine phosphate, 10 mg. (warning; may be
habit-forming); phenylephrine hydrochloride,

10 mg.; chlorpheniramine maleate, 2 mg.;

glyceryl guaiacolate, 100 mg.; chloroform,

13.5 mg.; l-menthol, 1 mg.; alcohol 5%.
Use with caution in patients with severe

hypertension, diabetes mellitus, hyperthy-

roidism or urinary retention. Caution ambula-
tory patients that drowsiness may result.

Continuous dosage over an extended period

is contraindicated, since codeine phosphate
may cause addiction.

PITMAN-MOORE Division of

The Dow Chemical Company, Indianapolis



‘Empirin’“Compound with Codeine Phosphate gr. 1/2 Not3
Each tablet contains: Codeine Phosphate gr. 1/2 (Warning—May be habit forming), Phenacetin gr. 2 1/2, Aspirin gr. 3 V2, Caffeine gr. 1/2.

gives your patient rest from pain
’B.W. &. Co.’ narcotic products are Class "B", and as such are available on oral prescription, where State law permits.

BURROUGHS WELLCOME &CO*(U.S.A.)lNC.,Tuckahoe,N.Y.



Smiles speak louder than words
for the good taste of Soyalac

, .

Milk-free, hypo-allergenic Soyalac has a pleasing taste that

is eagerly accepted by most infants. It’s similar to mother’s

milk in composition and assimilation, much like cow’s milk

in consistency and completely free of fibre. Extensive clini-

cal data support Soyalac’s value in promoting growth and

development. Soyalac is also excellent for growing children

and adults.

umB

A request on your professional letterhead or prescription form

will bring to you complete information and a supply of samples. Available in

Concentrated Liquid or Powdered

a product of

LOMA LINDA FOODS
MEDICAL. PRODUCTS DIVISION

RIVERSIDE, CALIFORNIA
Mount Vernon, Ohio, U. S. A. j
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His heart telL^him he’s an invalid.

You know he’sinot.
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Contraindications: History of sensitivity to meprobamate.

Important Precautions: Carefully supervise dose and
amounts prescribed, especially for patients prone to
overdose themselves. Excessive prolonged use has been
reported to result in dependence or habituation in suscep-
tible persons, as alcoholics, ex-addicts, and other severe
psychoneurotics. After prolonged excessive dosage,
reduce dosage gradually to avoid possibly severe withdrawal
reactions. Abrupt discontinuance of excessive doses has
sometimes resulted in epileptiform seizures.

i Warn patients of possible reduced alcohol tolerance, with
r resultant slowing of reaction time and impairment of

ludgment and coordination.

I

Reduce dose if drowsiness, ataxia or visual disturbance
occurs: if persistent, patients should not operate vehicles
or dangerous machinery.

^

Side Effects include drowsiness, usually transient; if

t persistent and associated with ataxia, usually responds to

^

dose reduction; occasionally concomitant CNS stimulants
(amphetamine, mephentermine sulfate) are desirable
Allergic or idiosyncratic reactions are rare, but such
reactions, sometimes severe, can develop in patients
receiving only 1 to 4 doses who have had no previous
contact with meprobamate. Previous history of allergy may
or may not be related to incidence of reactions. Mild
reactions are characterized by itchy urticarial or
erythematous maculopapular rash, generalized or confined
to groin. Acute nonthrombocytopenic purpura with
cutaneous petechiae, ecchymoses, peripheral edema and
fever have been reported. One fatal case of bullous
dermatitis following intermittent use of meprobamate with
prednisolone has been reported. If allergic reaction
occurs, meprobamate should be stopped and not
reinstituted. Severe reactions, observed very rarely, include
angioneurotic edema, bronchial spasms, fever, fainting
spells, hypotensive crises (1 fatal case), anaphylaxis.

Anxiety is expected in the cardiovascular patient.
A little nnay even be desirable.

But when anxiety is exaggerated . . . when it

interferes with sleep . . . when it aggravates
cardiovascular symptoms, your help may
be needed.

Naturally, you’ll want to reassure the patient.

;And perhaps prescribe Equanil (meprobamate)
fas adjunctive therapy. It helps relieve anxiety
(and tension specifically, yet gently.

Almost 15 years’ use has shown that Equanil

p usually well tolerated as well as effective.
jSide effects are generally limited to transient
drowsiness; serious, therapy-interrupting
side effects are rare.

stomatitis and proctitis (1 case) and hyperthermia. Treat
symptomatically as with epinephrine, antihistamine and
possibly hydrocortisone. Aplactic anemia (1 fatal case),
thrombocytopenic purpura, agranulocytosis and hemolytic
anemia have occurred rarely, almost always in presence of
known toxic agents. A few cases of leukopenia usually
transient, have been reported on continuous administration.
Meprobamate may sometimes precipitate grand mal
attacks in patients susceptible to both grand and petit mal.
Extremely large doses can produce rhythmic fast activity
in the cortical pattern. Impairment of accommodation and
visual acuity has been reported rarely. After excessive
dosage for weeks or months, withdraw gradually (1 or 2
weeks) to avoid recurrence of pretreatment symptoms
(insomnia, sgvotg anxiGty, anorGxia). Abrupt disconttnuancG
of excessivG doses has sometimes resulted In vomiting,
ataxia, tremors, muscle twitching and epileptiform
seizures. Prescribe very cautiously and in small amounts
for patients with suicidal tendencies. Suicidal attempts
have resulted in coma, shock, vasomotor and respiratory
collapse and anuria. Excessive doses have resulted in
prornpt sleep; reduction of blood pressure, pulse and
respiratory rates to basal levels; and occasionally
hyperventilation. Treat with immediate gastric lavage and
appropriate symptomatic therapy. (CNS stimulants and
pressor amines as indicated.) Doses above 24CX) mg./day
are not recommended.

Composition: Tablets, 200 mg. and 400 mg. meprobamate.
Coated Tablets, WYSEALS® EQUANIL (meprobamate)
400 mg. (All tablets also available in REDIPAK® [strip
pack], Wyeth.) Continuous-Release Capsules,
EQUANIL L-A (meprobamate) 400 mg.

Wyeth Laboratories Philadelphia, Pa.

Equanir
(meprobamate)



1b help avert

chronicity

in acute cystitis

Although chronic cystitis may be

secondary to chronic pyelone-

phritis or prostatitis, many cases

may result from incomplete treat- '

ment of a simple, acute cystitis. I

For this reason, it is being in-

creasingly recommended that ap-

propriate antibacterial therapy

in full dosage be maintained for

up to two weeks or longer.

Most frequently, the dominant

pathogen is gram-negative, usu-

ally E. coli; most often, you will

find Gantanol® (sulfamethox-

azole) effective against E. coli

and other sensitive organisms— I

gram-positive and gram-negative

—commonly seen in cystitis and

other urinary tract infections.

Wide clinical usage of Gantanol
j

has confirmed the efficacy of this

wide-spectrum antimicrobial

agent in the treatment of cystitis.

The rapidity of bacterial mul-

tiplication in a favorable urinary

environment is well known.
Prompt control of acute bladder

infection is therefore essential

Before prescribing, please consult com-

plete product information, a summary of

which follows:

Indications: Acute and chronic urinary

tract, respiratory and soft tissue infec-

tions due to susceptible microorganisms;

prophylactically following diagnostic in-

strumental procedures on genitourinary

tract.

Contraindicated in sulfonamide-sensitive

patients, pregnant females at term, pre-

mature infants, or newborn infants dur-

ing first 3 months of life.

Warnings; Use only after critical ap-

praisal in patients with liver or renal

damage, urinary obstruction or blood

dyscrasias. Deaths reported from hy-

persensitivity reactions, Stevens-Johnson

syndrome, agranulocytosis, aplastic ane-

mia and other blood dyscrasias. In closely

intermittent or prolonged therapy, blood
;

counts and liver and kidney function tests .

should be performed. Clinical data insuf-

ficient on prolonged or recurrent therapy '

in chronic renal diseases of children un- !

der 6 years.

Precautions: Occasional failures may oc-:
^

cur due to resistant microorganisms. Not‘
^

effective in virus and rickettsial infec-.
C,

tions. Sulfonamides not recommended



not only to reduce the patient’s

discomfort but to prevent chron-

icity and possible ascending in-

fection.

Gantanol (sulfamethoxazole)

provides antibacterial activity

within two hours of the initial 2-

Gm dose, and subsequent 1-Gm
doses, taken morning and eve-

ning, maintain therapeutic blood

and urine levels lasting up to 12

hours. Significant symptomatic

response is frequently achieved

within 24 to 48 hours in acute,

uncomplicated cystitis and other

responsive urinary tract infec-

tions. In addition, Gantanol is

usually well tolerated. Should

prolonged therapy be required,

the convenient 6. /.^/. dosage helps

to minimize the problem of

skipped doses.

Over eight years’ clinical use

has thoroughly demonstrated the

qualities that make Gantanol a

good choice for initial therapy of

most urinary tract infections, in-

cluding acute cystitis.

for therapy of acute infections caused by

group A beta-hemolytic streptococci. At

present, penicillin is drug of choice in

acute group A beta-hemolytic streptococ-

cal infections; although Gantanol has

produced favorable bacteriologic conver-

sion rates in this infection, data insuffi-

cient on long-term follow-up studies as to

its effect on sequelae of rheumatic fever

or acute glomerulonephritis. If other

treatment cannot be used and Gantanol

is employed in such infections, important

that therapy be continued in usual rec-

ommended dosage jor at least 10 days.

Observe usual sulfonamide therapy pre-

cautions, including adequate fluid intake.

Use with caution if history of allergies

and/or asthma. Follow closely patients

with renal impairment since this may
cause excessive drug accumulation. Need
for indicated local measures or surgery

not obviated in localized infections.

Adverse Reactions: Depending upon the

severity of the reaction, may withdraw

drug in event of headache, nausea, vomit-

ing, urticaria, diarrhea, hepatitis, pancre-

atitis, blood dyscrasias, neuropathy, drug

fever, Stevens-Johnson syndrome, skin

rash, injection of the conjunctiva and

sclera, petechiae, purpura, hematuria and

crystalluria.

GantanoF
(sulfamethoxazole)

assures rapid,

sustained,

antibacterial

activity with

b.i.d. dosage

GantanorB.i.D.
(sulfamethoxazole)

A Roche
LABORATORIES

Division of Hoffmann-La Roche Inc.

Nutlev. New Jersey 07110



It’s almost as if you were there to

give an injection of penicillin

V-Cillin Pediatric dependable oral penicillin therapy
Potassium Phenoxymethyl Penicillin

Description: V-Cillin K, the potassium salt of V-Cillin® (phe-

noxymethyl penicillin, Lilly), combines acid stability with immedi-
ate solubility and rapid absorption. Higher, more rapid serum
levels are obtained than with equal oral doses of penicillin G.

Indications: Streptococcus, pneumococcus, and gonococcus in-

fections; infections caused by sensitive strains of staphylococci;
prophylaxis of streptococcus infections in patients with a history

of rheumatic fever; and prevention of bacterial endocarditis after

tonsillectomy and tooth extraction in patients with a history of

rheumatic fever or congenital heart disease.

Contraindication: Penicillin hypersensitivity.

Warnings: In rare instances, penicillin may cause acute anaphy-
laxis which may prove fatal unless promptly controlled. This type
of reaction appears more frequently in patients with a history of

sensitivity reactions to penicillin or with bronchial asthma or

other allergies. Resuscitative drugs should be readily available.

These include epinephrine and pressor drugs (as well as oxygen
for inhalation) for immediate allergic manifestations and anti-

histamines and corticosteroids for delayed effects.

Precautions: Use cautiously, if at all, in a patient with a strongly

positive history of allergy.

In prolonged therapy with penicillin, and particularly with high
parenteral dosage schedules, frequent evaluation of the renal

and hematopoietic systems is recommended.
In suspected staphylococcus infections, proper laboratory

studies (including sensitivity tests) should be performed.
The use of penicillin may be associated with the overgrowth

of penicillin-insensitive organisms. In such cases, discontinue
administration and take appropriate measures.

Adverse Reactions: Although serious allergic reactions are much
less common with oral penicillin than with intramuscular forms,

manifestations of penicillin allergy may occur.

Penicillin is a substance of low toxicity, but it possesses a sig-

nificant index of sensitization. The following hypersensitivity re-

actions have been reported: skin rashes ranging from maculo-
papular eruptions to exfoliative dermatitis: urticaria; and reac-

tions resembling serum sickness, including chills, fever, edema,
arthralgia, and prostration. Severe and often fatal anaphylaxis
has occurred (see Warnings). Hemolytic anemia, leukopenia,

thrombocytopenia, and nephropathy are rarely observed side-

effects and are usually associated with high parenteral dosage.

Administration and Dosage: Usual dosage range, 125 mg.
(200,000 units) three times a day to 500 mg. (800,000 units) every

four hours. For infants, 50 mg. per Kg. per day divided into three

doses.
See package literature for detailed dosage instructions for

prophylaxis of streptococcus infections, surgery, gonorrhea, and
severe infections.

How Supplied; Tablets V-Cillin K® (Potassium Phenoxymethyl
Penicillin Tablets, U.S.P.), 125 mg. (200,000 units), 250 mg.
(400,000 units), and 500 mg. (800,000 units).

V-Cillin K® (potassium phenoxymethyl penicillin, Lilly), Pedi-

atric, tor Oral Solution, 125 mg. (200,000 units) and 250 mg.
(400,000 units) per 5 cc. of solution

(approximately one teaspoonful). [042567*]

900134 Additional information available

to physicians upon request.

Eli Lilly and Company, Indianapolis, Indiana 46206



A

Medical

Tcaching in

Perspective

CONTROVERSY HAS ARISEN among Col-

leagues, town and gown, young and not-so-

young, in the Denver area. Since it is of more

than local, or even regional, interest and im-

portance, we will share our observations with

physicians served by

the Rocky Mountain

Medical Journal. There

is a resemblance, as

you will note, to stu-

dent, faculty, and university administration-

al disturbances in various parts of the coun-

try. Think in terms of Columbia University,

San Francisco State College, or even the

campuses of the University of Colorado or

Colorado State University for a moment, then

forget about it and reflect upon the follow-

ing story. It has been unfolded in the last four

1968 issues of_ the Denver Medical Bulletin.

No purpose would be served in mentioning

names of all of our colleagues who have par-

ticipated, and space permits only a few com-

ments which appear apropos. Most physi-

cians in the Denver area who read the Bulle-

tin need not be reminded, and others who
care to do so may review it all in its Septem-

ber through December issues.

The controversy is involvement of private

practitioners in the voluntary services of Den-

ver General Hospital. Neither this Journal

nor the Bulletin is concerned with resolution

of any local controversy. However, its impli-

cations are of far-reaching concern to the

entire profession. The article which stirred

up the criticism and aroused bitter resent-

ment was authored by Dr. Avrum Organick,

Director of Medical Services at Denver Gen-

eral Hospital and an Associate Professor of

Medicine at the University of Colorado School

of Medicine. Reduction in the role of volun-

teer attending physicians in the integrated

teaching program has been most conspicuous

in the Department of Medicine, and a signi-

ficant factor is growth of the specialties. The
house-staff looks particularly, states Dr. Or-

ganick, for the “expertise” of the full-time

staff for guidance. He then questions the

value of the general internist, especially

when the “serious” problems are taken care

of by the full-time or consulting services. He
believes the residents probably feel that they

should spend as little time as possible with

him, the internist, that they are “very keen

to the shortcomings of the general internist

who has not kept up with development of

the subspecialties. The kinder of the young

residents will forgive the general attending

physician for his lack of competence in some

areas . .
.”. Furthermore, “The more restless

and perhaps impatient of the residents will

not forgive the older physician his lack of

knowledge.” Another of his statements is,

“The recently graduated former resident or

fellow has the advantage of freshness that

relatively few of the older physicians can

maintain.” How true, in a way, but few if

any of us could force ourselves to call it an

advantage!

The Editor of the Bulletin has best ex-

pressed the reaction of many, probably the

majority, of our colleagues to this uncalled-

for immature (to reciprocate the “kindness”

of the young residents, we chose this word

instead of “arrogant”) language and scornful

insolence: “Any internist who reads this ar-

ticle and does not respond has lost his interest

in controversy.” Be assured that more than

internists have responded. One states that

Dr. Organick must endure considerable shock

in looking across his moat at general intern-

ists “plodding through the fields of direct

patient care.” Another predicts that young

residents rushing from one authority to an-

other in the sub-specialties will become ex-

hausted, scorched, if not fried as they near

the inferno of exploding knowledge. A
thoughtful respondent mentions that there

are duds among all levels of physician-teach-

ers, and he believes this applies more often

to sub-specialists than others so narrow they

cannot see the forest for the trees. This same

author believes that the internist “should be

the hub of all good medical care with the

services of the sub-specialist requested as a

supplement in the more complex problems.”
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Others have said Amen to this, and we agree.

Better doctors will be turned out who have
been taught to study the patient before or-

dering up batteries of laboratory tests. Tra-

ditionally astute clinicians use their five

senses at the beginning! These editorial

columns presented, some months ago, an
apropos editorial entitled “Atrophy of the

Senses” and another “Over-Utilization of

Services.” The trainees would do far better

to utilize and train their senses in physical

diagnosis rather than to make diagnoses of

professional obsolescence among their teach-

ers. One of the respondents said, further,

that the private physician who gives of him-
self on a volunteer basis best teaches the

young doctor, by precept, how a balanced
blend of the traditional past, the rational

present, and the envisioned future work
threefold in supplying optimum medical care.

Interns and residents failing lessons in pa-

tient communication, control of their emo-
tions, consideration of their social and eco-

nomic problems, are not prepared to carry

on the better traditions of medical practice.

In other words, they should become good
doctors, in the broadest sense, before they

become sub-specialists or super-specialists.

These are the words of the President of the

American Society of Internal Medicine who
also saw the October issue of the Bulletin.

The changing scene in the practice of

medicine is more sad than we are willing to

believe if the general attending physician on
a ward service in internal medicine now
plays, or should occupy, a declining role. A
distinguished internist who served faithfully

as Chief of Medicine at Denver General Hos-
pital wrote to the Editor of the Bulletin that
he deeply resents the implication that the
performance of attending physicians should
be evaluated by young men nearing the time
of their graduation from medical school. The
Executive Director of the American College
of Physicians was sent one of the copies of

the Bulletin. Among other comments he
stated “How one can get broad field training
without some broadly field trained men to

give the training is beyond me.” He concluded
by stating he hopes that Dr. Organick will

hear plenty from the internists in his area.

He has . . . directly or indirectly!

We are reminded of a statement which
appeared in these editorial columns of the
October Rocky Mountain Medical Journal, a
part of the message to fellow members by
the President of the Nevada State Medical
Association: “The winds of social change are
blowing strongly, and it appears to me that
an early reversal of this trend through our
democratic governmental process is highly
unlikely. Therefore, the great tree of or-

ganized medicine situated in the ecological

winds of change must bend or be torn out by
the roots.” We agree that organized medicine
is changing and must continue to change,
but it is distressing to see, among the younger
members of our profession, those who ap-

parently would tear down or destroy some of

its finest traditions, and with it many of its

superior men.

The logical place to start any major proj-

ect—such as, for example, the training re-

quired to become a physician—is at the begin-
ning. If our neophytes fail first to become
good general physicians, the essential per-
sonal confidential doctor-patient relationship

will be destroyed, and the practice of medi-
cine may as well be turned completely over
to the government and finally to computers.
May we or our successors never live to see it!

TA HE FIRST Medical Conference from the
University of New Mexico School of Medicine
to be published in the RMMJ appeared in
the December 1968 issue on the subject of
“Eosinophilic Pleural Effusion and Bron-

chiectasis.” The pres-

ent issue continues

with the Conference

on “Epilepsy in Middle
Age.” One on “Heart

Failure” is planned for

April and another on “Neuropathies” for

June.

We hope that these contributions will be-

come regular features of the RMMJ. To a

great extent this will depend on reader reac-

tion. Because most people are not letter

Medical

Conferences,

!\ew Mexico

Style
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writers, those who prepare the Conferences

must depend on word-of-mouth impressions

and, in these days of competition for the phy-

sician’s time, such comments are infrequent.

Many physicians in the School of Medi-

cine are involved in the Conferences. In par-

ticular, Dr. Arnold H. Greenhouse, Acting

Chairman of the Department of Medicine, has

done much of the selecting, recording and

editing of material.

Dr. William S. Curran, recently appointed

Assistant Scientific Editor for New Mexico,

has taken on the responsibility of assuring

the Journal a steady supply of these articles.

This is a time-consuming operation. The ses-

sions must be recorded, typed, checked by

the speakers, edited and then proofread.

Hours of labor are involved, and love’s labor

is lost if a vacuum of silence exists. Un-
doubtedly, the teaching value of the Confer-

ences is enhanced if the authors receive com-
ments about the material presented and rec-

ommendations as to future subjects.

There is one characteristic of these new
Conferences that distinguishes them from the

clinicopathologic conferences, grand rounds

or similar exercises published in other medi-

cal journals. This is the kachina symbol, dis-

tinctive to most of the Pueblo Indians of

New Mexico. The kachina doll, which is

found at the beginning of each presentation,

represents the “Black Ogre.” Although one

might not believe it from the name of this

particular figure, it is said that kachinas are

divine beings, standing between man and

God, helpful, though invisible, and present

only half the year. During that time they

may become visible to those who are properly

instructed and indoctrinated. If so, desirable

things will come to them from the symbols

in the kachina mask—rain, crops, fertility.

In some ways, the authors of the Confer-

ences have a similar outlook. They also will

be present in the pages of the RMMJ about

half the year, they too will be visible if the

properly motivated readers will turn to the

right page, and they also will bring some-

thing of value to the participant — the

thoughts of the staff of the new medical

school in the Rocky Mountain area.

Marcus J. Smith, MD*
‘Editor, New Mexico Section, Rocky Mountain Medical
Journal.

THE HEREDITARY CANCER SYNDROME
The Medical Genetics Section of the Department of Preventive Medicine and

Public Health at Creighton University School of Medicine, Omaha, Nebraska, is

interested in the study of patients showing an increased incidence of any histological

variety of cancer in their families. Of particular interest to us is the cancer family

syndrome, characterized by: (1) increased frequency of adenocarcinoma of all sites,

particularly of the colon and endometrium, (2) early age at onset of cancer, (3)

increased occurrences of multiple primary malignant neoplasms, and (4) auto-
I

somal dominant inheritance. To date, we have investigated six families fulfilling

all of the above criteria (Lynch, H. T., and Krush, A. J.; Heredity and Adenocar-

cinoma of the Colon, Gastroenterology 53:517-527, 1967), and have corresponded

with physicians in Europe who have described two separate and non-related families

which also fulfill the above criteria.

Physicians with patients known to have a familial cancer background, may
write to Henry T. Lynch, M.D., Associate Professor and Chairman, Department of

Preventive Medicine and Public Health, Creighton University School of Medicine,

657 North 27th Street, Omaha, Nebraska 68131.

We invite your cooperation in our studies which will include a genealogical and

medical investigation of the entire kindred in each case. All information obtained

will be shared with family physicians in order to facilitate cancer control.
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heavenly relief

for unearthly cough

Benyliri
EXPECTORANT

Each huidounce contains: 80 mg.
Benadryl® (diphenhydramine
hydrochloride, Parke-Davis);

1 2 grains ammonium chloride;

5 grains sodium citrate;

2 grains chloroform; 1/10 grain

menthol; and5% alcohol.

An antitussive and expectorant for

control of coughs due to colds or

of allergic origin,BENYLIN
EXPECTORANT is the leading

cough preparation of its kind.

BENYLIN EXPECTORANT
tends to inhibit cough reflex...

soothes irritated throat membranes.
And its not-too-sweet, pleasant

raspberry flavor makesBENYLIN
EXPECTORANT easy to take.

PRECAUTIONS: Persons who
have become drowsy on this or

other antihistamine-containing

drugs, or whose tolerance is not
known, should not drive vehicles

or engage in other activities re-

quiring keen response while using

this preparation. Hypnotics, seda-

tives, or tranquilizers if used with
BENYLIN EXPECTORANT

should be prescribed with caution

because of possible additive effect.

Diphenhydramine has an atro-

pine-like action which should be
considered when prescribing

BENYLIN EXPECTORANT.
ADVERSE REACTIONS: Side
reactions may affect the nervous,

gastrointestinal, and cardiovascu-

lar systems. Drowsiness, dizziness,

dryness of the mouth, nausea, ner-

vousness, palpitation, and blurring

of vision have been reported. Al-

lergic reactions may occur.

PACKAGING: Bottles of 4 oz.,

1 6 oz., and 1 gal.

Parke, Davis& Company
Detroit, Michigan 48232
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PARKE-DAVIS
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Group practice of medicine

An emerging organizational phenomenon

John Edward Kralewski

i. .

, A timely historical review and
analysis of an increasingly

popular mode of practice.

The division of labor and the concomitant

principles of specialization that evolved from

Adam Smith’s scholarly observations and
foreran the industrial development of our

nation evaded the realm of medicine until

recent years. In fact, specialization, the by-

word of industrial leaders, was for many
years disregarded by the medical profession;

and, while practically every other tradesman

was specializing, the medical profession dili-

gently worked toward the abolition of the

traditional lines of demarcation, mainly those

between physicians and surgeons. In the late

1800 ’s, however, with the development of

more advanced and complex technics in medi-
cal care, individual physicians found they

were unable to cope with the entire medical

regime. This, coupled with the fact that

specialists enjoyed better working conditions

(mainly hours), higher fee schedules, and
more prestige, forced specialization as a real-

ity in the practice of medicine.

Specialization brought with it, however,
a fragmented medical care dilemma that

foimd many patients being treated in a high-

ly segmented manner and being referred from
specialist to speciahst with no one doctor
relating all of the segments to the patient as

a whole. Although various attempts have

*Mr. Kralewski is Assistant Professor and Director, Pro-
gram in Health Administration, University of Colorado
Medical Center, Denver.

been made to integrate the various special-

ties into a meaningful sequence, many in the

health care field still see it as one of the most

serious limitations to high quality health care

today. As one author states it: “The present

patterns of medical practice present barriers

to the concept of continuing, comprehensive

care, because of the fragmentation that has

resulted from specialization, and practice

habits that limit interest to the episodic care

of illness.”^

Evolution of the Group Practice Concept

In attempting to resolve this problem sev-

eral typologies evolved. The most promising

seems to be the group practice concept,

wherein several specialists practice together,

sharing a common office with its equipment
and ancillary staff, and integrating their

specialties through an internist or family

doctor who is part of their organization. The
Mayos of Rochester, Minnesota, are often

credited with originating the group practice

method; yet it seems likely that no one group
developed the idea singlehandedly even
though the Mayos did much to crystallize and
publicize the concept. The Mayos have had a

tremendous impact on the development of

group medicine, mainly because their clinic

acted as a training ground for a great many
physicians who, after graduating, went back
to their various home town areas and organ-

ized similar practices. Other training insti-

tutions, one of the earliest being Johns Hop-
kins Medical School, also began organizing

their faculties on a group practice basis, and
by doing so altered the traditionally indi-

vidualistic ideal previously promulgated to
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medical students and thereby set the climate

for future group practice development. The

Second World War was another element that

affected this climate and promoted the ac-

ceptance of the group practice ideal. Many
military physicians were impressed by the

advantages gained by the military clinic type

practice of medicine, and a survey conducted

during that era by the AMA showed over 50

per cent of the physicians then in the Military

Services favoring the group practice concept

as a method of furnishing health care when
they returned to civilian life.^

In the 1920’s various other forms of group

practice began to appear—the departure be-

ing in two main directions. The first consisted

of variations in the professional aspects of

certain groups; this led to development of

single specialty organizations, a form that has

been and still is very successful, and to

groups that concentrated on diagnostic work
only. The other variation involved changes in

the traditional economic patterns of health

care, and this departure led to the develop-

ment of the so-called panel groups and con-

sumer credit groups, which were sponsored
by both unions and management, and which
involved prepayment as a central issue.

It seems that the group practice concept

is almost entirely a North American phe-

nomenon, although it appears from the litera-

ture that other nations, especially France, are

becoming vitally interested in the idea. This

may indicate the general acceptance of Amer-
ican organizational typologies by other coun-
tries as they search out more efficient produc-
tion methods, or it may reflect the common-
ality of the American and European cultures.

Both of these cultures derive from an an-
cestry wherein group practices were a way
of life with the hospital the center of the

health system.

Cultural influences may have set the stage
for the development of the group practice

concept here in the United States, but many
authors believe that it was the realities of life

that brought the idea to fruition. They point
to the tremendous shortage of medical per-
sonnel and believe that the recent movement
toward group practices, although partly a

reaction against specialization, was actually

precipitated by a desire to better allocate a

scarce commodity. Kingsley Roberts,® the Di-

rector of the Medical Group Practice Council

of the Medical Administration Service, for

example, believes that group practices evolve

because they are generally advantageous to

the physician, offering greater efficiency,

economy, and professional advantages, es-

pecially to the young doctor who must other-

wise spend years to build a practice. These

efficiencies were generally noted as early as

1932 when a Senate sub-committee on the

Cost of Medical Care recognized and recom-

mended the development of group practices as

a means of economizing medical personnel

and medical finances. From a concurring

viewpoint, C. Rufus Rorem cites the increas-

ing reliance on capital investment for the

adequate diagnosis and treatment of patients

as the major factor causing the shift to group

practice.^ Rorem in this context believes that

specialization forced the group practice issue,

not because of fragmented medical care but

rather because it led to the existence of com-

plicated, intricate, and expensive specialty

facilities that are beyond the reach of the

individual doctors practicing alone.

In opposition to this view, however, Dr. E.

Richard Weinerman® points to these financial

burdens as a major barrier to the develop-

ment of the group practice concept. Costs of

capital construction and equipment are, in his

estimation, too great a burden for the indi-

vidual or even a group of individuals; and he

points to organized labor’s abandonment of

their health facilities in favor of purchasing

services from local facilities as support of his

thesis.

From these general observations it seems

that the hospital, with most of this construc-

tion already undertaken and with community
support for further construction, is in a good

position to develop the group practice concept.

This will be especially true in the future as

construction costs increase, as equipment be-

comes more elaborate and more difficult to

operate, and as more ancillary personnel are

required to “back up” the physician. Many
leaders in the health care field, therefore, see

this as the most rational line of progression

and believe that the hospital should furnish

the impetus for group practice growth.
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It appears then, to recapitulate, that spe-

cialization, the high costs of setting up a

practice, and the rapidly expanding com-

plexities of modem day medicine were major

factors in the development of the group prac-

tice concept in the United States. Yet, in

other nations these factors yielded other

types of arrangements. Therefore we must

conclude that certain cultural, economic, and

organizational aspects of the American health

care system operated to furnish an at least

semi-favorable climate that furnished fertile

substrate for the group practice typology.

Types of Group Practitioners

The promulgation of a great variety of

organizational structures under the general-

ized heading of group practice has caused

considerable confusion among those attempt-

ing to examine and study the organizational

aspects of the concept. In examining the vari-

ous types and forms of group practices as they

presently exist in the United States, Dr.

George Silver® proposes that the groups be

classified on a two dimensional basis — by

sponsorship and by function.

SPONSORSHIP: Under this heading Dr. Sil-

ver delineates five sponsors:

1.

Physicians: An individual physician, as

his practice increases, often adds junior

members to help share the burden or,

in other cases, several doctors who
share mutual interests, organize a

group practice and thus work together.

Partnerships, associations, and, al-

though in a more limited sense, con-

sultant relationships, are also included

in this category. The Mayo Clinic in

Rochester, Minnesota, and the Roos

Clinic in Los Angeles, are examples of

large scale physician-sponsored group

practice organizations and represent,

according to Pomrinse and Goldstein,^

a typology that accounts for 86 per cent

of all medical groups in the United

States, with 44 per cent of them em-
ploying physicians in addition to the

partners.

2. Industrial: Medical groups organized

by industrial firms are among the old-

est types of group practices. The Home-
stake Mining Company, for example,

organized such a group to serve its

employees in the 1870’s. More recently

(1910) the Northern Pacific Railway

Company developed a health care sys-

tem of hospitals with salaried physi-

cians to staff the facilities on a group

practice basis. It seems that this type

of organization is decreasing, possibly

because of the expense and problems

involved in administering a modern-

day health care system. It appears that

industrial firms find it more economi-

cal and much less troublesome to pur-

chase a health insurance plan for their

employees. This, of course, allows man-
agement a more flexible arrangement

and prevents them from becoming tied

to a large costly system when produc-

tion is cut back. A good case in point

is the recent closing of the hospitals

owned and operated by the coal mining

union in the Appalachian Mountain
region.

This type of sponsorship in the past

has had a tremendous impact on group

practice as an accepted phenomena.

Schwartz,® for example, found 8 of the

12 consumer and physician sponsored

plans to have developed from early

industrial sponsorship. He attributes

the many similarities of the consumer

and physician sponsored plans to this

common origin, and he specifically feels

that the early industrial sponsorship

contributed greatly to the broad cover-

age now offered by these plans. This

thesis is apparently reinforced by Ed-

ward Stevens® who Schwartz quotes as

stating that early industrial physicians’

plans were very broad, including com-

plete medical and surgical care and

hospitalization in most cases.

3. Labor Unions: Labor leaders concerned

with the poor services and high cost of

health care rendered to them are taking

a second look at what their bargaining
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dollar is buying. As a result, several

attempts have been made to organize

group practices to care for the em-

ployees of certain unions. The retail-

wholesale and department store unions

in St. Louis have pioneered comprehen-

sive coverage of medical care through a

group practice for their membership.

The United Auto Workers have alsc

developed a prepaid group practice

plan in Detroit (Community Health As-

sociation); and more recently (1962),

the Hotel Workers Union in New York

City entered into a contract with a New
York Hospital for a group practice ar-

rangement to provide services to their

members and their families. Although

organized labor in most of these cases

has not actually sponsored and devel-

oped the group practice involved, they

nonetheless furnished the impetus for

the development by entering into con-

tracts to purchase services from a group

if they would form this type of organi-

zation. Thus they have in essence acted

as the sponsor.

4. Consumer Groups: The Kaiser Founda-

tion Health Plan is no doubt the most

outstanding example of this type of or-

ganization. The Kaiser plan was de-

veloped under industrial sponsorship in

the late 1930’s to furnish health care to

Kaiser employees working on a con-

struction project. When the project

was completed, the health care plan

was dissolved; but new plans were es-

tablished as other major construction

projects were undertaken. The plan

that evolved to furnish health care for

the rapidly expanding Kaiser ship

building industry during World War II

had a membership of 90,000 workers

and their families when the war ended

in 1945. As the ship building activities

were reduced, many of these employees

joined other work organizations but

were not anxious to leave the health

care plan. This impetus coupled with

the doctors’ desire to continue as a

medical group led to the transforma-

tion of the Kaiser plan into a consumer
sponsored operation open to enrollment

of groups and individuals who were not

Kaiser employees. The plan now pro-

vides medical care to nearly a million

and a half people, utilizing the services

of twelve hundred physicians and 16

Kaiser hospitals with 3,200 beds.

The Kaiser plan is organized around

an insurance mechanism termed the

Kaiser Foundation Health Plan. This

organization enrolls subscribers, col-

lects revenues, and finances the medical

and hospital care for the membership.

The medical care is carried out by medi-

cal groups organized regionally as part-

nerships. Hospital care is provided

through the Kaiser Foundation Hos-

pitals, a California non-profit charitable

corporation made up of 15 medical cen-

ters with both inpatient and outpatient

services and a rehabilitation center.

The health plan pays the hospital cor-

poration according to a cost reimburse-

ment agreement which includes oper-

ating costs and amortization of facili-

ties. The medical groups are paid a

negotiated amount per month by the

health plan for each health plan mem-
ber as a regular and stable income

rather than on a fee for service basis.

The Health Insurance Plan of great-

er New York City is another example

of a consumer sponsored organization.

H.I.P. is administered by a public body

(a board of directors), has open mem-
bership, and provides health care
through a group practice-physician ar-

rangement. The plan utilizes the exist-

ing community hospitals instead of

building and operating their own facili-

ties. Functionally H.I.P. provides the

organizational know-how and an insur-

ance mechanism for groups of physi-

cians who wish to establish a group

practice. In turn H.I.P. sets the stand-

ards of quality to which the group must

conform in order to retain membership.
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The Group Health Association of St.

Paul, located in St. Paul, Minnesota,

represents another consumer group

plan and presents some interesting in-

novations. The Association is organized

on a prepayment basis and, as with

many other group practice plans, offers

rather extensive medical and surgical

coverage, including out patient drugs,

at a minimal fee, and full hospitaliza-

tion—using the community hospitals.

The plan differs from others, however,

in that it allows the membership to

choose between the group practice phy-

sicians and a private physician when-

ever they need medical care. The plan

pays all of the costs if the patient uses

the association group practice and all

but a slight deductible if the patient

uses a private practitioner. Thus, a plan

member can exercise his choice of sys-

tems; and although the choice of a non-

group practice physician means that he

must pay a deductible fee, the fee is

small enough that it does not dissuade

him from choosing an alternate system

if he is dissatisfied with the group prac-

tice scheme. Officials of the St. Paul

Plan believe this to be a worthwhile

control on their activities, aTowing the

plan members an effective method of

keeping the group responsive to the

patient’s needs. They also point out,

however, that while the plan members
have this option, few use outside phy-

sicians. This, they believe, indicates the

generally high level of satisfaction

among the plan members in terms of

the services offered through the group

practice concept.

5. Hospitals: Michael M. Davis in his book.

Medical Care for Tomorrow, identifies

the hospital-sponsored group practice

as the most natural and likely type of

medical organization both for today

and for the future. Davis points out

that most hospitals have the space and

equipment, the organization and the

administrative ability to organize and

carry out a group practice concept. He

adds that physicians are, also, already

in the hospital setting and at least

somewhat used to working together

under the organizational policies of the

hospital. The chief obstacles are pri-

marily psychologic in that the concept

abrogates to a degree the physician’s

image of himself as an individualistic,

free practicing professional. It is like-

ly, however, that the sheer expense and

complexity of present day diagnostic

and treatment facilities will eventually

force the issue and will probably neces-

sitate a setting that has a broader for-

mal base—possibly the hospital. As
Ray Brown^® points out: “The concept

of the modern hospital is one of insti-

tutional synthesis, of bringing together

all the components of medical care

which cannot be provided by the in-

dividual physician or patients.”

Whatever the future, it seems that the

group practice idea evolved at least in

part from the hospital setting. The

Mayo Clinic and other similar clinics

developed from a group of physicians

practicing together in a privately

owned hospital; and as they grew

larger, they struck out on their own
either to be free of hospital dominance

or because they found the hospital to

be too expensive to operate. This type

of arrangement still flourishes in some

specialty hospitals for diagnosis (Ben-

jamin Franklin Clinic, Philadelphia),

in certain industrial hospitals such as

the Henry Ford Hospital at Detroit and

in the university settings where health

services, etc., are operated on a group

practice basis by the university hos-

pital.

FUNCTIONAL DELINEATION: According

to Silver, the early group practices were us-

ually diagnostic in nature and consisted of

various specialists who joined together to

pool their abilities and perform a highly

skilled diagnostic service. Patients were sel-

dom treated by these groups and were usually

returned to their referring physicians. The

for February 1969 39



The first 400 mg. Trocinate tablet

usually relieves discomfort

so promptly that

Diarrhea ceases to be a bother

Trocinate has no known therapeutic value

other than relaxing smooth muscle by direct

action when coming in contact with the spas-

tic muscle cell. Trocinate has none of the

troublesome side-effects of anticholinergic

drugs. Trocinate relieves the discomfort of

diarrhea by decreasing both peristalsis and
muscle tone. Trocinate is metabolized by the

body and eliminated in the urine as harmless
degradation products. Normal intestinal func-

tion is resumed.

The action of Trocinate is prompt, making
the spacing of dosage easy. Often one or two
400 mg. tablets are sufficient to control diar-

rhea. The recommended dosage in spasm of

the G. I. and G. U. tract is 400 mg. q. 4 h.

A prescription of twelve (12) 400 mg. tablets

will, in most cases, allow the patient to have
a few to keep in reserve.

Literature and samples available

WILLIAM P. POYTHRESS & CO.. INC.

RICHMOND, VIRGINIA 23217

Manufacturers of ethical pharmaceuticals since 1856

Benjamin Franklin Diagnostic Clinic (Phila-

delphia) and the Mount Sinai Diagnostic

Clinic at New York were forerunners of this

concept. Some diagnostic clinics such as the

Mayo Clinic and many university health cen-

ters offered treatment as well as diagnosis;

and this composed, according to Silver, a

second type of functional grouping which

embraced a more holistic role. Silver’s third

functional type is the even more encouraging,

so-called family clinic which consists at least

initially of multi-disciplinary specialists, with

general practitioners or internists acting to

integrate the specialist’s care as a family phy-

sician. Many of these groups began as family

clinics with physicians from the same family

practicing together. Others were organized

by specialists who wanted to integrate their

specialties through a family physician mem-
ber of the group. Either way the major dif-

ference between this type of group practice

and the other two functional types is that pa-

tients come to the clinic on their own without

referral and are seen by the family physician

instead of being referred by a practice prac-

titioner.

There are, of course, many other group

type organizations ranging from the loosely

formed consulting agreements between spe-

cialist and general practitioner to the large

medical buildings where physicians practice

together but with little contact.

To try to clarify, then, what is generally

meant by group practice, let me offer two
definitions: In 1927 Klotz“ described a group

practice as “a self determining organization

of a number of physicians occupying offices

in the same building with some form of

agreement concerning the assignment of pa-

tients, the use and control of plant equipment

and assistant personnel, and the distribution

of the financial returns among the partici-

pants.” Klotz pointed out that “organization

distinguished it from solo practice and self

determination distinguished it from a hos-

pital organization.” This definition excludes

groups controlled by laymen, a feature that

was not included 13 years later when the

Committee on Research and Medical Econom-
ics (1940) defined group practice as “the ap-

plication of medical service by a number of
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physicians working in a systematic associa-

tion with joint use of equipment and technical

personnel and with centralized administra-

tion and financial organization.” In profile,

Rufus Rorem^^ in a study of group practice

arrangements listed the following character-

istic features:.

1. Cooperative and contiguous medical

practice facilities used in common.

2. All or most physicians full time.

3. Two or more medical specialties repre-

sented.

4. Patients the responsibility of the group.

5. Pooled income.

6. Physicians’ income determined by con-

tractual arrangement among them-

selves.

7. Administration by a businessman who
handles all non-medical matters.

Conclusion

The term “group practice” with all its

good and bad connotations therefore repre-

sents a wide range of organizational and phil-

osophical typologies in the health care field.

This often leads to some rather unfortunate

consequences in that the group practice con-

cept in general is often condemned on the

basis of information derived from one plan

with little or no knowledge of the positive

benefits inherent in other plans. Similarly,

when attempting to develop a group practice

scheme, there is a tendency to again identify

the group practice concept with a singular

format such as the Kaiser Plan or H.I.P. and

therefore develop the new plan on that basis

rather than taking the best of a number of

plans and developing a hybrid form.

The group practice terminology will prob-

ably become more refined during the next

few years so as to more accurately represent

each form. Let’s hope that this is accom-

panied by a series of studies designed to

identify the positive and negative aspects of

each approach so as to furnish some hard data

for future use. •
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Homosexuality- -current concepts

and attitudes

Warren H. Walker, MD, Denver

The term homosexuality leaves much to

be desired because it conveys so many dif-

ferent concepts to so many different people.

To some the term refers to an incorrect sexual

object choice, to others a stage of psycho-

sexual development. It is misapplied to situ-

ations of unilateral or homogenous sexual

composition and badly used in relation to

any form of heterosexual failure. As it is so

often true when varying definitions of a

particular term exist, it is most efficient to

adopt an operational definition which can

easily be stated in each context. The opera-

tional definition, borrowed from Dr. Irving

Bieber et al., is as follows: by homosexuality

we mean the condition in which an adult has

frequent or exclusive sexual relationships

with members of his own sex.

As a diagnosis, homosexuality should be

used cautiously because of the moral con-

demnation attached to it. This diagnosis

should not be made on such basis as (1)

masturbation (2) sexual failure with a het-

erosexual partner (3) effeminate or masculine

mannerisms where they don’t belong or (4)

even on the basis of one adult experience.

There is but one pathognomonic sign—the

frequent or exclusive adult sexual relation-

ships with members of one’s own sex.

One estimate lists 1 to 2 per cent of male
population as exclusively homosexual and
another 3 to 4 per cent as bisexual.

Attitudes toward homosexuality are

changing, evidenced most prominently by
the passage of a law last year in Britain

which states that homosexual relations in

private between consenting adults is no long-

er illegal. In this country there have been

several programs on television depicting the

feelings, the problems, the attitudes, and the

way of life for homosexuals. People ponder

whether homosexuality is increasing in fre-

quency. Perhaps no true answer can be given

to this since past and present statistics may
be no more than an educated guess.

As an extrapolation of more understanding

public attitudes toward this condition, some
writers and some homosexuals have attempt-

ed to present the concept that homosexuality

is a normal segment of the spectrum of hu-

man sexuality and that it should not be con-

sidered as pathological. Most psychiatrists

consider this condition definitely pathological,

and believe that we are all biologically pro-

grammed to be heterosexual. It is also be-

lieved by most psychiatrists that this condi-

tion is neither hereditary nor congenital nor

constitutional, rather that early life experi-

ences and relationships may in some way
present barriers to the realization of the na-

tive biological programming.

As you may perceive then, the older atti-

tude that homosexuality is not treatable and

the physician must help the unfortunate

victim to learn to live with his problem, is

less commonly met. A very important re-

search effort was carried out in 1960 by Dr.

Irving Bieber and associates in New York

City. Their studies show that of 106 homo-

sexual men treated psychoanalytically, 41

per cent remained exclusively homosexual,

6 per cent were sexually inactive, 26 per cent
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were bisexual, and 27 per cent were now
exclusively heterosexual. In addition, signi-

ficant improvement of occupational effective-

ness, social relationships, and symptoms

(other than sexual behavior) occurred in 91

per cent. Treatment by methods other than

psychoanalysis—such as by individual psy-

chotherapy, group psychotherapy, and be-

havior conditioning show roughly comparable

results. Therefore, we recommend that this

condition should be given the benefit of in-

tensive psychiatric treatment. Homosexuality,

however, is hardly a condition to be treated

definitively by the non-psychiatric physician.

It is true that the family physician, the in-

ternist, the urologist, and the dermatologist

may well be the first to encounter the patient

with this problem; their understanding and

hopeful approach is important to the possi-

bility of, and to the outcome of, definitive

treatment.

Finally, what can really be said about the

dynamics of homosexuality—what does lead

to such a biologic miscarriage? Most of the

research is done with males, apparently be-

cause society is most offended by male homo-

sexuality. Hence the following remarks apply

chiefly to males. The most common dynamics

are as follows (taken from several authors

and sources)

:

1. Fear of aggression from other males in

the form of castration, dismemberment, mu-
tilation in retaliation for attempts to be

masculine. When we say “castration fear” it

always leaves non-psychiatrists shaking their

heads. Space does not permit us to expound

on it fully but consider only three ideas:

(a) Children do have sexual fantasies.

(b) “Let the punishment fit the crime”

was not invented by Gilbert & Sullivan

but has been with us since time began.

(c) When faced by attack, what p>or-

tion of any man’s body (after the head)

does he automatically protect?

2. The failure of either parent to be de-

voted to the biological sexual destiny of the

child. This is an idea brought forward by
Catherine Bacon who states she’s never seen

overt homosexuality if one or the other par-

ent was able to commit strength to the correct

sexual role of the child.

3. The close, binding, over-intimate, sex-

ually seductive-restrictive mother and hostile

father. From my treatment records, I have

never encountered homosexuality in a man
who had a good relationship with his father.

4. The analysis of symptomatic behavior

which reveals:

(a) Narcissism—loving the self or ideal

self.

(b) Infantilism — sucking and being

sucked, the passive role.

(c) The need for love from parent of

same sex.

We neither know all there is to be known
of this complex problem nor are we help-

lessly in the dark. Please remember homo-

sexuality is an illness. It can be understood;

it can be treated successfully in many pa-

tients. •
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Tomography in some
orthopedic problems

N. Kriss, MD,* Geneva, New York

It is the purpose of this paper to stress

the usefuless of laminograms in certain

orthopedic problems in which the

radiographic detail is obscured either by

extrinsic applications (casts) or by

intrinsic density factors.

Tomography, laminography or body section

radiography is a special x-ray technic em-

ployed to show in detail images of structures

lying in a predetermined plane of the body

while blurring or eliminating detail in images

of structures in other planes.^ This is tech-

nically accomplished by opposite movement
between x-ray tube and film during exposure

around a resting axis set at the level of spe-

cial interest. The length of tube travel gov-

erns the thickness of the tissue layer exam-

ined, but it is the direction of tube travel

which primarily controls the completeness

of the obscuring effect.

Uni-directional laminograms, in which

the tube-film movement is linear, are being

superseded by the newer hypocycloid or

circular movements, which produce the most

complete blur of the unwanted layers and

result in fewest summation shadows.®-^'®’®

Probably the majority of the older, presently

available tomographic units (including our

own), are of uni-directional type using an

adaptation set with the existing x-ray equip-

ment and multi-layer book type cassettes.

The quality of our examinations would have

been probably better with the poly-direction-

al laminograph, but our studies are diagnostic.

*Dr. Kriss is Radiologist, Geneva General Hospital, Geneva,
N. Y.

The relatively higher amount of radiation

needed for the longer and multiple exposures,

as well as the greater amount of time ex-

panded on this examination, puts it in the

group of selective technics. In the broad sense,

the indications for laminography include all

“hard-to-see areas,”® where the object of in-

terest is either obscured by overlying sha-

dows or is below the limits of visibility in

plain films.

CASE REPORTS

CASE 1: A 42-year-old male sustained a com-
pression fracture of the lateral mass of C-6 on

the left side while falling off a truck. The vertical

diameter of the lateral mass was compressed
anteriorly to about half of normal. There was
anterior subluxation of about 5 millimeters of the

upper cervical vertebrae, including C-6 in rela-

tion to C-7. The posterior lower margin of the

body of C-6 was chipped. There was a linear frac-

ture of the lateral portion of the same vertebra. A
ten degrees posterior angulation and scoliosis to

the right was present. The patient was initially

quadruplegic and had a sensory loss over the

dorsal aspect of both hands.

After traction for 10 days in a Stryker frame,

the neurological deficit disappeared, and the patient

was placed in a head, neck and upper body cast

(Minerva jacket). The follow-up x-rays through the

cast on May 23, 1968, showed unsatisfactory detail

due to cast overlay in AP projection (Fig. la). It

was therefore, decided to carry out the laminogra-

phic study with the patient in cast in supine posi-

tion. The level of interest was determined by
measuring it in the previous lateral view of the

neck and was shown to lie between 10 to 13 cms.

from the table top (thickness of the cast added).

The transverse sections, best at the level of 13 cms,

showed the compression fracture of the lateral

mass of C-6 essentially unchanged as compared
with the previous studies (Fig. lb). The lateral

view showed improvement of the sublaxation

C-6-7.
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Fig. 1. Left: Plain x-ray AP view of the neck in

the heavy head-neck cast (Minerva jacket). The

spine smudged hy the en face superimposition of

the cast. Poor detail.

Right: One of the transverse laminograms at the

level of 13 cm. from the table top showing the com-
pression fracture of the left lateral mass of C-6

(arrow). The obscuration by the cast is lifted.

Only the cross section of the plaster of Paris is

visible on the outside of the spine. Good detail.

Comment
The laminograms permitted continuation

of immobilization by demonstrating good

detail through a heavy cast.

CASE 2: This 37-year-old male sustained a com-
pound comminuted fracture of lower third of the

tibia and of mid-portion of the fibula on the right,

July 29, 1962. He had been treated in another

hospital by debridement and open reduction, in-

sertion of a Steinman pin in the os calcis and tibia

and application of a long leg cast. He was trans-

ferred to our hospital on August 11, 1962, and
remained in the long leg cast until September 10,

1963. The routine studies of the lower leg in-

cluding the ankle on September 19, 1963, showed
the same degree of angulation of the fragment as

previously, with apparent complete obliteration of

the fracture line in AP, lateral and oblique pro-

jections. Because of superimposition of the frag-
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ments and sclerosis along the fracture site, there

was some question about the extent of callus

formation (Fig. 2). Laminographic studies of the

left lower leg, in 1/2 -centimeter thick sections, in

AP and lateral projections showed obliteration

only in the posterolateral third of the fracture

line in the tibia with a periosteal new bone for-

mation bridging over the fracture line on the

same side (Fig. 2). The periosteal callus was 1 to

1 1/2 centimeters thick. The fragments of the fibula

showed almost complete fusion in the upper frac-

ture line with partial obliteration in the lower.

By April, 1965, complete bony union had taken

place in the lower tibia and fibula. The patient

Fig. 2. Top: Routine radiographs of the lower leg

in AP and lateral projections showing sclerotic

fracture area in the lower tibia with two obliter-

ated fractures in the mid-lower fibula.

Bottom: Lateral laminograms at different levels

showing mostly sclerotic fracture surfaces between
the tibial fragments. First radiograph on the left

showing fair periosteal bridging callus on the pos-

tero-lateral side. First radiograph on the right

showing endosteal callus only in the posterior third

between the fragments of the tibia. Satisfactory

callus has formed superiorly between the slightly

offset fragments of the fibula.
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developed, however, traumatic arthritis in the

ankle with sclerotic and cystic changes and limita-

tion of motion. Arthrodesis of the ankle joint

was carried out in June, 1965. Since then, the pa-

tient has remained free of significant complaints

or disability.

Comment

The laminographic studies were used to

demonstrate the extent of endosteal callus

which was obscured by new bone formation

along the oblique overlapping surfaces of the

fragments, and was shown to be much less

than on the plain radiographs.

CASE 3: A 43-year-old female patient has been
suffering from a metastatic type of osteomyelitis in

the left lower femur from the age of 16. The
fistulous tract drained on the medial lower aspect

of the thigh. During two more recent surgical

procedures in 1966 and 1967, extensive debride-

ment and saucerization were carried out and two
fenestrated catheters placed through which the

antibiotic solution was instilled (Achromycin to

which the micro-organisms were sensitive). The
infections seemed to be under control and the

secretion ceased. However, during the last few
months preceding the present x-ray examination,
the upper margin of the cavity in the lower femur
was irregular, but a definite sequestrum was not
apparent (Fig. 3 upper). The laminographic studies

in AP and lateral projections showed in one of the
lateral sections a dense necrotic crescent fragment
measuring 7x3 mms. in the upper margin of

the cavity (Fig. 3 bottom) which was oval lying
in about middle line of the distal femoral shaft,

whereas the transverse sections showed a crescent

new bone formation on the lateral side of the
cavity with two pin-point, dense openings repre-
senting new vessels. The condition of the patient
was complicated by chronic Laennec’s cirrhosis

with ascites.

Following saucerization, and removal of the
sequestrum, the drainage stopped. The process
appears to be under control.

Fig. 3. Upper: Routine AP and lateral views of the

lower femur showing an osteomyelitic cavity in

the lower shaft with sclerosis. Definite sequestrum
not apparent.

Fig. 3. Lower: Laminograms in transverse and
sagittal planes.

Left: Lateral view showing a sequestrum 7x3 mm.
in diameter in the upper margin of the cavity.

Right: AP view sequestrum not demonstrated at

this plane, hut crescent new hone formation on
the medial side with two pin-point openings from
granulation vessels.
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Comment

Tomographic studies were used in this case

for demonstration of a sequestrum hidden in

the routine radiographs by the sclerotic osteo-

myelitic bone. It is a measure of the sharp-

ness and detail obtained in these laminogra-

phic studies that minute granulation vessels

of pin-point size became apparent.

Summary

Although laminography or tomography is

extensively used in various diagnostic prob-

lems/’® its application in orthopedic studies

is less common.
A few examples of its use in this field are

chosen to show the advantage of this technic.

A heavy cast does not need to be removed to

evaluate the position of bony structures. The
extent of callus in a compound fracture is

sometimes better seen in sectional films, and

a small sequestrum in a dense osteomyelitic

cavity is revealed. The new pluridirectional

equipment adds a new dimension to this

method. •
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Plant poisoning in a child

Larry E. Rork,* Denver

There are poisonous plants in our area—

-

something to consider in differential

diagnosis of obscure acute illness.

Although actual fatalities caused by poi-

sonous plants are relatively infrequent, up to

ten cases of ingestion per year requiring treat-

ment have been reported.^ Certain species of

these plants are found in abundance in Mon-
tana, and have been responsible for numerous

livestock deaths.^ Indians and natives of the

Northwest Montana area are familiar with

them, and are aware of their lethal properties.

However, people who are unfamiliar with the

local flora, especially visitors, may at times at-

*The author is a third year medical student at the Uni-
versity of Colorado School of Medicine, Denver. He was
stationed at Browning, Montana, with the Blackfeet In-
dian Hospital as a medical aide for the summer. The
article was published in “Indian Health,” Sept. 1968, a
publication of the BilUngs Area Office, USPHS.

tempt to eat these plants. Since in many in-

stances a toxic plant may be diffcult to dis-

tinguish from an edible plant, and because of

their abundance in this area, they present a

potential hazard.

CASE REPORT
An eleven-year-old Blackfeet Indian girl was

admitted to the USPHS Indian Hospital in Brown-
ing, Montana, at 11:34 P.M. on July 23, 1968, after

having ingested a small piece of what she de-

scribed as a “white carrot” at 9:00 that evening.

She became nauseated, began vomiting an hour

later, and had two convulsive seizures before ar-

riving at the hospital. Shortly after admission, she

experienced two more seizures and was given

130 milligrams of sodium phenobarbital IM for

convulsions.

A naturalist from Glacier National Park was
located and by telephone was given a description

of the plant, which had been brought in by the

child’s guardian. He was able to identify this

plant as probably a member of the hemlock fam-
ily. Treatment indicated was symptomatic. Since
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the child had vomited several times, no lavage

was needed. She was given 45 cc castor oil to

produce catharsis. Vital signs were monitored

throughout the night. Vomiting ceased, and by the

next morning she was able to take fluids. She

was discharged July 25, 1968, in good condition,

and apparently fully recovered from the incident.

Comment

The pant which poisoned this child was

identified later, through the assistance of S. J.

Preece, Ph.D. and M. J. Behan, Ph.D. of the

Department of Botany, University of Mon-

tana, and also by the Poison Control Center

in Spokane, Washington, as a member of the

family Umbelliferae, genus Cicuta. This plant

is commonly known as water hemlock but is

also known as cowbane, poison parsnip, wild

parsnip, snake root, snake weed, beaver poi-

son, muskrat weed, spotted hemlock, spotted

cowbane, musquash root, false parsnip, poi-

son hemlock, wild carrot, fever root, mock-

eel root, wild dill, and spotted parsely, and

carotte a moreau in French Canada. It is felt

to be one of the most violently poisonous

plants of this area by many authorities.^

The poisonous principle of the plant is a

high unsaturated higher alcohol (trans) hep-

tadeca-8 : 10 : 12-triene-4 :6-diyne- 1 : 5-diol. The

structure is HOCH2(CH2)2(C=C)2(CH=CH)3
CHOHCH2CH2CH3. This compound is known
as cicutoxin. Its cis isomer is known as oenan-

thotoxin, which is obtained from a related

genus and is also very toxic. The compound

acts directly upon the central nervous sys-

tem and is a violent convulsant.^*^-^ Salivation,

the first symptom of poisoning may be noted

within fifteen minutes to an hour after in-

gestion, and is followed by tremors, then by

violent spasmodic convulsions. Abdominal

pain may be present, pupils may dilate and

an elevation in temperature of several degrees

may occur. Vomiting usually occurs in hu-

mans, which fortunately eliminates much of

the ingested material from the stomach.

Death from respiratory failure may occur

within fifteen minutes to eight hours. A sec-

tion of the root one cm^ is sufficient to cause

death in an adult human.

^

In most cases, emergency treatment is

symptomatic, but it is of importance to know
how toxic the plant is and what might be ex-

pected to occur as a result of the ingestion, in

order to provide adequate management. In

the case of Cicuta, the object of treatment is

to control seizures with parenteral barbitu-

rates, to remove remaining amounts of the

ingested material by lavage if vomiting has

not occurred and by administration of a ca-

thartic, preferably a saline cathartic (Na2S04 )

if available. Vital signs should be watched

closely and equipment should be available to

provide ventilation if respiratory failure oc-

curs.^

Members of the genus Cicuta are about

two to six feet tall and grow in swampy,
marshy, or other wet areas. It is a perennial

herb with pale, shiny green stems often

streaked with purple. The stem is hollow and

is divided into chambers. A sagittal section

of a root reveals many small chambers pres-

ent at the junction of the root and stem. The
leaves are two to three times pinnately com-

pound, alternate and with serrated leaflets.

The flowers are a pearly white to light brown
and are arranged in two to four inch umbel-

late clusters at the end of stems at the top of

the plant. The roots are thick, tuberous, and

resemble small parsnip roots, dusky brown
on the outside and creamy white on the in-

side. It differs from the parsnip in that there

are many tubers on one plant, whereas the

parsnip has only one large tap root per plant.

The cut stem exudes an oily yellow fluid

which has a strong pungent odor and is simi-

lar to the smell of raw parsnips, although

much stronger. This plant is toxic at all stages

of development, and all portions of the plant

are poisonous, except possibly when dried.^-®

Identification of plants requires either a

reference which may be easily used by a

person not experienced in botanical taxon-

omy, or the services of a trained botanist.

Several publications are available which ful-

fill this requirement.^’® '^’® The Poison Control

Center in Spokane, Washington, provides

services of trained botanists who are able to

identify these plants quickly and are avail-

able twenty-four hours a day. The Botany

Department of the University of Montana at

Missoula, Montana, has also offered its serv-

ices for identification of toxic plants of the

Montana area.
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POISONOUS PLANTS GROWN AS GARDEN PLANTS
OR HOUSEPLANTSi

Plants
Poison
Part Plants

Poison
Part

Elephant Ear Any Dumb Cane Any
Narcissus Bulb Spider Lily BiUb
Four O’clock Root, seed Iris Underground
Columbine Berry Stem
Cyclamen Tuber Pinks Seed
Ivy Leaves Mock Oragne Fruit
Potato Seeds, Spanish Root

Pimpernel
Sprouts
Any

Bayonet
Bittersweet Berry

Oleander leaves Castor Bean Seed
Lily of the Any Fox Glove Leaves
Valley Ileaves Scotch Broom1 Seed
Burning Any Bluebonnets Seed
Brush Leaves Tulip Bulb
Sweet Pea Stem Mountain Any
Jimson Weed Any Laurel
Rhododendron Any Monkshood Root

*Can be fatal if taken in quantity which a child may eat.

1

Information obtained from literature distributed by
Spokane Poison Information Center, Spokane, Wash-
ington.

CALLS RECEIVED BY SPOKANE POISON
INFORMATION CENTER DURING MONTHS

MAY THROUGH AUGUST, 1968

CONCERNING TOXIC PLANT OR
PLANT PARTS

Mushrooms and Toadstools—23

Sweetpeas—12

Nightshade berries—

3

Fire Thorn (pyracantha)—

1

Potato sprout—

1

Morning glory seeds—

1

Rhubarb leaves—

5

Castor bean—

1

Lilly of the valley leaves—

1

*Wild celery or parsley—

3

*Water hemlock—

1

Tulip bulb—

1

Philodendron—

2

Calla Lily—

1

Poison ivy leaves—

1

Berries unknown—

9

*Both of the same family. Three patients admitted
to hospitals due to ingestion of these plants.

Summary
Poisoning by plants is a potential hazard

in areas where poisonous plants are abundant.

Treatment may be difficult if identification

is not possible, and it would be profitable for

medical facilities to have available a refer-

ence to identify toxic plants of the local area,

or to be able to contact a person or service

which is able to identify the plants of the

area. Information should be made available to

the public to prevent other cases of poison-

ing, and it would be advisable to warn new
people in the area that poisonous plants do

exist and are abundant. These plants may
not be easy to identify and in many cases may
be confused with a plant that is edible and

looks quite similar to the one which is poi-

sonous. •
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After 30 years of clinical use . i . still a first choice
among many physicians for dependability, safety and
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Available for daytime sedation: Tablets, 15 mg. (H gr.),
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BUTICAPS® [Capsules Butisol Sodium (sodium butabarbital)]
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Gastric varices

A case report

Theodore R. Lenz, MD, Pueblo, Colorado

Esophageal varices and hemorrhoids are the

usual result of portal hypertension. How-
ever, any vein in the portal system or po-

tentially connected with it, can become vari-

cose. This case is reported to call attention to

gastric varices as a possible source of occult

blood loss with life-threatening potential, and

to point up the diagnostic value of spleno-

portagrams.

It is the portal vein into which the coro-

nary, pyloric, right and left gastroepiploic,

splenic, superior and inferior mesenteric

veins usually empty. The venous blood is

carried from the lesser curvature of the stom-

ach by the coronary vein. The greater curva-

ture and fundus are drained by the short

gastric veins and the left and right gastro-

epiploic veins. The short gastric veins and

left gastroepiploic vein are tributaries of the

splenic vein. The right gastroepiploic vein

leads into the inferior mesenteric vein.

The veins of the portal system usually

have no valves, so it is possible for blood to

run in either direction. It can bypass the

liver in several ways. Blood is usually di-

verted through the azygous system into the

superior vena cava by way of the gastric

and esophageal plexus at the cardia of the

stomach, or through the inferior mesenteric

vein into the hypogastric vein by way of the

middle and inferior hemorrhoidal venous

plexus.

CASE REPORT
Dizziness was the chief complaint of this 49-

year-old woman. She had been treated by her
doctors for anemia and chronic hepatitis for many
years. She had menorrhagia at times, and a D. &
C. had been done several months ago. Her hemo-
globin was usually about 10 or 11 grams per cent.

This time it was less than 7 grams per cent.

When she was a young adult she drank too

much. Periods of jaimdice followed and she be-

came anemic. Three years ago she moved to

Colorado, largely to escape social criticism at

home. At this time she was not jaimdiced. Her
B.S.P. test showed 22 per cent retention at one

hour. Her serum cholesterol was 434 Mg. per cent

and she had xanthelasma. Gallbladder x-rays

showed normal function. A bone marrow exam-
ination showed erythroid hyperplasia and iron

deficiency. Tests for occult blood were positive.

Red cell survival time was decreased to about

one-half normal. Cirrhosis with portal hyperten-

sion and hypersplenism was diagnosed. She had
no hematemesis and no melena. One of her symp-
toms now was a vibratory sensation in the left

upper abdominal quadrant near the left costal

margin, although no venous hum was heard. She
was pale but not jaundiced. The liver was not

enlarged. Esophagoscopy did not reveal varices.

Gastric varices were suspected on upper G.I. series,

and a splenoportagram showed splenomegaly and
varicose short gastric and gastroepiploic veins

(Figs. 1 and 2).

The patient had an operation imder general

anesthesia. The liver edge was two inches below
the costal margin and the liver was markedly hob-

nailed. There were some large veins in the greater

Fig. 1 . Photograph of splenoportagram.
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Fig. 2. Diagram showing names of varicose gastric

veins.

omentum. One of these in the gastric area was
isolated and a needle inserted. The venous pres-

sure here was above 300 mm. water pressure. A sec-

ond vein was tapped and the venous pressure was
420 mm. Normal venous pressure here is less than

110 mm. water, usually between 80 and 100 mm.
An end-to-side portacaval shunt was performed.

Discussion

N. V. Eck, a Russian physiologist, in 1877

studied the effect of diverting blood from the

portal system to the inferior vena cava on

liver metabolism.^ The type of fistula he con-

structed was given relatively little attention

until about 1945, when the portacaval shunt

was introduced as a surgical measure to re-

lieve portal hypertension.^

Portal hypertension is usually due to cir-

rhosis of the liver.^ The interlobular fibrosis

gradually obstructs the outflow of portal

blood. In addition hepatic arteriovenous anas-

tomoses occur in the connective tissue septae.

Blood is shunted from the high-pressure he-

patic artery system to the low-pressure portal

vein system.^ Veins depend on a thin media

to contain the blood. Any condition that ob-

structs venous outflow may cause a marked
increase of venous pressure distally. In-

creased intralumenal pressure results in

stretching and thinning of the venous wall.

Affected veins become dilated, tortuous and
elongated. The dilatation is asymmetric and
irregular, with nodular and fusiform swelling.

There is variation in the thickness of the wall

of the vein, with some areas of smooth muscle

hypertrophy and subintimal fibrosis. The
varices are likely to rupture into the lumen
of the upper G.I. tract because of loss of

tissue support accompanying ulcerative and
inflammatory changes from acid-peptic dis-

ease.

As cirrhosis continues, with slowly pro-

gressive interlobular fibrosis, there is a grad-

ual shutting off of portal and arterial blood

from the hepatic parenchyma by contraction

and reduction in the size of blood vessel

lumens, as well as a decrease in the number
of terminal branches. Eventually there is an

insufficient blood supply to the parenchymal
cells and hepatic failure is frequently the

cause of death. Mental confusion, stupor,

ataxia and sometimes convulsions precede

coma in patients with hepatic failure. This

distressing neurological state appears related

to the blood ammonia level. After the onset

of encephalopathy the mortality rate ap-

proaches 90 per cent.®

This patient’s portal vein was ligated and

all its blood was directed into the inferior

vena cava. In a normal liver the portal vein

supplies 75 per cent to 80 per cent of its blood

supply and oxygen requirements. With cir-

rhosis, much of the portal blood is forced to

bypass the liver, so ligation of the portal vein

may not significantly affect it. Ligation also

prevents arterial blood from running back

into the portal vein. Hepatic arterial blood

under these new conditions is forced to per-

fuse the liver parenchyma rather than bypass

it.

The normal liver removes ammonia from

the portal blood. Shunting the portal blood

around the liver results in elevation of the

blood ammonia. With an end-to-side anasto-

mosis the liver removes ammonia from ar-

terial rather than from venous blood.

Chances for a five-year survival after hav-

ing had an episode of massive upper gastro-

intestinal bleeding are poor. Medical treat-

ment can result in five-year survival in three

per cent. Surgical intervention offers a 55

per cent survival rate. The operative mortal-

ity is about 15 per cent.® The patient will die
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if he bleeds again after having had a porta-

caval shunt. One-fourth of surgically treated

patients die from this. Liver failure and pep-

tic ulcer are the most serious threats to the

shunted patient during the following year.

Additional complications reported are spinal

cord damage, diabetes mellitus and staphy-

lococcal septicemia. This patient has had few

significant complications. Her blood ammonia

two weeks post-operatively was elevated to

110 mg. per cent but no mental impairment

was evident. She has also had some ankle

edema.

Summary
A case of cirrhosis of liver with portal

hypertension and gastric varices is reported.

Splenoportagram demonstrated the varices.

Portacaval shunt was accomplished. Patho-

genesis of varices and rationale of portacaval

shunt are discussed. •
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Hearing aids and “nerve deafness”*

Robert F. Balas, PhD, and Will P. Pirkey, MD, Denver

Many physicians are confronted by inquiry

about hearing aids. Here is practical

knowledge understandably presented.

With the exception of some otolaryngolo-

gists, few physicians have any special interest

in hearing aids. Many, however, have patients

seeking advice about the use of aids. Some
of these inquiring patients have been in-

formed that “a hearing aid would not help

your nerve deafness.” This statement indi-

cates that the use of amplification, particular-

ly in the communicative rehabilitation of in-

dividuals with sensorineural hearing loss

From the Denver Otologic Group, Dr. Balas is a Clinical
Audiologist.

(nerve deafness), is misunderstood. Under-

lying this statement, we suspect are a num-

ber of misconceptions. We shall eventually

allude to a few of these with the hope of pro-

viding the physician a more knowledgeable

approach in guiding his patients. At first,

however, we shall consider terminology, the

otologic examination, the need for amplifica-

tion, and the hearing aid evaluation.

Terminology

Since the term “nerve deafness” is used

frequently and inaccurately, some clarifica-

tion seems pertinent. Actually, a lesion affect-

ing the eighth nerve would necessitate im-

mediate oto-neurologic attention and gen-

erally would rule out the use of a hearing aid.
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The term “sensorineural” was introduced

more than twenty years ago as a more ac-

curate description for what was then called

“perceptive” or “nerve deafness.” Initially,

the term “sensorineural” represented the

sense organ, the acoustic nerve, and the cen-

tral auditory pathways as opposed to a “con-

ductive hearing loss” which refers to a middle

or external ear problem. Many clinicians,

however, use “sensorineural” when referring

only to end-organ or cochlear involvement.

This newer term is inadequate since we now
distinguish between lesions within the in-

ner ear (cochlear) and those along the acous-

tic nerve (retrocochlear) . To some extent we
also differentiate between central (brain stem

and cortical) and peripheral auditory lesions.

Therefore, although more accurate than

“nerve deafness,” the term “sensorineural” is

rather all-encompassing.

Terminology, however, is a major concern

only for the diagnostician. Yet, we must keep

in mind that “sensorineural hearing loss” re-

fers to a very heterogenous population. As a

consequence there will be exceptions to any

generalizations we make concerning hearing

aids and sensorineural hearing loss.

Otologic Examination

Our cursory reference to terminology in-

dicates that an auditory disturbance may af-

fect one or a combination of the physical,

physiologic, or neuro-psychological subdivi-

sions of the auditory system. Some oto-

neurologic pathologies may constitute a

threat to the general health or even perhaps

the life of a patient. Thus, the cause, extent,

site of lesion, and the need for medical and/or

surgical intervention should be ascertained.

A thorough otologic examination is impera-

tive. Otologic clearance then is necessary be-

fore exploring the feasibility of amplification.

The complete examination may consist of

hearing, vestibular, neurologic, and radiologic

studies.

Need for Amplification

Upon completion of the otologic examina-

tion, the NEED for amplification should be

considered. When assessing an adult’s need

for amplification some significant factors in-

clude the following: otologic diagnosis and

prognosis; nature and extent of loss; word

and sentence discrimination ability in quiet

and adverse listening conditions; intelligibil-

ity of rapid speech; listening ability; abnor-

mal loudness growth and tolerance problems

(as often associated with Meniere’s disease)

;

other physical (particularly vision) and emo-
tional problems; unilateral or bilateral loss;

personality; and age, occupation, economic,

social, and intellectual status. These are some
factors which warrant consideration. The
relative importance of each will vary from
patient to patient.

Often the role of the pure tone audiogram

is overemphasized. Some professionals tend to

deal with audiograms, equipment, or “ears”

rather than with the patient and his problem.

The audiogram does not and never has pro-

vided a cook-book recipe when dealing with

hearing aids. Actually, by itself the audio-

gram is of little value in determining a pa-

tient’s need for amplification. Occupation, as

an example, may be the significant factor in

one instance, while the audiogram may not

even indicate the remote possibility of hear-

ing aid use. Similarly, if a patient is able

to communicate well with one in a relatively

quiet room, the need for amplification should

not be categorically ruled out.

Hearing Aid Evaluation

If the results of the otologic examination

do not indicate the need for medical or sur-

gical intervention, a hearing aid evaluation

may be recommended. This procedure is a

means by which one may explore the feasi-

bility of amplification. The nature of the pa-

tient’s hearing loss and his communicative
problems are discussed. He is also provided

with an overview of the hearing aid evalua-

tion procedures (testing, orientation, rental

of aid, etc.), and an explanation of the essen-

tial components of a hearing aid. The patient

is given a realistic approach to the benefit

that a hearing aid might provide.

The hearing aid evaluation should be con-
ducted or supervised by an audiologist who
possesses the Certificate of Clinical Compe-
tence in Audiology issued by the American
Speech and Hearing Association. The refer-

ring physician should have some assurance

that the services provided are in agreement

with the guidelines for audiologic programs

offering hearing aid evaluation services as
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recommended by the American Speech and

Hearing Association.^ State speech and hear-

ing associations can be a source for determin-

ing an audiologist’s professional qualifica-

tions. Any audiologist conducting hearing

aid evaluation services should also provide

aural rehabilitation (hearing aid orientation,

lipreading, auditory training, speech conver-

sation). If he does not, patients requiring

these services should be referred elsewhere.

Hearing aid evaluation procedures will

vary depending upon the location of the

clinic, the population it serves, and the per-

sonal thinking of the associated otologists and

audiologists. The test environment, mater-

ials, equipment, and the recommendation and

follow-up procedures may vary significantly.

In our setting, the audiologist’s role in coun-

seling is stressed. Our recommendations de-

pend upon individual need. Upon completion

of a hearing aid evaluation, a recommenda-

tion is made—rent a particular hearing aid

for at least one month or do not rent an

aid at all. The- decision is influenced by the

test results, the patient’s needs, the patient’s

comments, attitude, and motivation, and dis-

cussion.

The physical parameters of the hearing aid

(output, gain, frequency response, and har-

monic distortion) are measured and scrutin-

ized as soon as the patient receives the aid.

This invaluable service in our area is pro-

vided by the State of Colorado Department of

Public Health. During the rental period,

changes may be made with the aid or any

of its accessories, as an example, features of

the earmold. After the month rental the pa-

tient may be seen again. His performance

with the aid may be re-evaluated, and re-

ported problems are discussed. At that time,

if possible, the decision whether or not the

aid should be purchased is made. If it is pur-

chased the rental fee charged by the hearing

aid dealer is applied toward the purchase.

This has been a cursory and therefore

limited look at our procedures, which in fact

vary significantly with the needs of each

patient.

Misconceptions

As previously noted statements are often

made which suggest misconceptions concern-

ing hearing aids and sensorineural hearing

loss. Three common misconceptions follow:

(1) Patients with sensorineural hearing

loss cannot benefit from a hearing aid. (2)

Any hearing aid will offer satisfactory re-

sults for patients with sensorineural hearing

loss providing it has sufficient power. (3)

Patients with a severe or profound, unilateral

hearing loss cannot expect benefit from a

hearing aid.

“I can hear, but I can’t understand.” This

is a common complaint made by individuals

with sensorineural hearing loss. Many of

these people have purchased from two to four

hearing aids without reporting satisfaction.

The aids are usually methodically placed in

a bureau drawer. Others have had an oppor-

tunity to try a hearing aid for a brief, trial

period without help and sometimes with un-

pleasant experiences. Undoubtedly, these fac-

tors have contributed to the notion that the

wearable hearing aid is not likely to provide

any satisfaction for the person with a sen-

sorineural hearing loss.

In many instances another contributing

factor is the tendency for the patient and

those guiding him to expect too much from a

hearing aid. An imrealistic approach to am-

plification tends to foster frustration and

disappointment. Patients with sensorineural

impairment should not expect completely nor-

mal communicative efficiency in all situa-

tions. Sensorineural impairment per se may
reduce understanding speech under noisy

conditions.^ This reduction in speech percep-

tion may vary from patient to patient. But

the use of a hearing aid compounds this prob-

lem for some patients. In some cases faint

levels of competition, which a normal hear-

ing person could readily disregard, may de-

stroy practical intelligibility for the hearing

aid user. And such an effect suggests that

sensorineural hearing loss may decrease in-

telligibility of speech which may not be ob-

viated by the use of amplification. Admitted-

ly then, the presence of competing noise or

speech may seriously affect the speech under-

standing of persons with sensorineural hear-

ing loss. Yet, in quiet and modestly noisy

situations, the average patient with a sen-

sorineural hearing loss can achieve fairly
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good hearing efficiency with a wearable hear-

ing aid. The same patient may experience

considerable difficulty in a moderately noisy

environment. Some hearing aid users may
discover situations where an aid is of little

value. There may even be circumstances

where it would be beneficial not to use am-

plification. The important thing to be re-

membered however is that the patient with

a sensorineural hearing loss can expect bene-

fit from a wearable hearing aid in many
hearing situations. Help from a hearing aid

may also increase dramatically with visual

clues or lipreading. The statement, therefore,

that individuals with a sensorineural hearing

loss cannot receive help from a hearing aid

is erroneous. Some of our most successful

hearing aid users are patients who were told

repeatedly that a hearing aid would not help

their “nerve deafness.”

Almost conversely, some patients with

sensorineural impairment are advised that

any hearing aid with adequate gain and out-

put would be satisfactory.^ This second mis-

conception could be based upon a lack of

knowledge concerning the auditory system,

hearing disorders, the resultant communica-

tive problems, and hearing aids. This advice

may arise from evaluating the performance

of sensorineural impaired patients with hear-

ing aids only under quiet testing conditions.

Such a procedure, first of all, does not take

into consideration many critical variables

which the patient may encounter in day-to-

day experiences. In addition, all hearing aids

do not necessarily provide equally high per-

formance under difficult listening conditions,

and performance in quiet does not reveal this

fact. Therefore, evaluating the performance

of hearing aids in the presence of noise or

competing speech is more meaningfully re-

lated to everyday situations. This recom-

mendation has been made often. The data

for aided speech discrimination tests are

limited, but evidence indicates that such

tests do demonstrate differences among aids.®

Testing in the presence of noise also provides

some appraisal of how the patient is likely

to perform in everyday listening situations.

Also, the resultant information can assist in

providing more meaningful counseling and
rehabilitative management.

All hearing aids are not the same, and
the notion that persons with sensorineural

hearing loss can successfully use any hearing

aid as long as it has sufficient power is a

fallacy.

The third and final misconception to be

considered is that the patient with a severe

or profound, unilateral hearing loss, i.e., with

one normal or near normal ear, cannot expect

to receive any benefit from a hearing aid.

Underlying this misconception is the assump-

tion that an individual who hears well in one

ear does not require help. This assumption

probably evolved from conventional, speech

discrimination testing in quiet and subjective

observations made in quiet situations. On a

situational basis, this assumption may be

valid. These individuals do however experi-

ence communication problems which have

not been recognized.'^ The unilateral hearing

person may have difficulty: (1) hearing un-

der adverse listening conditions, i.e., group

situations where there are competing sounds,

noises or voices; (2) hearing sounds originat-

ing from the side of the impaired ear; and (3)

localizing the source of sounds.

In the first situation the degree of diffi-

culty depends somewhat upon the signal-to-

noise ratio, i.e., the relative intensity of the

desired sound as compared to unwanted
sounds simultaneously present. Also, when a

sound originates from one side, the intensity

of that sound is reduced measurably at the

averted ear compared to the ear facing the

sound source. The human head is an obstacle

to the sound waves and casts a sound shadow
which within certain limitations attenuates

the sound reaching the opposite ear. This is

called the “head shadow effect.” The magni-

tude of the attenuation for a speech signal is

about 7 dB and is a function of frequency.

High frequency speech elements may be at-

tenuated as much as 30 dB. When the origin

of the speech of interest is from the side of

the impaired ear and a competing sound

emanates from the good side, the desired

sound is attenuated significantly. The head
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shadow effect is also a factor when the uni-

lateral hearing person has difficulty deter-

mining the location of the source of sound

and hearing a person who addresses him from

the side of his poor ear. Generally, the degree

of difficulty experienced by this individual

may be slight but is highly dependent upon
vocational and social activities. Verbal com-

munication in some vocations is more de-

manding than in others.

In many cases the poor ear is not suitable

for amplification. It may be “unaidable” for

any one or a combination of the following

reasons: (1) An ear impaired beyond the

point of perceiving amplified sound; (2) an

ear with a severe speech discrimination loss;

(3) an ear in which it is medically inadvisable

to place an earmold; (4) an ear with a marked
tolerance problem.

For persons having an unaidable ear, a

CROS hearing aid should be considered.®'®

CROS is the abbreviation for the phrase

“contralateral routing of signals.” The CROS
system consists of a hearing aid microphone

placed behind the unaidable ear and the am-
plifier and receiver on the side of the good

ear. The acoustic signals originating from the

poorer side are picked up by the microphone

and routed to the good ear, slightly ampli-

fied. The good ear remains unoccluded with

the use of a CROS or “open” earmold which
allows normal reception of sound. This ar-

rangement can be provided electrically with

behind-the-ear or eyeglass hearing aids, and

with it, the head shadow effect is largely

eliminated.

Furthermore, if an individual has a hear-

ing loss in the better ear, a microphone can

be used on both sides. This bilateral CROS

or BICROS provides amplification not only

from the poorer but also on the better side.*®

With the BICROS the features of the earmold

may need modification.

We have had the opportunity to recom-

mend CROS, BICROS, or CROS with the

option to use BICROS for about 75 patients

ranging in age from 10 to 86. In our experi-

ence we have found that even when the poor

ear is aidable or the hearing loss is sym-

metrical, a BICROS may prove to be the best

alternative. Cost of aids, occupation, audio-

metric configuration and the poor ear’s per-

formance with amplification have been in-

fluencing factors. The problems associated

with these patients have been minimal, and

the results for the most part have been grati-

fying. Therefore, the notion that persons

with profound, unilateral hearing loss can-

not receive help from a hearing aid is a

misconception.

Summary
For the benefit of practitioners who have

patients using or inquiring about amplifica-

tion, we have pointed out some common
misconceptions concerning hearing aid use

by persons with sensorineural hearing loss.

We alluded to terminology, the otologic ex-

amination, factors which influence the need

for amplification, and the hearing aid evalua-

tion. Patients with sensorineural impair-

ments, we have suggested, can successfully

use hearing aids in quiet or modestly noisy

environments, and differences in hearing aids

can be demonstrated. Finally, we have indi-

cated that CROS and BICROS hearing aids

can provide benefit for the patient with a

profound, unilateral hearing loss or unaidable

ear. •
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MEDICAL CONFERENCE
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Sudden onset of epilepsy

in middle age

MODERATOR: Arnold H. Greenhouse, M.D., Acting Chairman, Department
of Medicine

PARTICIPANTS: Edward Liske, M.D., Associate Professor of Medicine
(Neurology), Director of the New Mexico Convulsive
Disorder unit

James Lewis, M.D., Chief Resident in Neurology

Russell Snyder, M.D., Assistant Professor of Pediatrics and
Medicine (Neurology)

Cose presentation

Dr, James Lewis: A 45-year-old woman was
hospitalized because of two generalized convul-

sions during the preceding 12 hours. Both attacks

were characterized by generalized tonic-clonic

movements and bowel incontinence. On admis-

sion to the Neurology Ward a response was in-

duced easily by voice, but she was disoriented to

time, place and person. Otherwise, examination

was normal. She denied using any medication, but

it was learned subsequently that she had been
taking 100 mg of Thorapine and 8 mg Stelazine

daily because of “schizophrenia.” During the

next two days her mentation cleared except for

continuing disorientation to time. Admission labor-

atory work revealed a white blood count of 20,700

with 95 per cent polys and a sedimentation rate

of 30 mm. Spinal fluid was normal. Skull films

showed an enlarged sella turcica and a subse-

quent pneumoencephalogram revealed an apparent
mass in the pituitary fossa which “bulged out of

the sella.” However, on clinical grounds there was
no involvement of the brain or visual pathways.

•Presented August 1, 1968, Albuquerque. Edited by W. S.

Curran, M.D., Assistant Editor for New Mexico.

Discussion

Dr. Edward Liske: Today’s problem concerns

management of the patient with epilepsy as a

presenting symptom. My presentation will begin

with a general discussion of epilepsy, followed by
a consideration of specific forms of this disorder.

In the past, genetic factors were thought to be

the most important cause of epilepsy. With further

accumulation of knowledge, genetic epilepsy is

now felt to be relatively infrequent (3-5 per cent

of all cases). This means that a cause might be

found clinically or at postmortem examination in

95 per cent of epileptics. Thus, the patient with

an initial seizure is most likely to be in that large

group where every effort should be made to find

the etiology. Sometimes the cause is untreatable,

but in many instances treatment is possible, as, for

example, when a benign tumor is discovered. Anti-

convulsant therapy often masks the symptoms
but does not eliminate the cause of epilepsy.

In essence, epilepsy is either generalized or

partial. The former variety involves the entire

individual with all parts of his nervous system

partaking in the seizure discharge. Partial epilepsy
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means that only a portion of the nervous system

is affected and therefore only a part of the patient

reacts to the discharge, as in Jacksonian fits or

in psychomotor seizures (of temporal lobe origin).

Grand mal or generalized epilepsy usually be-

gins with an instantaneous loss of consciousness

followed by motor components lasting from 1 to 4

minutes. Partial epilepsy, with a focal onset, fre-

quently spreads and involves the entire nervous

system, becoming generalized. Thus, statements

that a particular attack had a generalized rather

than a focal start must always be questioned. The
manner in which a convulsion began often is hard

to determine, thereby increasing the difficulty of

accurate diagnosis. The EEG is an invaluable aid

in this regard. Petit mal is a type of generalized

convulsion, manifested by loss of responsiveness

and interrupted contact with the environment.

Awareness is lost immediately, the episode lasts

for only a few seconds and there are no post-ictal

symptoms. The diagnosis is confirmed by char-

acteristic electroencephalogram. Myoclonic seiz-

ures also are generalized in their electrical activ-

ity, but they lack sustained or complete expression.

Patients with this condition have abrupt muscular
contractions which may be associated with other

symptoms.

The partial epilepsies are more common than

generalized attacks. In these disorders the mani-

festations depend upon the site of seizure origin.

Recognition of this form of epilepsy can, at times,

be extremely difficult, particularly when there are

various behaviorial disturbances. Williams' and
BennetP have emphasized that some seizures con-

sist only of the paroxysmal onset of severe de-

pression, or other alteration of mood, thinking or

awareness.

Certain forms of epilepsy can be exceptionally

difficult to diagnose. Photic induced seizures, such

as may occur from light flickering through a row
of trees at the edge of a highway or from a

flickering TV screen, fall into this category. The
same effect can be produced by coming from a

dark to a very bright room, by going from a light

into a dark area or by suddenly raising the shade

in the morning when the sun is shining directly

through the window. In the latter instance, myo-
clonic seizures are common. Convulsions have
been precipitated in helicopter pilots by the sun-

light through the rotor blades. Better known are

little children who precipitate seizures by waving
their fingers in front of a light or the sun. Appar-
ently some of these children find this experience

irresistible and they repeatedly induce attacks.

Seizures also can be produced in the laboratory by
flashing a light at appropriate intervals in front

of susceptible patients.

Returning to the theme of seizures as a pre-

senting symptom, one should remember the dic-

tum that any patient over the age of 30 with a

first convulsion should be considered as having

a brain tumor until proven otherwise. This state-

ment does not mean that all such patients do have
tumors. In fact, the lengthening age span prob-

ably is leading to an increasing number of older

persons with seizures due to cerebral vascular

lesions.® But since tumors might be removable and
they are potentially very serious, this diagnosis

should always be suspected when examining a

patient with his first seizure. Under age 3, most
convulsions are due to infection or to structural

brain lesions, but from age 5 to 25 the majority

of seizures have no discernible cause and there-

fore can be called “idiopathic epilepsy.” Careful

EEG studies will sometimes show a characteristic

pattern in patients who by all other criteria are

thought not to have an organic cause for their

convulsions.

In one postmortem study of 294 epileptics who
had complete nervous system autopsies,^ the bulk

(63 per cent) had gross or microscopic organic

changes such as malformations, infarctions or trau-

matic lesions. In most such series, tumors are

found in 7 to 15 per cent of the total depending
upon the population studied. Many of the cases

without anatomic changes had a history of chronic

alcoholism.

Epilepsy due to alcohol does merit some dis-

cussion. According to Victor® 90 per cent of al-

coholics have generalized (grand mal) seizures.

In alcohol withdrawal states, the convulsions gen-

erally come singly or in short series and 30 per

cent of such cases develop delirium tremens. These

patients are very sensitive to flashing lights,® a

fact which can be used to diagnostic advantage

since the EEG in combination with photic stimula-

tion may first suggest the real cause of the con-

vulsion. Focal EEG abnormalities in alcoholics

call for additional studies, since they can also

have brain tumors or other structural lesions.

Other important organic causes of epilepsy are

cerebral trauma (always a consideration in the

Emergency Room), expanding lesions other than

neoplasms (abscesses, granulomas, hematomas and
infarcts with surrounding edema), vascular disease

(emboli, thrombotic infarcts and hemorrhages),

toxic-metabolic disorders (alcoholism, drugs, hor-

mones and endogenous processes such as hepatic

and renal failure) and the so-called “degenera-

tive” and demyelinating diseases. There is a con-

troversy as to which pharmacologic agents lower

the convulsive threshold. Of interest in today’s

case is the prolonged use of phenothiazines, which
I will discuss a little later.

The previously mentioned study of 294 autop-

sied epileptics revealed that over 40 per cent of

these patients died during an attack,^ a figure that

is surprisingly high. Among causes of death pre-

cipitated by the convulsion are aspiration, pneu-
monia, drowning and other accidents, especially

in automobiles.

for February 1969 59



Various additional possibilities must be con-

sidered in the differential diagnosis of the first

seizure. In adults, a constantly recurring problem

is to distinguish seizures from syncope (fit or

faint). If cerebral blood flow is interrupted, there-

by depriving the brain of sugar and oxygen, there

may be generalized convulsions similar to seizures

of any other cause. It is important to recognize

such attacks, whatever their cause, since these

patients need not be treated with anticonvulsants.

Patients with orthostatic hypotension can have

convulsions as well as fainting spells, although the

former type of episode is uncommon.

Occasionally certain patients with puzzling

forms of coma actually may be in status epilepticus

without motor activity. An EEG is useful since

anti-convulsants usually will stop these attacks.

Hysterical seizures also may present diagnostic

difficulties by simulating genuine epilepsy in some

respects. Again, the EEG is helpful. However, in

1965 Slater found in a 10 year follow up of “hys-

terical patients” that there were several sudden

and unexpected early deaths and that many went

on to develop bona fide epilepsy.’ Therefore, the

differentiation between hysteria and genuine con-

vulsions takes careful and thoughtful study. Anx-
iety attacks, with symptoms such as “floating in

space” and tingling of the mouth and fingertips,

may be caused by hyperventilation which then

induces a genuine convulsion due to hypocarbia.

Malingering, another difficult problem particularly

common in the military environment, should only

be diagnosed upon the patient’s confession. If a

confession is not obtained, it is best to discard this

possibility.

Patients with a large sella turcica, as in the

case presented today, pose a special problem. Pitui-

tary tumors can cause orthostatic hypotension on

the basis of secondary adrenal insufficiency, and

such patients may have seizures with generalized

tonic-clonic movements when standing, undoubt-

edly due to decreased cerebral blood flow. This is

really not epilepsy, nor do other endocrine-meta-

bolic disorders commonly produce seizures.

The phenothiazine drugs can cause convul-

sions*''* due to idiosyncrasy or during withdrawal.

In more than 900 patients receiving chlorproma-
zine there was a small (1-2 per cent) incidence of

seizures, but the frequency of attacks became pro-

gressively greater with larger doses and as high

as 10 per cent in patients taking 1,000-2,000 mg of

this drug daily. As a matter of fact, chlorproma-
zine has been used to precipitate EEG abnormali-
ties, including spike and slow wave foci. Probably
the hypotensive effect of the drug can also be re-

sponsible for loss of consciousness in some of these

cases. In view of our patient’s psychiatric history,

it is possible that she had an overdose of medica-
tion.
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Of greatest importance in evaluating a first

seizure is the history. The patient, of course, is

the only source for divulging the internal sensa-

tions (aura) that are actually the first seizure

manifestation and that might be the sole clue to

the anatomic origin of the cerebral discharge. The

patient’s recoimting of symptoms present when
he first awakens after the attack can also be

helpful. An objective description of the actual

episode, particularly from a physician or a trained

nurse, is especially valuable. Unfortunately, the

average layman is so frightened by the episode

that he may miss many items of importance, yet,

such descriptions must be obtained in detail for

they frequently are the only clue as to the real

diagnosis.

A meticulously performed physical examination

is also crucial. The discovery of significant neuro-

logical abnormalities can, of course, help point to

a specific portion of the brain as the site for the

attacks. Various laboratory studies are of im-

portance, including tests for metabolic abnor-

malities, skull films, chest x-rays and an electro-

encephalogram. The EEG was maligned in the

past because some enthusiasts used this procedure

as a substitute for a history and neurologic exam-
ination. However, the EEG is important here

since it provides the only direct physical measure-

ment of cerebral activity. The brain scan is an-

other useful procedure. If a brain tumor is re-

sponsible for seizures, the combination of EEG
and brain scan will indicate an abnormality in

more than 90 per cent of cases. Although the in-

cidence of syphilis is said to be decreasing, this

possibility should always be considered and a CSF
examination should be performed in appropriate

instances. Occasionally, meningovascular syphilis

with consequent cerebral irritation results in con-

vulsions. Serum calcium determinations are usual-

ly performed in epileptic patients, but in my ex-

perience this test is of limited help. On the other

hand, an EKG can be useful in this regard since

lengthening of the Q-T interval suggests hypo-
calcemia and certain cardiac arrhythmias respon-

sible for loss of consciousness may be revealed.

The occurrence of focal seizures usually emphasizes

the need for a cerebral arteriogram or pneumo-
encephalogram.

Many physicians don’t realize that cerebral

vasular disease can cause epilepsy and in certain

series the incidence is 8 per cent or higher. Pa-
tients having seizures during the first 2 weeks
after a cerebral infarct probably have transient

“cerebral irritation” and probably will not de-

velop long term epilepsy. However, convulsions

have a tendency to persist in those stroke patients

with seizures beginning more than 2 weeks fol-

lowing the onset of illness.

About one-third of patients with brain tumors
develop seizures.’® Convulsions are more common
in association with tumors which are relatively

benign from the histologic viewpoint such as

grade 1 or 2 astrocytomas, meningiomas and epen-

dymomas. Malignant astrocytomas (grade 3 or 4)

on the other hand less often produce convulsions.

More than 50 per cent of patients with brain

tumors who develop seizures have a convulsion as

their presenting symptom. Thus, the onset of con-

vulsions in persons past 25 years of age strongly

suggests a brain tumor. At times, seizures will per-

sist for a year or more before other signs and

symptoms of the tumor develop to finally indicate

the true diagnosis.

In adults, trauma, tumors, cerebral vascular

lesions and toxic-metabolic diseases rate highest

as etiologic factors in epilepsy. In younger patients,

especially in infants, infections, particularly bac-

terial meningitis and then encephalitis, become a

more important cause of epilepsy. Structural brain

damage (malformations or birth trauma) also is

important in producing childhood convulsions. In

addition to central nervous system infection, seiz-

ures in infants can be secondary to sepsis else-

where in the body. Other causes of epilepsy in

children include cerebral anoxia, hydrocephalus,

and the less common “degenerative diseases” such

as the leucodystrophies and lipidoses. Electrolyte

disturbances, various metabolic disorders (par-

ticularly glycogen storage disease) and hypocal-

cemia of the newborn are also important causes of

epilepsy during the first few months of life.

Dr. Russell Snyder: I have little to add con-

cerning the etiology of seizures in infants and

children beyond what was said. Convulsions due

to brain tumors, are, of course, unusual in the

very young ages, whereas seizures secondary to

cerebral injuries before, during or after birth and

congenital malformations occur relatively often.

The entity called “idiopathic” or “genetic” epilepsy

is common beginning at 3 or 4 years of age. Two
frequent types of attack in infants and young
children which are really not epileptic but which

are confused with epilepsy should be mentioned.

Many of you have seen these episodes in your own
children. The first are the so-called breathholding

spells occurring most commonly between 6 months

and 5 years and probably not in older children.

The usual picture is that of a child who becomes

emotionally upset for one reason or another and

who then starts to cry, seems to hold his breath

in expiration, turns blue or pale, stiffens, twitches

and then is lethargic for some time thereafter.

Occasionally, particularly after an injury, the

child may suddenly become stiff without the pre-

ceding cry or apparent breathholding. These at-

tacks seem to be totally benign and they do not

harm the brain in any way. The episodes disap-

pear with the passage of time and the physician

need do nothing but reassure the parents. Anti-

convulsant treatment should not be prescribed.

The second form of non-epileptic attack in chil-

dren is the so-called febrile fit, which develops
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during rapid temperature elevations from various

causes. There usually is a brief, generalized seiz-

ure lasting no more than a minute; very rarely

there will be a second or even a third convulsion.

These children have normal electroencephalograms

and attacks never occur in the absence of fever.

However, since children with convulsions occurring

diuring temperature elevations may have an intra-

cranial infection, the possibility of meningitis

should be carefully considered, particularly during

the first such episode. Seizures in children may
be due to disturbed amino acid metabolism, but

these conditions are rare despite their popularity

in the recent literature. There are, of course, other

metabolic derangements producing epilepsy in the

child. The investigation of a child presenting with

his first seizure is pretty similar to that of the

adult. It consists of a careful history, physical

examination and certain laboratory studies includ-

ing an EEG, skull films, blood chemistries includ-

ing a BUN, blood sugar and calcium. The yield

from this test, as in adults, is very small although

hypocalcemia of infancy does occur. In appropriate

instances, screening of urine for aminoaciduria is

indicated. In older children a lumbar prmcture is

imnecessary rmless the fit was associated with
fever or there are strong suspicions of meningitis

or encephalitis. In infants with convulsions, a

spinal tap should always be done since intra-

cranial infection may occur without fever. Ar-
teriography and pneumonecephalography are re-

served for those patients with focal neurologic

deficits or with other features suggesting the pres-

ence of a structural intracranial lesion. The pre-

vious discussion on photic-induced epilepsy re-

minds me that convulsions occurred in several

patients who viewed the “psychedelic exhibit”

which consisted of flashing colored lights, during
last year’s New Mexico State Fair. In relation to

death in epileptics, we had 2 such occurrences

recently and both were due to vomiting and as-

piration. These tragic events emphasize that it is

best not to put an epileptic on his back during a

seizure as is traditionally done, but to turn him
on his side. In conclusion, I would like to ask Dr.

Liske how he manages the adult with a single

seizure who has had appropriate physical and
laboratory examinations and no cause of the at-

tacks was found.

Dr. Liske; Thomas, who followed patients with
a single seizure for 5 years or longer,” found that

approximately 30 per cent had further difficulties.

There is, of course, much variation in the man-
agement of these patients. I suppose you really

want to know about the use of anticonvulsants.

The problem is different in children than in

adults, and the latter should be given anticon-

vulsants because of their greater responsibility in

society. Many employers are still not enlightened
about epilepsy, and therefore the wage earner
does not wish to lose his job by having a convul-

sion at work. Thus, I would give anticonvulsants

to the adult with his first seizure. Then, I would
observe this patient carefully and if he is totally

free of convulsions during the next 2-3 years,

medication can be stopped gradually. Livingston

tries to maintain effective drug therapy for 4

years and if seizures do not recur he stops treat-

ment slowly.” If there is a second convulsion in

patients with idiopathic epilepsy, they should stay

on drug therapy for life.

QUESTION: What treatment do you recom-
mend for alcoholics who have had previous with-

drawal seizures?

Dr. Liske: In the case of recurrent alcoholic

withdrawal fits, we must always attempt to stop

the patient from drinking. I also place these in-

dividuals on anticonvulsants, hopefully under the

careful supervision of the wife, another family

member or an institution. If he remains dry for

several years and there are no more seizures,

medication can be stopped. If more seizures occur,

1 generally maintain therapy indefinitely.

QUESTION: What do you think of a recent

British article discussing breathholding episodes

in children which concluded that a significant

number had evidence of rickets, necessitating

treatment with Vitamin D?

Dr, Liske: Vitamin D, on the other hand, has

been implicated as a cause of epilepsy in cases

where too large a dose was administered by en-

thusiastic parents. In most children with breath-

holding, there is no evidence of Vitamin D defi-

ciency.

QUESTION: Is there any evidence that oral

contraceptives cause seizures?

Dr. Liske: This topic continues to be a major
item for discussion and controversy. To date, no
unanimity of opinion exists but the last article

I read on this subject showed no lowering of con-

vulsive threshold in patients taking oral contracep-

tives.” Other workers have found an increased

incidence of convulsions in some women using this

medication, but their attacks may have repre-

sented an individual idiosyncrasy rather than a

generic effect of the drug.

QUESTION: What is the proposed workup
and study of the patient presented today?

Dr. Liske: Certainly the major problem seems

to be the probable pituitary chromophobe ade-

noma. Orthostatic hypotension may be a factor

since this condition does occur in patients with

tumors in the parasellar area and near the third

ventricle. Tilt table studies with EEG monitoring

can be helpful in making this diagnosis. Careful

visual field studies and various metabolic investi-

gations to determine evidence of tumor activity

are indicated. If the pneumoencephalogram shows
an attempt by the tumor to escape the seUa, either
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radiotherapy or surgery will be needed. It also is

possible that convulsions could result from hor-

monal dysfunctions secondary to the pituitary

tumor and this will have to be considered in the

future picture.

QUESTION: Do you think that pituitary

tumors can cause epilepsy in a second way? In

other words, might the tumor be invading the

brain directly?

Dr. Liske: If it is malignant, yes, but if the

tumor stays inside the sella direct brain irrita-

tion does not occur. Occasionally, pituitary tumors

escape laterally into the temporal lobes and epilep-

sy without visual field abnormalities can result.

In regards to treating pituitary tumors, if there

is evidence of spread from the pituitary fossa,

surgery is probably better than external radia-

tion, particularly considering the hazards of large

x-ray doses which can occasionally damage the

brain. In addition, this patient was taking pheno-

thiazine drugs which are known to produce con-

vulsions under certain conditions. Their dose ought

to be reduced or the medication should be elimin-

ated completely at this time.

QUESTION : This lady had an immediate
post-ictal blood sugar of 320 mg per cent. In yoiur

experience, how - high can the blood sugar be

elevated as a result of convulsions?

Dr. Liske: I have seen elevations, but unfor-

tunately I have not accumulated any data on the

subject.

QUESTION:
Spinal fluid pleocytosis has been reported as

occurring immediately after a convulsion. Do you
think that epilepsy can produce this finding?

Dr. Liske: This theory has been proposed and
certain workers have shown that the brain does

become hyperemic during a focal or generalized

seizure. Thus, the possibility exists of fluid exu-

dation and escape of cells from blood vessels in

association with a minimal inflammatory reaction,

thereby providing some experimental basis for

this belief.

Dr, Greenhouse: Although Dr. Liske did not

specifically say so, I know that he would agree

with the statement that there is no such disease

as grand mal epilepsy. This term merely describes

a generalized convulsion, for which there can be
innumerable causes. In contrast, petit mal is a

specific entity with unique EEG changes and treat-

ment. One must never be satisfied with the diag-

nosis of grand mal epilepsy since this designation

is no more specific than “stomach ache,” “chest

pain” or “headache.” In the study of epilepsy, as

in all other diseases, a specific etiologic diagnosis

should be made rather than merely employing a

descriptive term.
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ORGANIZATION

ABSTRACT OF MINUTES*
HOUSE OF DELEGATES
Wyoming State Medical Society

Sixty-fifth Annual Meeting
August 27 through August 30, 1968

Jackson Lake Lodge
Grand Teton National Park, Wyoming

FIRST MEETING
Wednesday, August 28, 1968

The Sixty-fifth Annual Meeting of the House
of Delegates of the Wyoming State Medical Society

was called to order at Jackson Lake Lodge, Grand
Teton National Park, Wyoming, at 9:05 o’clock

a.m. on Wednesday, August 28, 1968, by President

Laurence W. Greene who relinquished the gavel
to Dr. Roy Holmes, Speaker of the House of Dele-
gates.

Speaker Holmes called upon Dr. G. R. Cheat-
ham for the report of the Credentials Committee.
Dr. Cheatham called the roll.

A point of order was raised by Dr. Charles
Lowe as to whether or not the Natrona County
Medical Society should be charged with Delegates
for the Speaker and Vice Speaker of the House.
It was felt that this would limit the number of

votes from Natrona County. Speaker Holmes ruled

that the Speaker and Vice Speaker represent the

House of Delegates as officers of the State Medical
Society so would be members of the House of

Delegates. As such, they are entitled to vote as

members of the House of Delegates and would be
included in the Delegation from Natrona County.

Speaker Holmes indicated that a quorum was
present and there being no objection, the report
was approved as read.

Dr. Charles Lowe moved that the minutes of

the 1967 Annual Meeting of the House of Dele-
gates be approved as printed in the Delegate’s

Packet. Seconded by Dr. William Erickson. The
motion was carried.

There being no old business to be brought
before the House, Speaker Holmes introduced
visitors: Dr. Robert Morgan, Immediate Past Presi-

dent of the Nebraska State Medical Society; Dr.

Henry H. Zeigel, President of the Colorado
Medical Society; Dr. Paul Hildebrand from Den-
ver, Coordinator for the Colorado-Wyoming Re-
gional Medical Program.

‘These minutes represent actions taken largely on
material from the official packet of the Wyoming State
Medical Society. This packet contains the reports that are
representative of committee activities and recommenda-
tions and form an official part of these minutes.

Speaker Holmes called on Mr. Frank Hicks,

Wyoming Safety Traffic Coordinator, who gave a
report on Emergency Medical Services.

Speaker Holmes turned the meeting over to

the Legal Counsel, Mr. Byron Hirst. Mr. Hirst

discussed the Fallon Case which had been before

the Supreme Court and has now been sent back
to the State Board of Medical Examiners for a
rehearing. Mr. Hirst also discussed the question
of whether or not osteopaths should be able to

serve on hospital staffs. Mr. Hirst then discussed

the legal aspects of the Scholarship Loan Fund.
He also discussed malpractice situations and insur-

ance. Speaker Holmes referred Mr. Hirst’s re-

marks, along with the legal notes in the minutes
of the Council Meetings, to Dr. Kline’s committee
for action and recommendation.

The following reports were referred to the

Executive, Governmental Affairs, and Economics
Reference Committee, Dr. Duane M. Kline, Chair-

man. Minutes of the Council Meetings as printed

in the Packet, including the Council Meeting Min-
utes of August 27, 1968; Minutes of the Scholarship

Loan Fund Committee as printed in the Packet;

Treasurer’s report by Dr. John J. Corbett, and the

addendum report as printed in the Packet; the

report of the Executive Secretary; the Govern-
mental Affairs and Title XIX Committee had no
written report, but their suggestions in the Coun-
cil Minutes were referred for action and recom-
mendations to this committee; Malpractice Insur-

ance Committee, Dr. Dan Greer, Chairman; Ad-
visory on Woman’s Auxiliary, Dr. Laurence
Greene, Chairman, had no written report; Advis-

ory on Workmen’s Compensation, Dr. Paul Preston,

Chairman; Insurance and Retirement Plan, Dr.

James Barber, Chairman; Blue Cross Trustee Re-
port, Dr. Richard Winger, Secretary; Blue Shield

Trustee Report, Dr. Thomas Nicholas, Chairman
of the Board; Legislative report given by Dr.

Donald Hunton with reference to the Wyoming
Department of Public Health; Legislative Adden-
dum report on page 25 of the Packet by Dr.

Norman Black; Military and Veterans’ Affairs,

Dr. Duane M. Kline, Chairman; Public Relations,

Dr. Ray Christensen, Chairman; and State Institu-

tions, Dr. William Karn, Chairman.

The Medical Services Reference Committee,

Dr. Goode R. Cheatham, Chairman, received the

following reports for action and recommendations.
Committee to Combat Health Misinformation had
no written report; Committee to Study Changes
in Wyoming Abortion Law, including a minority

opinion. Dr. John H. Froyd, Chairman; Mental
Health, Dr. James Haller, Chairmsin; Special Ad-
visory Committee to Children, State Health De-
partment, Dr. Bruce Whittenberger, Chairman;
Special Advisory Committee for Diabetes Camp,
Dr. John Nye, Chairman; Utilization Review Com-
mittee, Dr. Roy Holmes, Chairman; Medical Assist-

ants, no written report; Medicine and Religion,

Dr. Henry Stephenson, Chairman, no written
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report; Nursing Shortage, Dr. Robert Alberts,

Chairman, no written report; Public Health, Dr.

Harry Crawford, Chairman, no written report;

report by Dr. John Froyd on Public Safety; Emer-
gency Health Services, Dr. Ben Deeper, Chairman,

no written report.

Speaker Holmes referred the following reports

to the Research, Organization and Scientific Pro-

gram Reference Committee, Dr. Donald Mahnke,
Chairman. Grievance Committee, Dr. John H.

Froyd, Chairman; Regional Medical Programs re-

port by Dr. Claude Grizzle; Study of Administra-

tion, Dr. Brendan Phibbs, Chairman; WICHE Re-

port, Dr. Francis Barrett, Chairman, no written

report; Wyoming Editor, Rocky Mountain Medical

Journal, Dr. Francis Barrett; letter from Don
Derry, Editor of the Rocky Mountain Medical

Journal; AMA-ERF, Dr. Kayo Smith, Chairman;
Constitution and Bylaws, Dr. Harlan B. Anderson,
Chairman; Historical Report, Dr. S. J. Giovale,

Chairman; Rocky Mountain Medical Conference,

Dr. John H. Story, Chairman; Science Fair Com-
mittee, Dr. Herbert Jackman, Chairman; Time and
Place Committee, Dr. Henry Stephenson, Chair-

man.

There was no written report from the Secre-

tary, Dr. Elmer McKay.

Dr. Harlan Anderson, Delegate to the AMA,
postponed his report for the next meeting in order

to conserve time for other reports.

The Memorial Committee report. Dr. Robert
Alberts, Chairman, was read by Speaker Holmes:

Harold F. Edwards, M.D., formerly of Lander, Wyoming,
died November 8, 1967.

Joseph F. Hellewell, M.D., formerly of Evanston,
Wyoming, died April 13, 1968.

John R. Nelson, M.D., formerly of Casp)er, Wyoming,
died April 25, 1968.

O. E. Torkelson, M.D., formerly of Lusk, Wyoming,
died November 19, 1967.

Samuel H. Worthen, M.D., formerly of Afton, Wyoming,
died May 15, 1968.

After reading of the report, the House of Dele-

gates rose for a moment of silence in honor of the

aforementioned colleagues.

The report of the Orientation Committee, Dr.
Henry Stephenson, Chairman, was not referred to

a Reference Committee as the Orientation Pro-
gram had already been conducted and had been
well attended and received.

It was decided that the meeting itself would
be construed as the report for the Program and
Entertainment Committee.

Resolutions were introduced and referred to

the following Reference Committee for study and
recommendations. Executive, Governmental Af-
fairs, and Economics Committee, Dr. Duane Kline,

Chairman, received the following resolutions.

Resolution No. 1 concerning fees for Governmental
contract patients; No. 6 concerning who may serve
on a Hospital Board; No. 10 read by Dr. Nicholas
concerning a Usual, Customary, and Reasonable
Fee contract by Blue Shield; No. 11 read by Dr.

Hunton concerning the Public Health Department.

Resolutions referred to the Medical Services

Reference Committee, Dr. Goode R. Cheatham,
Chairman, were as follows: Resolution No. 3 read

by Dr. Cheatham, concerning the regulation of

health standards in industry in the State of Wy-
oming; Resolution No. 4 concerning highway safe-

ty and the point system; Resolution No. 5 concern-

ing safety for motorcycle riders; Resolution No. 7

on visual requirements for drivei^; Resolution No.

8 concerning implied consent; Resolution No. 12

read by Dr. Corbett supporting legislation for bet-

ter drug control laws; Resolution No. 14 as sub-

mitted by Dr. Harlan Anderson concerning support

of the Governor’s Commission on Health and
Safety in Industry.

The Research, Organization, and Scientific Pro-

gram Reference Committee, Dr. Donald Mahnke,
Chairman, received the following resolutions for

action and recommendations. Resolution No. 2

concerning an autonomous administration for the

Wyoming State Medical Society; Resolution No. 9
read by Dr. Hunton concerning a committee on
Medical Education; Resolution No. 13 presented

by Dr. Harlan Anderson concerning the use of

Sturgis Standard Code of Parliamentary Proce-

dures. The group of letters from Dr. Allegretti

addressed to Dr. Greene was referred to this com-
mittee along with reports on autonomy and the

report of the Reorganization Committee.

The written statement prepared by the Wy-
oming Nurses* Association Committee on Profes-

sional Nursing Practices was referred to the Medi-

cal Services Reference Committee.

At 10:40 o’clock, the motion was made and
carried that a twenty-minute recess would be
taken.

After recess. Speaker Holmes turned the meet-
ing over to Dr. Greene, who in turn introduced

the Governor of Wyoming Stan Hathaway and
Mrs. Hathaway to the House of Delegates. Gover-
nor Hathaway addressed the House of Delegates

with reference to the Public Health Department
and its relationship with the Wyoming Department
of Public Welfare. After the Governor’s presenta-

tion, his remarks concerning Public Health and
Wyoming Department of Public Welfare were
referred to the Executive, Governmental Affairs

and Economics Reference Committee.

Resolution No. 16 concerning the institution of

a nursing school in Rawlins was referred to the

Medical Services Reference Committee.

Dr. Laurence Greene presented a letter from
the pharmacists of Wyoming requesting the Wy-
oming State Medical Society’s help to defeat

Federal legislation dealing with the prescribing of

generic named drugs, establishment of a Federal

generic formulary, the establishment of a generic

formulary committee, the establishment of maxi-

mum allowable costs and also extends to compre-
hensive maternity and infant care; the material

was referred to the Medical Services Reference
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Conmittee for any action and recommendation to

the House of Delegates.

At 12:18 o’clock the motion was made and
seconded and carried that a recess be taken until

9:00 o’clock the following morning.

SECOND MEETING
Thursday, August 29, 1968

Speaker Holmes called the House of Delegates

to order at 9:10 o’clock on August 29, 1968, and a

roll call was made of the members. Speaker

Holmes indicated that the Credentials Committee
certified that a quorum was present.

Mr. Abbey introduced Mr. Kenneth Neff,

Secretary of the Nebraska State Medical Society.

He also introduced Mr. Larry Miller of the AMA.
Executive, Governmental Affairs, and Economics
Reference Committee Report, Duane M. Kline,

M.D., Chairman.

The Executive Secretary’s report as printed in

the Packet was given a recommendation for adop-

tion. The motion was made and carried.

The Minutes of the Council Meetings of the

past year, August 29, 1967; January 1, 1968; March
16, 1968; August 27, 1968; were discussed. The
committee recommended adoption of reports as

written in the Delegate’s Packet and in the addi-

tions. However, some comments were made re-

garding the minutes of January 7, 1968, page 5,

concerning the discussion on Workmen’s Compen-
sation and March 16, 1968, page 5, Workmen’s
Compensation Committee.

There was discussion concerning the Council

Minutes, page 3, August 27, 1968, “LEGAL” ex-

planation.

There was discussion of last year’s resolution re-

garding Scholarships for physicians’ families (See

page 1, Scholarship Loan Fund Committee).

Mr. Hirst brought to the attention of the Council a
letter from the Louisiana State Medical Society bring-
ing to our attention the Defense Research Institute
and encouraging our society to make application for
membership. Mr. Hirst referred the letter to the
Council for any action they wished to take.

The committee recommended that the Council

study this and implement, if feasible. Mr. Hirst

apparently feels it is.

Mr. Hirst stated that the State Insurance Commis-
sioner had informed him that malpractice insurance
premium rates might be increased as much as 75 per
cent. Such an increase has been filed for on behalf
of some malpractice insurance companies. Mr. Hirst
suggested that this matter be referred to the Com-
mittee on Malpractice, that they meet with him, and
also request the Insurance Commissioner to hear our
side on this matter.

The Reference Committee recommended that the

Malpractice Insurance Committee, with the help

and advice of Mr. Hirst, contact the Insurance

Commissioner and present our objections. It is

recommended that the President of the Wyoming
State Medical Society be empowered to obtain and
pay for Mr. Hirst’s legal advice and presence at

the meeting with the Commissioner.

It was moved, seconded, and passed that the

above recommendations be accepted and approved
by the House of Delegates.

On Page 3, August 27, 1968, Council Minutes,

the words “Subject to review” should be added
to make the paragraph read:

“The contemplated training program for para-
medical personnel of the Wyoming Dental Society
be endorsed by the Council of the Wyoming State
Medical Society subject to review.”

The committee recommended that a committee
should be appointed to supervise over-all medical

training programs. It was moved, seconded, and
passed that these corrections be made and this

portion of the report accepted.

It was recommended that the recommendation

of the adoption of the Scholarship Loan Fund
Committee comments on last year’s resolution

concerning scholarships for physicians’ families be

adopted.

The motion was made, seconded, and carried

that the minutes of the four Council meetings of

last year and the Scholarship Loan Fund Com-
mittee minutes, as amended by the Reference

Committee reports, be adopted.

It was moved and seconded that the reports

in the Packet on Insurance and Retirement, Blue

Cross, Blue Shield, Legislative Committee, Mili-

tary and Veterans’ Affairs, State Institutions, and

Student Scholarship Loan Fund be accepted. The

report on Public Relations was recommended to

be accepted. It was noted that Mr. Anderson has

terminated his position as Public Relations Con-

sultant for Wyoming State Medical Society. His

replacement should be procured by the Public

Relations Committee. After discussion of the estab-

lishment of a speakers’ bureau, the motion was

carried that this portion of Dr. Kline’s report be

adopted as written.

It was noted that there was no written report

or the following committees did not meet: Ad-
visory to Woman’s Auxiliary, Governmental Af-

fairs and Title XIX Committee, Malpractice Insur-

ance Committee, CHAMPUS, and Advisory to

Workmen’s Compensation. The Reference Com-
mittee recommended that Dr. Preston should have
at least an understudy on the Workmen’s Com-
pensation Committee. It was also recommended
that he should hold regular committee meetings
and notify the members. Further, if fee schedules

are discussed now or in the future, the Govern-
mental Affairs and Title XIX Committee should

assume these duties. Perhaps Dr. Preston should

be a member of the latter committee. This Refer-

ence Committee is concerned because only one
person has dealt with the compensation people

for years and little is known of the meetings and
decisions. It was moved, seconded, and passed that

this portion of the report be approved.

66 Rocky Mountain Medical Journal



Dr. Kline read the following Resolution No. 1

to the House of Delegates concerning hospitalized

Medicare patients and the fees to be charged.

WHEREAS, the Governmental Affairs and Title XDC
Committee of the State Medical Society has decreed

that the long term daily care visits of hospitalized

Medicare patients are to be prorated to allow the

usual number of calls for the first six weeks, one-half

the weekly calls for the next four weeks, and one-

fourth the weekly calls for the remainder of the stay,

and
WHEREAS, the bylaws and rules and regulations of

Natrona County Memorial Hospital require the attend-

ing physician or his designated replacemMit to see

his hospitalized patients every day, and

WHEREAS, the incongruity of these two policies is

quite apparent,

BE IT THEREFORE RESOLVED, That the House of

Delegates in the Wyoming State Medical Society in-

form the Governmental Affairs and Title XDC Com-
mittee of the Wyoming State Medical Society that

there should be no arbitrary set adjudication for

extended hospital stay patients, and further be it

RESOLVED, That the Governmental Affairs and Title

XDC Committee of the Wyoming State Medical Society
by action of the House of Delegates be informed that
any reduction in fees for Governmental contract
patients should be on an individual basis.

The resolution was passed as read. The original

resolution can be found on Page 66 of the Dele-

gates’ Packet.

Dr. Kline on behalf of the Executive Govern-
mental Affairs and Economics Committee recom-
mended that Resolution No. 6, as carried in the

Delegates’ Packet on page 69, concerning any
resident of the State of Wyoming being able to

serve on a hospital board not be passed. After

discussion, the motion carried and Resolution No.

6 did not pass.

Resolution No. 10, page 73 of the Delegates’

Packet, concerning a new program by the Wy-
oming Blue Shield regarding customary and rea-

sonable fees was submitted by Dr. Kline for con-

sideration by the House of Delegates.

WHEREAS, The House of Delegates of the Wyoming
State Medical Society has recommended that usual,
customary, and reasonable fees be used in all nego-
tiations with third party agencies, and

WHEREAS, the Governmental Affairs and Title XDC
Committee has negotiated with all third party agencies
for usual, customary and reasonable fees, and

WHEREAS, the Board of Trustees of the Wyoming
Blue Shield recognizes that the principle of usual,
customary, and reasonable fees is an equitable basis
for third party fee payments, now therefore be it

RESOLVED, That the House of Delegates request that
Wyoming Blue Shield develop a new program for
usual, customary, and reasonable fees for the physi-
cians of Wyoming.

It was moved, seconded and carried, that the

resolution be adopted as read.

Dr. Kline recommended that Resolution No. 11

on the State Health Department as distributed to

the House of Delegates and made a part of the

Delegates’ Packet as an Addendum not pass and
the motion carried.

Dr. Kline then submitted the following substi-

tute resolution and recommended that it be passed

instead of Resolution No. 11.

WHEREAS, Public Health is an integral part of the

art and science of medicine in its function to comple-
ment the clinical practice of medicine with programs
focused on the prevention of disease and the control

of our physical, biological, and social environment,
and
WHEREAS, Public Health can only fulfill its function

effectively in a professional atmosphere unencumbered
by partisan politics, and

WHEREAS, Public Health is essential to the safeguard-

ing of the economy of the State of Wyoming, and

WHEREAS, Public Health provides essential self serv-

ices to aU of the people of Wyoming,
BE IT RESOLVED, That the Wyoming State Medical
Society support the efforts of the Grovemor’s Sub-
committee on Governmental Reorganizations and Con-
stitutional Revision toward more efficient and eco-
nomical governmental administration.

Wyoming State Medical Society, however, will be
opposed to the Wyoming State Department of Public
Health being subjected to partisan political pressures

on matters of Public Health and/or being combined
with any other department of state government not
directly concerned with Public Health policies, and

BE IT FURTHER RESOLVED. That the President of

the Wyoming State Medical Society be empowered to

appoint a committee whose members would serve at

the Governor’s request as an ad hoc advisory com-
mittee to the Governor’s Subcommittee on Govern-
mental Reorganization and Constitutional Revision.

Speaker Holmes indicated that the committee

recommended the resolution be passed as amended
above and the motion carried. The resolution was
adopted.

Speaker Holmes then moved that the House

of Delegates approve the report of the Executive,

Governmental Affairs, and Economics Reference

Committee as a whole as amended and the motion

carried.

Medical Services Reference Committee Report,

Goode R. Cheatham, M.D., Chairman.

Dr. Cheatham reported that the sub-committees

on Public Health, Medicine and Religion, Medical

Assistants, and Nursing Shortage made no report.

The special committees to Combat Health Misin-

formation, Mental Health Committee, and the Spe-

cial Advisory Committee for Diabetes Camp made
no reports. Dr. Cheatham moved that the report

on the Special Advisory Committee to Children

and the report on the Utilization Review Commit-

tee as printed in the Delegates’ Packet be accepted.

The motion was carried. It was moved and second-

ed that the written report by Dr. Froyd on Public

Safety be accepted.

Dr. Cheatham submitted the following resolu-

tion from the Medical Services Reference Com-
mittee.

RESOLVED, ’That the President of the Wyoming State

Medical Society be encouraged to activate or inactivate

standing committees responsible to the Medical Serv-

ices Reference Committee at his discretion.

It was moved and seconded that the resolution

be adopted; motion carried.

The Special Committee to study changes in

Wyoming Abortion Law submitted a report and

a minority report to all Delegates, and in the light

of the report, the Medical Services Reference Com-
mittee recommended that the House of Delegates

take no action on the report. After discussion, it
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was moved, seconded, and carried that this portion

of the report be accepted.

Dr. Cheatham read the following resolution

—

No. 3:

WHEREAS, the State of Wyoming at this time has no
laws regulating health standards in industry, alone of

all the states in the union, and
WHEREAS, absence of such legislation has resulted

in loss of life and needless and preventable invalidism,

now

THEREFORE BE IT RESOLVED, That the Wyoming
State Medical Society strongly support legislation to

safeguard the lives and health of those who work in

our state, and further insist that such legislation give

the State Health Department the authority to set

standards of industrial hygiene and to inspect for

compliance with those standards in all places of em-
ployment in this state.

The committee recommended a do pass on the

foregoing resolution. A motion was made to ap-

prove this resolution, seconded and carried.

Dr. Cheatham read the following resolution

—

No. 4:

WHEREAS, the problem of highway safety is of

constant and immediate concern to all of us, and

WHEREAS, it is felt that additional legislative action

is needed for the protection of the driving public, and

WHEREAS, There has been presented to the Wyoming
State Legislature, legislation entitled the Point System,
which will charge traffic violators with a penalty,

and ultimately cause the revocation of the license of

a constant and serious traffic offender,

BE IT RESOLVED, That the Wyoming State Medical
Society go on record as favoring this legislation which
will endeavor to remove dangerous drivers from the
highway for the protection of the innocent public, and

BE IT FURTHER RESOLVED, That this endorsement
of the Point System be conveyed to the present State
Administrators and to the appropriate members of the
Wyoming House of Representatives and the Wyoming
Senate urging that this legislation be seriously con-
sidered in the 1969 Wyoming Legislature, and

BE IT RESOLVED, That the Wyoming State Medical
Society, in its annual meeting in Jackson, August
29th, 1968, go on record in favor of legislation which
will endeavor to remove dangerous drivers from the
highway for protection of the innocent public and
that the additional legislative action is needed for
the protection of the driving public.

The Medical Services Reference Committee recom-

mended that this resolution be passed. It was
moved, seconded, and passed that this resolution

be adopted.

Dr. Cheatham indicated that the Reference

Committee recommended a do pass on the follow-

ing resolution as amended—No. 5:

RESOLVED, That the Wyoming State Medical Society
approve and support a bill for the next session of the
Wyoming State Legislature.

RESOLVED, That motorcycle riders will wear an
effective protective helmet and a protective jacket
while operating a motorcycle on any street or highway
in the State of Wyoming.

The motion was made and after an indecisive voice

vote, a show of hands was made to adopt Resolu-

tion No. 5. Motion carried.

Dr. Cheatham read the committee amended
resolution No. 7 to the House of Delegates.

RESOLVED, that the Wyoming State Medical Society
approve and support a bill in the next session of the
Wyoming Legislature.

RESOLVED, That the minimum visual requirement
for a Wyoming State driver’s license shall be made
and enforced.

BE IT FURTHER RESOLVED, That the minimum
visual requirements be determined by three certified
Ophthalmologists appointed by the President of the
Wyoming State Medical Society and these recommen-
dations be referred to the Legislative Committee for
action.

It was moved that the Resolution No. 7 as amended
be adopted. The motion was seconded and carried.

Dr. Cheatham submitted Resolution No. 8 as

follows:

WHEREAS, drunken driving in a greater or lesser

degree remains a major factor in fifty per cent of all

fatal traffic accidents, and

WHEREAS, the difficulty of convicting drivers for
the offense of dnmken driving has been notorious,
and

WHEREAS, Scientific accurate means for determina-
tion of drunkenness are available and have been out-
lined and approved by the American Medical Associa-
tion,

NOW THEREFORE, BE IT RESOLVED, That the
Wyoming State Medical Society approve the enact-
ment by the Wyoming State Legislature of an “implied
consent” law modeled in general terms after the
Colorado law now in effect, and after similar laws
in effect in a number of states. Such laws shall, in
brief, require drivers who have been arrested for
some violation of the traffic code to submit to breath,
blood, or urine examination for evidence of alcoholic
intoxication. In the event of refusal to submit to such
examination the driver shall surrender his driver’s
license for a period of six months.

’The Wyoming State Medical Society Legislative Com-
mittee be directed to actively seek passage of this

proposed law.

Dr. Cheatham then moved for the acceptance of

Resolution No. 8 amended as above. Motion car-

ried.

Dr. Cheatham then introduced Resolution No.

12 to the House of Delegates which reads as fol-

lows:

WHEREAS, There is widespread abuse and illegal

trafficking in depressant, stimulant, and hallucino-
genic drugs, and

WHEREAS, Many of these drugs do not fall under
the purview of present drug laws in the State of
Wyoming, and

WHEREAS, This problem is directly related to matters
of Public Health and Welfare, we, therefore,

RESOLVE, ’That the Wyoming State Medical Society
support the enactment of such amendments to the
present laws of the State of Wyoming to provide effec-
tive control of drug abuse within the State of Wy-
oming.

The motion was made, seconded, and carried that

Resolution No. 12 be adopted.

Resolution No. 14 was read to the House of

Delegates by Dr. Cheatham, with his committee’s

recommendation for adoption.

WHEREAS, the Wyoming State Medical Society has
in the past supported efforts to secure passage of an
occupational disease law, and

WHEREAS, such a law is urgently needed for the
protection of the workers in the State of Wyoming,
and

WHEREAS, the Governor’s Commission on Health and
Safety in Industry will propose such a law in its

final recommendation, and
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WHEREAS, the Commi^ion has studied the problems
through eighteen public meetings and other meetings
with the various state agencies, the National Safety
Council, the U. S. Public Health Service, and has
studied the occupational disease laws in adjacent
states, and
WHEREAS, Corporations in the state have indicated
support of attentive recommendations as have the

Wyoming Wool Growers Association, the Farm Bureau,
the Wyoming Stockman’s Association, and the Board
of Trustees of the Wyoming State Employees Asso-
ciation, and
WHEREAS, it is the Commission’s intent to delegate
authority to existing state agencies, such as the State

Health Department, for setting of standards, inspec-

tion, and testing and to make use of present staffs

and laboratory facilities,

RESOLVED, 'That the Wyoming State Medical Society
go on record as supporting the Governor’s Commission
on Health and Safety in Industry on its recommenda-
tions for an occupational disease law.

The committee’s recommendation was approved.

Resolution No. 16 was read by Dr. Cheatham
as follows:

WHEREAS, There is a nursing shortage in Wyoming,
and
WHEREAS, Rawlins is starting a vocational school
program on the high school level, and
WHEREAS, In other states a practical nurse or other
nurses training is provided in the high school for

students unable to leave the local area, and
WHEREAS, This can be done with no removal of
monies from any existent nursing school,

THEREFORE, BE IT RESOLVED. That the Wyoming
State Medical' Society support the proposed starting
of said school in Rawlins High School.

Dr. Cheatham moved that this amendment be

adopted by the House of Delegates and the motion

carried.

The Medical Services Reference Committee
offered the following resolution:

BE IT RESOLVED, ’That the Wyoming State Medical
Society is opposed to the principles of a national
formulary and maximum allowable drug cost.

The motion was made, seconded, and carried that

this portion of the Medical Services Reference
Committee report be adopted.

The Medical Services Committee noted and ap-

proved the statement prepared by the Wyoming
Nurses’ Association Committee on Professional

Nursing Practices and approved by the Wyoming
Nurses’ Association on June 29, 1968, and Dr.

Cheatham moved for the adoption of this portion

of his report and the motion carried.

Dr. Cheatham then moved that the report of

the Medical Services Reference Committee as a
whole as amended be adopted by the House of

Delegates. Motion carried.

Research, Organization, and Scientific Program
Reference Committee, Donald F. Mahnke, M.D.,
Chairman, Report.

Dr. Mahnke indicated that the following Com-
mittees made no written report. WICHE and
Science Fair Committee. Dr. Mahnke indicated
that his committee as a whole joins with Dr.

Cheatham’s committee in his resolution encourag-
ing the President to request reports from these

committees. Speaker Holmes called for a vote on

this portion of Dr. Mahnke’s Reference Committee
report and the motion carried and this portion of

the report was adopted.

The following reports were submitted by either

a standing or special committee as special reports.

The report of AMA-ERF on page 47 of the Dele-

gates’ Packet; Regional Medical Program on page

63 of the Delegates’ Packet; Rocky Mountain Med-
ical Journal Report on page 74 of the Packet;

Constitution and Bylaws Report on page 48 of the

Packet; Historical Committee Report, page 55 of

the Packet; the Memorial Committee Report, page

56 of the Packet; the Orientation Committee Re-

port, page 57 of the Packet; a WICHE report sub-

mitted separately; the report of the Rocky Moun-
tain Medical Conference; and an oral report on
the Time and Place Committee by Dr. Stephenson.

Dr. Mahnke indicated that the Time and Place

Committee recommended that the next Wyoming
State Medical Society meeting be held at Moran,
Wyoming, on August 26 through 29, 1969. Dr.

Mahnke then moved for approval of this portion

of his report and the motion carried.

Dr. Mahnke then submitted Resolution No. 9

as amended which reads as follows:

WHEREAS, New methods of giving basic medical
training are being proposed, some of which involve
local hospitals and physicians,

BE IT RESOLVED, That the Wyoming State Medical
Society establish a committee on medical education;
that this committee study proposals and concepts
regarding medical education and Wyoming participa-
tion; that this committee act to supply information
concerning medical education to Wyoming physicians;
that this committee annually make recommendations
for Wyoming action in medical education to the House
of Delegates of the Wyoming State Medical Society.

Dr. Mahnke then moved that Resolution No. 9 be

adopted by the House of Delegates and the motion
carried.

The following Resolution No. 13 was submitted

to the House of Delegates and was adopted by the

House of Delegates.

WHEREAS, “Sturgis Standard Code of Parliamentary
Procedure” contains the same information as “Robert’s
Rules of Order” and in addition has information on
reference committees and is easier to consult because
of its format,

RESOLVED, That the Wyoming State Medical Society
adopt it rather than “Robert’s Rules of Order” as the
guide for parliamentary procedure.

Dr. Mahnke then moved that the necessary

changes be implemented in the Constitution and
Bylaws so that “Sturgis Standard Code of Parlia-

mentary Procedure” could be put into effect in

place of “Robert’s Rules of Order.” The motion

carried and “Sturgis Standard Code of Parliamen-

tary Procedure” was instituted into the Bylaws in

place of “Robert’s Rules of Order.”

Dr. Mahnke then moved that the report of Dr.

Brendan Phibbs on page 76 and page 77 of the

Delegates’ Packet be not accepted and the motion
carried by the House of Delegates. Dr. Mahnke
then submitted Resolution No. 2 as a substitute

resolution and it read as follows.
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WHEREAS, The committee appointed by Dr. Nicholas
in 1966 to investigate the possibility of having an
autonomous administration for the Wyoming State
Medical Society has not acted as a committee, and

WHEREAS, The report submitted by Dr. Phibbs was
a single member report, and
WHEREAS, No recommendations or information is

available to consider reasonably and factually the
possibility of having an autonomous administration
for the Wyoming State Medical Society,

THEREFORE, BE IT RESOLVED, The incoming Presi-
dent appoint a new committee to investigate the
possibility for an autonomous administration including
costs and duties and report their findings and recom-
mendations to the House of Delegates at the 1969

Wyoming State Medical Society Meeting.

Dr. Mahnke then moved this resolution be adopted

and the House of Delegates adopted this substitute

Resolution No. 2.

It was moved by Dr. Mahnke that the report

of the Reference Committee on Research, Organ-

ization, and Scientific Programs be accepted as a

whole. The motion carried.

Speaker Holmes then read a letter from Vir-

ginia E. Booth concerning Wyoming’s contributions

to the AMA-ERF.
Speaker Holmes called on Dr. Kline who sub-

mitted the following resolution.

RESOLVED, That the House of Delegates approve the
principle of participation of dentists in certain Blue
Shield benefits that come within the province of
dental practice, providing that dentists become par-
ticipating dentists subject to the same regulations as
agreed to by participating physicians.

Dr. Kline recommended that this resolution pass,

and it was passed by the House of Delegates.

Speaker Holmes then opened the floor for any
new business and there being none, he called upon
President Greene for the President’s Annual Ad-
dress.

Election of Officers

Speaker Holmes appointed Drs. Erickson and
Nicholas to be tellers and to help Dr. Cheatham
count ballots during the election of officers.

The Chairman of the Nominating Committee,

Dr. Henry Stephenson, then presented the report

of the Nominating Committee.

Dr. John J. Corbett—President-elect

Dr. Fenworth Downing—-Vice President

Dr. William G. Erickson—Secretary

Dr. Duane M. Kline—Treasurer
Dr. Harlan B. Anderson^—Delegate to AMA
Dr. Thomas Nicholas—Alternate Delegate to

AMA
Dr. Laurence Greene—member of Rocky Moun-

tain Medical Conference Continuing Com-
mittee

There were no nominations made from the

floor for any office so it was moved, seconded,

and unanimously passed that the Secretary cast

a unanimous ballot for each of the nominees as

listed in the Nominating Committee Report, and
they were elected to fill the offices for the coming
year.

The following men were elected to serve as

nominees for Blue Shield Trustees: Dr. William
R. Wahl, Cheyenne; Dr. Frank W. Laird, Chey-
enne; Dr. L. E. Hudgel, Casper; Dr. Donald F.

Mahnke, Casper; Dr. R. H. MacLean, Sheridan;
and Dr. William G. Erickson, Lander.

Dr. Holmes presented the following resolution.

WHEREAS, The 65th annual meeting of the Wyoming
State Medical Society held at Jackson Lake Lodge on
August 27, 28, 29, 30, 1968, was most successful, having
accomplished much from both the scientHic and
organizational aspects, and

WHEREAS, The Wyoming State Medical Society
House of Delegates is especially appreciative of the
influences outside its own body which contributed to
the enjoyment and accomplishments of the meeting,
and

WHEREAS, The House of Delegates desires to express
its appreciation to all those having cooperated to make
the meeting a success;

BE IT THEREFORE RESOLVED, That the Wyoming
State Medical Society express its appreciation and
gratitude to aU those involved in and contributing to
the success of its 65th annual convention, including
the exhibitors and their congenial personnel, the dis-
tinguished guests who made possible the success of
the scientific programs, the officers and employees of
the Grand Teton Lodge Company, and aU persons even
remotely concerned with the meeting.

It was moved and seconded that this resolution

be adopted. Motion carried.

At this time. Dr. Laurence Greene turned the

gavel and horse bell over to the President-elect,

Dr. Henry N. Stephenson, the incoming president.

The motion was made and seconded that the

meeting be adjourned, and the House of Delegates

stood at adjournment.

Montana Tuberculosis and
Respiratory Disease Foundation

The Executive Committee of the Montana Tu-

berculosis Association has organized the Montana

Tuberculosis and Respiratory Disease Foundation.

This foundation will promote research, especially

in the fields of chronic bronchitis and emphysema.

The Montana Tuberculosis Association will con-

sider requests for research grants, not to exceed

$3,000 each, from any physician or group of physi-

cians. Any moneys contributed to the Montana

Tuberculosis and Research Foimdation, by be-

quest or otherwise, will be retained in the State

of Montana and will be used only for research

projects within this state.
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Colorado Delegate’s Report of the Interim

Session of The American Medical
Association, held in Miami, Florida,

December 4, 1968.

Physicians attending the AMA meeting en-

joyed the fine hospitality of the Florida Medical

Association and the Dade County Medical Society.

The House of Delegates was in session for 10

hours and 47 minutes of deliberations in conven-

tion in Miami. Total registration at the meeting

was 7,435 persons of whom 3,285 were physicians.

The scientific and business sessions of the meeting

attracted capacity crowds.

Ninety-four items of business were brought

to the attention of the House, including 22 reports

from the Board of Trustees, one from the Joint

conference committee of AMA and Blue Shield;

four from the Council on Medical Service; three

from the Council on Medical Education; two from

the Council on Constitution and By-Laws and 62

Resolutions from state medical associations. Sci-

entific Sections and individual delegates.

Of the 32 reports, 18 were adopted, three were
amended and adopted, eight were accepted for in-

formation, one was amended and then accepted for

information, one was approved and one was re-

jected.

Of the 62 resolutions, 12 were adopted, 19 were
amended and adopted, six were combined with

one or more others into substitute resolutions,

three were absorbed into other adopted resolu-

tions, six were referred to the Board or a council,

five were rejected, six were replaced by substitute

resolutions, three were replaced by substitute res-

olutions which were then amended and two were
withdrawn before being sent to a reference com-
mittee.

AMA President, Dwight L. Wilbur, M.D., ad-

dressed the House and listed five areas to which
he believes the medical profession should give its

greatest attention:

1. Making high quality health care available

for everyone in America at as reasonable a cost

as possible.

2. Putting a rein on cost by avoiding hospital-

izing any patient unless absolutely necessary, re-

ducing the length of hospital stay to the essential

minimum, using extended care facilities, nursing

homes, and home care services more often, stim-

ulating pre-payment mechanisms on a voluntary
basis, supporting the principle of income tax

credits for health insurance, keeping physicians’

charges on a basis of usual, customary and rea-

sonable fees with self-discipline and peer review,

and encouraging wider use of reliable automated
laboratory procedures passing the cost benefits

onto patients.

3. Developing more reasonable and more real-

istic expectations by the public.

4. Unifying the medical profession and main-
taining constructive liaison with other groups.

5. Planning for an orderly and enhanced fu-

ture. “We must,” he said, “increasingly depend
on the Board of Trustees to lead in planning and
development for the future ... as an Association,

this is our greatest responsibility, the Board must
increasingly be an informed Board of strategy

that looks ahead and advises the profession, the

government and the public regarding health meas-
ures.”

President Wilbur closed his report by saying,

“We are immersed in an epic of change. We can-

not hope to emerge from it as respected leaders

unless we guide the course of change . . . our guid-

ance in helping change all elements of society

that effect the people’s health in an orderly,

balanced sequence is the price of our continued

esteem as a profession and as an organization.”

The Reference Committee in its report re-

emphasized Dr. Wilbur’s remarks concerning in-

volvement: “We cannot be reticent, professionaUy

or otherwise, when the lives and health of our

patients and all people command our active asser-

tion of leadership. Whether we shall be un-
shackled professionals in the future, or merely
responsive functionaries in a system planned by
others, depends on what we decide now—this

week, this month, certainly this coming year ....

“When we took the oath as physicians, we
assiuned responsibilities for the health of the peo-
ple—wherever the course of events might call for

us. We are leaders of the cause of health—we
must assert our leadership in a working partner-

ship with all concerned.” Reference Committee
comment: “We reiterate this assertion by Doctor
Wilbur and believe that it can serve as an effec-

tive guideline for professional planning and ac-

tion.”

Discrimination

The House affirmed its previous stand against

discrimination and the Council on Constitution

and By-Laws presented wording for the anti-

discrimination amendments in response to the

House wishes expressed at the Annual Conven-
tion in June 1968. The addition to Section 3 of

the AMA By-Laws dealing with discrimination

in membership states “Membership in the Amer-
ican Medical Association or in any of its con-

stituent associations shall not be denied or

abridged on account of color, creed, race, religion

or ethnic origin.”

Another amendment to the by-laws concerned

with the provision for disciplinary action was
strengthened by adding the following. “If the
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Council determines that the allegations (of dis-

crimination against physician applicants for mem-
bership) are indeed true, it shall admonish, cen-

sure or, in the event of repeated violations, rec-

ommend to the House of Delegates that the state

association involved be declared to be no longer

a constituent member of the Americal Medical

Association.”

These amendments to the AMA By-Laws will

necessitate comparable amendments in the state

society by-laws and the by-laws of the com-

ponent medical societies to incorporate the pro-

visions now contained in the AMA Constitution

and By-Laws.

Osteopathy

The AMA House continues to study carefully

the relationships of Doctors of Osteopathy to Doc-

tors of Medicine. As a result of a report of the

AMA Board adopted by the House after a pro-

longed and sometimes heated debate. Doctors of

Osteopathy can become fully accredited members
of the medical societies.

The action by the House of Delegates sets forth

guiding principles in a multi-pronged plan to bring

about eventual amalgamation of medicine and

osteopathy. Among the objectives are the making

available to students and graduates in osteopathy,

education of the same high standards as prevail

in undergraduate, graduate and continuing edu-

cational programs in medicine, and providing

avenues whereby qualified Osteopaths may be

assimilated into the mainstream of medicine. This

action is one of a number of efforts of the AMA
to add to the resources of the medical profession

that are available to meet the rapidly expanding

health care need of the American public.

This report provoked much interest and dis-

cussion on the floor of the House and discussions

on the floor stressed the fact that the recom-

mendations contained in the report of the Board

of Trustees and adopted by the House are entirely

permissive and are in no way binding. This ma-
terial will be referred to the Colorado Medical

Society’s Judicial Council for review.

In the December 19th AMA NEWS is carried

the reaction of the president of the American
Osteopathic Association, Roy S. Young, who com-
ments; “As an independent school of education,

the Osteopathic profession resents the arrogant

policies adopted by the AMA in its almost frantic

quest to absorb a competing school of practice.

Over the past few years these policies have in-

cluded actions to take over our colleges, pirate

our students and force an unwanted merger on

the profession. All of these efforts have failed

which accounts for this latest and most desperate

action. Apparently the AMA needs us more than

we need them.”

Organ Transplants

The report of the AMA Board of Trustees

which received probably the most discussion in

Reference Committee and was most thoroughly

discussed on the floor of the House was the re-

port from the Board on Organ Transplants and
the Uniform Anatomical Gift Act. Five guides

concerning heart transplants were adopted but
before the House voted favorably it referred the

report back to the Board for further considera-

tion. The problem involved the guide for criteria

for establishing death, and after the Board came
up with a supplement on this phase of the report,

the House voted favorably.

Other guidelines approved insisted that “the

evolution of therapy be orderly,” and that a

United States Heart Transplant Registry be es-

tablished to facilitate the exchange information

among investigators and as an aid to mutual co-

operation among the various medical centers.

Due regard for the welfare and safety of each

patient is paramount, a third guideline said.

Transplantation “should be restricted to patients

for whom there is no other means of therapy

offering a life-sustaining prognosis.”

The fourth guideline, which covers the short-

age of potential organ donors, recommends adop-

tion of a Uniform Anatomical Gift Act or similar

laws to “facilitate the donation of organs and to

remove the confusion and medicolegal problems
generated by conflicting laws in the several states,”

and initiation in centers where organ transplants

have been accomplished or contemplated of co-

operative donor organ programs to “insure the

best possible match between donor and recipient.”

Noting the publicity attendant to such trans-

plantations, the fifth guideline states “It is im-

perative that the public be made fully aware of

the potentialities and limitations of heart trans-

plantation as those are currently understood and
as that understanding is modified by subsequent

experience.”

The guideline adds that “the opportunity

should be taken to acquaint the public with the

problems attendant upon the introduction of new
means of treatment and rationale for the protocol

that is followed. Only by preserving public con-

fidence in the judgment of the physician,” the

guideline concludes, “can the orderly progress of

medicine be maintained.”

The Uniform Act has been approved by the

American Bar Association and the House sup-

ported cooperative efforts by State Medical As-

sociations and State Bar Associations to secure

prompt adoption of the legislation.

This report together with the reference com-
mittee comments was given to our Council on

Legislation and to our legal counsel for study

and possible introduction for legislation at a state

level.
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Health Care Costs and Financing

The House adopted a resolution that the AMA
“vigorously promote the enactment of federal leg-

islation which would translate the concept of in-

come tax credits for health insurance premiums
into law.”

The House directed the Board of Trustees to

develop an effective program for immediate and

on-going studies of health care costs and to re-

port status of the program at the 1969 Annual
Convention. The Board was further requested to

expedite and expand existing programs and,

“where necessary, develop new programs for the

following purposes: (1) Analysis of health care

costs and expenditure data developed and re-

ported by other sources; (2) definitions, reports

and explanations of the several major categories

of health care expenditures; and (3) dissemina-

tion of the data, findings and conclusions of such

studies to constituent medical societies, news me-
dia and state and federal governmental authori-

ties.”

The House recognizing that advertising and
promotion of new Blue Shield programs providing

broader benefits might be subject to public mis-

interpretation resolved that “any references to

‘paid-in-fuir coverage clearly identify those serv-

ices which are indeed covered on a ‘paid-in-full’

basis and also identify the circumstances under
which those services must be rendered.”

The House called on “all voluntary health in-

surance organizations to offer re-instatement of all

contracts which were cancelled or converted be-

cause the insured individual was over age 65 and
eligible for” medicare; and reaffirmed the AMA’s
belief that “the concept of voluntary health in-

surance is the most acceptable means of financing

health care when applied in keeping with the

principles of the AMA.”

Matters of Patient and Public Interest

The House directed that the AMA “affirm the

importance of providing appropriate recognition

for family physicians through approval of a pri-

mary specialty board for practice and that the

Council on Medical Education be encouraged to

continue its efforts with the American Academy
of General Practice and the AMA Section on Gen-
eral Practice to achieve this goal.”

The House accepted for information a report

that a portion of the Third National Congress on
the Socio-Economics of Health Care be devoted
to solo practice.

. . . Adopted a report on the AMA’s continuing
concern with obesity treatment.

. . . Adopted a report outlining a proposed
meeting among concerned groups to review a

revised certificate of live birth.

. . . Endorsed in principle the use of a multi-

purpose health record form in providing medical
examinations for young people.

. . . Resolved that the AMA again urge its

members to play a major role against cigarette

smoking and that the AMA take a strong stand

against smoking by every means at its command.

. . . Noted reports by “experts in recognized

medical centers of new therapeutic uses of ‘old’

drugs which may be indicated in patients cur-

rently under the care of the physician” and re-

solved that the AMA discuss this problem with

the Commissioner of Food and Drugs in an effort

to enable the practicing physician to employ such

new, life-saving therapy legally when indicated.

. . . Approved a recommendation to work to-

ward the adoption of the International System

of Highway Signs which avoids the use of lan-

guage in order to make the visits of foreigners to

the United States as safe and pleasant as possible

. . . Urged constituent societies in those

states where existing laws do not permit minors

to consent to treatment for venereal and other

communicable disease to seek the enactment of

such legislation. This has been referred to our

Council on Public Health and to our Coimcil on

Legislation for their information.

Approved a report of the Board of Trustees

with the following recommendations:

1. Achieve widespread awareness that there

are many forces affecting the demand for health

care, to make certain there is recognition of what
is attainable and what priorities should be. It is

vital that unattainable expectations, which can

result in emotional pressures, not be permitted to

build up.

2. Exert efforts to achieve maximum efficiency

in the growth of health care resources and their

utilization. This must stress the essentiality of

coordinating efforts on all phases of the system
concurrently, on a balanced basis. Disruptions

created by massive attention to any one or two
phases must be forestalled. This calls for creative

leadership in directing, on a coordinated and in-

terrelated basis, efforts toward:

Expansion of health manpower, both in medicine and
supporting healing arts.

Most efficient utilization of available manpower and
resources.

Effective research into new techniques, skills, therapy,
and treatment.

Continued advancement of the quality of medical services
through enhanced education and continuous re-education
of physicians.

Continued maintenance of standards through enforcement
of ethics and peer review.

Constant attention to voluntary controls on costs through
efficient utilization of time, resources, drugs, and other factors,

and the voluntary maintenance of usual, customary and
reasonable fees.

Development of advanced financial planning to achieve
improved care through continued expansion of voluntary
health insurance with incentives of tax allowances and other
means.

3. Educate the American people to the growing

role of the individual in the delivery of health

care. Our affluence has reduced physical exertion

and increased overeating, excess drinking, smok-
ing, late hours, and drug consumption. Advice of

the physician is too often ignored or slighted. The
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sense of well-being resulting from our progress

leads many people to assume that illness can-
not strike them, or that cures are to be taken for

granted. An essential and least-directable aspect

of the health care complex is the patient himself.

Awareness of the individual’s role must become
universal if health care is to continue to progress.

4. Make more widely known the fact that the

psychological well-being of the patient is the most
vital factor in health and treatment. The human
being is most vulnerable when he is sick. Then
he needs most the humane attention and under-
standing of a trusted and knowledgeable expert

—

of the physician he turns to voluntarily and into

whose care he trusts his life and well-being. Since

emotional equilibrium is a vital factor in good
health and in the success of most treatment, the

relationship of the patient to his self-chosen phy-
sician is of overriding importance. Any pattern

that mechanizes, automates, or otherwise dehu-
manizes this patient-physician relationship strikes

at the basis of good health care. It is the respon-
sibility of the medical profession to educate the

public on this and forestall misguided efforts

to apply mass methods to meeting needs in health

care.

5. Work to assure that expansion of health

services is on a balanced basis for all the popula-
tion, with proper priorities. The health and vi-

tality of our society depend on the health of the

productive segment of the population as well as

of those dependent on society. Advancement of

care for the dependent groups should be ac-

companied by careful consideration of the needs
of others. Humanitarian programs should be
meshed into an orderly growth of the health care

system, avoiding dislocations through overem-
phasis or haste beyond the system’s capacity to

accommodate them.

Such activities can direct the current public

climate toward the best health care system for

the totality of the American people, through the

creative leadership of the medical profession. This
is the responsibility and the opportunity of the

AMA.
The Reference Committee emphasized final

paragraph in the report as follows: “Such activi-

ties can direct the current public climate toward
the best health care system for the totality of

the American people, through the creative leader-

ship of the medical profession. This is the re-

sponsibility and the opportunity of the AMA.”

Education

The House adopted a report of the Board of

Trustees offering its comments (approval or sug-
gested amendments) on many of the recommenda-
tions of the Report of the Citizens Commission on
Graduate Medical Education. However, the Board
pointed out that “it is neither possible nor de-
sirable to make final recommendations ... at this

time on some of the more controversial portions

of the Report. These portions deserve further

study and deliberation by all concerned individ-

uals, institutions and organizations.”

A program for formal recognition by the AMA
of physicians who participate in continuing medi-
cal education was adopted, along with a proposal

to fund the recognition award.

“A physician may, upon request,” the report

said, “receive the recognition award at the com-
pletion of three years of graduate training in

AMA-approved programs, or the equivalent in

research activity or in educational programs lead-

ing to further advanced degrees in medical
sciences.”

Funding will include a registration fee of $5
for each physician who wishes to participate. The
fee would cover the costs of printing, handling,

mailing and processing the correspondence and
certificates as well as the costs of initiating and
maintaining the record system. Each physician

would pay the registration fee only once in each
three-year period.

The House recommended that the Medical Edu-
cation for National Defense program “be re-in-

stituted at the earliest possible date; direction be
the responsibility of the Department of Defense;

adequate financial support be provided with ap-
propriate safeguards to assure that funds will be

used solely for the purposes of the program; and
such support be allocated to the medical schools

on the basis of program merit.”

And the House also encouraged the creation

of continuing high quality service-career phy-
sicians “through specific support of existing medi-

cal school expansion to include selected, service

career-oriented students.”

Allied Health Personnel

The House agreed with the Cormcil on Health

Manpower regarding the need for physician pre-

scription and supervision of all ancillary services

provided in the hospital by adopting a Board of

Trustees report on the utilization of paramedical
personnel. In adopting the report, the House
stated that “the medical staff should concern it-

self with contractual agreements between various

allied health professionals and the hospital only

insofar as, and to the extent that, such agree-

ments tended to remove the provision of ancillary

services from the prescription and supervision of

the physician.”

Another Board report adopted by the House,

based on finding of the Council on Health Man-
power, considered the phrase “related healing

arts” as used in the declaration of purpose in

PL 89-749. The report stated that “it is apparent

that the context in which this term is used offers

assurance that the patterns of medical practice

in the country will not be altered by PL 89-749.”

Consequently, the Council recommended “that any

76 Rocky Mountain Medical Journal



definition of the term ‘related healing arts’ should

be made at the state and local level because of

the important variations in practice within the

country.”

The House adopted the Council on Medical

Education’s revision of “Essentials of Approved

School of Medical Technology” and its “Essentials

of an Accredited School of Radiation Therapy

Technology.”

In regard to nurses, the House resolved that

“state and county medical societies be encouraged

to study the problems relating to nursing educa-

tion and to seek at the local level all available

sources of financing support for hospital nursing

schools” and that the AMA “take appropriate

action in consultation with professional nurses’

associations and the American Hospital Associa-

tion to encourage increasing enrollment in diploma

schools.”

Medicine and the Government

The House accepted for information reports

of the Council on Medical Service regarding neigh-

borhood health centers under the Office of Eco-

nomic Opportunity, Public Health Service and
Housing and Urban Development; and on Project

Headstart.

In addition, the following resolutions were
adopted by the House:

. . . That the AMA urge Congress to give first

priority to adequately financing Medicaid before

increasing financial assistance for health care to

people who can afford such care costs and to

phase out federal health care programs which
overlap and reduplicate Medicaid.

. . . That PL 89-749 be amended to require

that “a substantial percentage” of executive boards

or councils “at all levels of planning, federal, state

and regional, both A and B agencies, be actively

practicing private physicians, nominated by or-

ganized medicine.”

. . . That county and state medical associations,

through the AMA, supply when requested “the

names and biographical data of physicians who
are qualified, willing and able to accept appoint-

ment in government service, full or part time.”

. . . That the AMA provide HEW with the

names and physicians qualified and eligible to

serve on the National Advisory Committee on
RMP Programs, and that the number of physi-

cians on the present committee be increased from
the roster supplied by the AMA and that HEW
be requested to re-define “related diseases” as it

applies to these programs.

. . . That the Board of Trustees “consider

sponsorship of periodic conferences or workshops
on public affairs for the continuing education and
benefit of medical society leaders and physicians

throughout the nation.”

. . . That the AMA “exert every effort to bring

about the elimination of unnecessary documenta-

tion of medical services by the physician, hospital

and fiscal intermediary on Medicare and Medicaid

patients.”

. . . That all school administrative bodies be

encouraged to consult with “competent medical

authorities prior to initiating and conducting pro-

grams involving any medical aspects funded under

the Elementary and Secondary School Act.”

. . . That “physicians and their medical so-

cieties should strive to attain the adoption of es-

tablished principles which are designed to pro-

vide the people of this nation with the highest

quality of medical care” and that all physicians

be reminded “that as free men and women they

have no obligation to accept employment and re-

muneration under any conditions other than those

arrived at by agreement between the physician

and the recipient of his service.”

Of Professional Interest:

State and county medical societies were urged

to establish uniform membership classifications

based on AMA membership categories described in

the by-laws.

The Board of Trustees was asked to consider

seriously recommending to the House that the

1976 Clinical Convention be held in Philadelphia

as a part of the bicentennial celebration of the

Declaration of Independence.

The House adopted a resolution which request-

ed the committee on Maternal and Child Care of

the Board of Trustees to seek advice or recom-

mendations from the appropriate Divisions and

Committees of all constituent state medical so-

cieties in developing the format and subject con-

tent of periodic Perinatal Conferences.

The House accepted for information a report

that the Council on Medical Service has recon-

stituted its committee structure to provide for

committees on Health Care Financing; Govern-

ment Medical Services and Community Health

Care.

A report of the AMA-ERF and a special finan-

cial report on the Institute for Biomedical Re-

search were adopted by the House, along with a

resolution that a liaison committee of 10 members
of the House “meet during the time of each con-

vention of the House, or more often if necessary,

with the President and Directors of the AMA-ERF
and the Director of the Institute for Biomedical

Research for review of current programs of the

AMA-ERF and consideration of suggestions for

broadening the base of support for the AMA-ERF,
and to report the results of such meetings to the

House at each convention.”
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The House recommended to the Board that

“the office of Executive Vice-President be filled,

if possible, by a doctor of medicine who is an
active member of the American Medical Associa-
tion at the time of his appointment and who
possesses the necessary managerial qualifications.”

Other resolutions adopted included these;

. . . That the Scientific Sections maintain re-

sponsible and responsive relations with all ap-

propriate specialty societies.

. . . That the Board continue and expedite “its

present activities to study and search for solutions

to problems of medical professional liability.”

. . . Adopted the progress report of the Board
of Trustees on the AMA Group Disability Insur-

ance Program indicating that program is func-

tioning smoothly with excellent cooperation from
all parties concerned. At the present time 40,000

members of the AMA are covered.

. . . That the AMA, through its representatives

on the JCAH, “take action to assure that accredi-

tation be granted only to those institutions where
the rights of the medical staff are not abrogated.”

That the AMA re-emphasize its desire that the

JCAH continue to require that all medical staff

members of a hospital comply with the Principles

of Medical Ethics and the appropriate licensing

laws of their state for accreditation of any hos-

pital and “Resolved, that each county and state

medical society be actively encouraged to form a

“Committee on the JCAH” whose purposes will

be:

1) To study present and future requirements of the JCAH;
2) To evaluate complaints from hospital staff regarding

JCAH requirements;
3) To communicate regularly with the AMA Commissioners

of the JCAH regarding these complaints; and
4) To make constructive suggestions for revision or im-

provement in these important efforts to improve the quality
of patient care.

. . . That every county and state medical so-

ciety initiate and maintain a “continuing program
of active liaison with students at medical schools

within their jurisdictions, preferably through ac-

tive functioning chapters of SAMA.”
. . . That the House go on record “favoring

exploration of “establishing more uniform reci-

procity arrangements among all states with re-

spect to physician licensing.”

. . . That the AMA adopt the following defini-

tions and distribute them to all state medical as-

sociations for their individual consideration and
guidance:

“
‘Usual’ is defined as the ‘usual’ fee which is

charged for a given service by an individual phy-
sician in his personal practice (i.e., his own usual

fee); ‘Customary’ is defined as that range of usual

fees charged by physicians of similar training and
experience for the same service within a given

specific limited geographic or socio-economic area;

‘Reasonable’ is defined as a fee which meets the

above two criteria, or, in the opinion of the re-

sponsible local medical association’s review com-

mittee, is justifiable in the special circumstances

of the particular case in question.”

The House also resolved that “whenever these

terms are used in contracts or laws, that they be
specifically defined in those documents.”

. . . That the AMA actively encourage all con-
stituent medical societies, and all specialty and
subspecialty societies to observe the “Guidelines

for Physicians in their Relations with the Com-
munications Media” already established by the

Judicial Council.

Miscellaneous Actions or Reports

Aubrey Gates, Executive Assistant in the office

of the Executive Vice President and former Di-

rector of the Field Service Division, was extended
“recognition and commendation” by the House
in advance of his retirement in May, 1969.

A report of the Woman’s Auxiliary was given

to the House by Mrs. C. C. Long, President; one
on AMPAC was presented by Blair J. Hennings-
gaard, M.D., AMPAC President; and Alvin J. In-

gram, M.D., Secretary of the Board of Trustees,

reviewed the Association’s Annual Report from
the delegate’s handbook.

Action on Colorado Resolutions

The Colorado delegation introduced three reso-

lutions, one of which was a commendation of

F. J. L. Blasingame, M.D., for his services to the

American Medical Association as delegate, trustee

and Executive Vice President. This was one of

three resolutions which were adopted commend-
ing Dr. Blasingame. Dr. Blasingame addressed the

House briefly at its opening session.

He called for a constitutional convention to

re-evaluate the working of the AMA to equip it

better for the “Herculean tasks” it faces, adding

that the existing committee system is inadequate

for the work. “This is a time for action, clarifica-

tion and soul-searching for the AMA,” he said,

adding that the Association “can’t afford to be

concerned with internal bickering.”

Dr. Blasingame said several questions should

be asked by the AMA of itself, including these:

How can the organization discharge its primary
obligation as advocate of physician responsibility?

Is the organizational structure adequate to meet
the obligations of modern science? How can pri-

orities be established to help both the physician

and the patient? How can a dichotomy be avoided

between the scientific and political aspects of

medicine?

By a vote of the House, Dr. Blasingame’s com-
plete remarks will be published in the Proceed-

ings of this Clinical Convention.

The second resolution was introduced as a

result of direction by the Colorado Medical So-

ciety House of Delegates at its Annual Session

last September and recommended that the AMA
undertake the formation of a National Computer
Organization to serve physicians and their patients.
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In considering this resolution, the Reference Com-
mittee pointed out that it is directed to the same
objectives as were contained in a resolution in-

troduced at the 1968 Annual Session of the

American Medical Association in June which reso-

lution directed the Board of Trustees to evaluate

the practicality and feasibility of establishing a

National Health Data Banking System and to

evaluate other aspects of data processing related

to the practice of medicine. The Reference Com-
mittee informed the House that this subject is

under exploration by the Board of Trustees of the

AMA and that a report will be presented at an

appropriate time. The Reference Committee rec-

onunended that since the resolution introduced by
the Colorado Delegation was a reaffirmation of a

current charge to the Board of Trustees, it recom-

mended referral to the Board of Trustees for fur-

ther study.

The third Colorado resolution was concerned

with the newly established division of Public Af-
fairs of the American Medical Association. The
preamble of this resolution regretted the pre-

cipitous nature of the drastic action taken in the

establishment of the division which would result

in the appointment of a new director to direct the

AMA and former AMPAC Field Staffs which
would now be amalgamated under the new Divi-

sion of Public Affairs. The resolution stated that

this drastic reorganization of AMA and AMPAC
was taken right on the heels of the announcement
of a management study by the Board of Trustees

and seemed completely incomprehensible and to-

tally inconsistent with the announcement of such

management study. The Colorado resolution ques-

tioned the commitment of the AMA to the estab-

lishment of this new division prior to the manage-
ment study or of the meeting of the House of

Delegates and without any consultation with the

constituent societies in whose state offices were to

be established. The resolution supported the PAC
movement but indicated that support could not

be given to the amalgamation of the PAC move-
ment with the American Medical Association be-

cause it felt that such a move was not consistent

with the stated objectives of the AMA. The reso-

lution directed the AMA Board of Trustees to

limit the activities of the Public Affairs Division

to those activities previously performed by the

Division of Field Services until the report of the

management study group has been completed and
submitted to the House, and further that a five-

man committee be nominated and elected by the

House from its membership, not to include its

elected officers, to consider the management study

and to inform the members of the House of its

findings and make recommendations as to any
further implementation of the proposed duties of

the Public Affairs Division and further that the

management study group and this newly created

committee of the House be urged to complete its

study and prepare its recommendations for pre-

sentation at the next Annual Session of the House.

The resolution drew considerable debate both in

Reference Committee hearings and on the House
floor and your Colorado Delegation did an ad-

mirable job in presenting their position in this

matter.

The Reference Committee summarized the tes-

timony as follows:

“The American Medical Association now has

an established Division of Public Affairs, the gen-

eral functions of which have been defined.

“These functions of the Division of Public Af-

fairs will include those of the former Field Service

Division plus the broader purely educational as-

pects of public affairs.

“.
. . The location of the regional AMA public

affairs offices has caused some concern among
state and local medical societies.

“A lack of communication with respect to for-

mation of the new Division of Public Affairs is

probably responsible for most of the misunder-

standing that was evidenced in the hearing.”

The Reference Committee submitted the fol-

lowing substitute resolution which was adopted

by the House.

“Resolved, That the Board of Trustees be re-

quested to continue to observe closely the activi-

ties of the Division of Public Affairs since this

Division is newly formed with newly defined

functions and activities; and be it further

“Resolved, That the House of Delegates receive

in advance a comprehensive report on the man-
agement survey and its implementation from the

Board of Trustees, prior to the next Annual Meet-
ing in July of 1969; and be it further

“Resolved, That in the interim the Board of

Trustees keep members of the House of Delegates

fully informed of developments with respect to the

management survey as expeditiously as may be

feasible.”

Awards

J. Arnold Bargen, M.D., of Riverside, Cali-

fornia, was chosen to receive the AMA Distin-

guished Service Award, which will be presented

at the 1969 Annual Convention.

John D. Rockefeller, HI, of New York, Chair-

man of the Board of the Rockefeller Foundation,

was selected to receive the Citation of the Layman
for Distinguished Service, also to be awarded at

the Annual Convention in July, 1969.

Respectfully submitted,

KENNETH C. SAWYER,
Senior Delegate
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New books received are acknowledged in this

section. Books here listed are available for lending

from the Denver Medical Society Library.

Advanced Techniques of Hypnosis and Therapy: By Jay
Haley. New York, 1967, Gnine. Price: $14.75.

Advances in Dynamic Badioactive Scanning: By Yen Wang.
Springfield, 111., 1968, Thomas. 129 p. Price: $8.50.

Alcohol and the Impaired Driver: By Comm, on Medicolegal
Problems. Chicago, 111., 1968, A.M.A. 234 p. Price: $1.50.

Alcoholism, A Besource Book for Nurses: By Colorado De-
partment of Health. Denver, 1968. 65 p. Price: Gift.

An Atlas of Pelvic Operations: By Dangdon Parsons and
Howard Ulfelder. Philadelphia, 1968, Saimders. 448 p. Price:
$24.00.

Bibliography on Biopharmaceutics: By Pharmaceutical Manu-
facturer Assoc., Washington, D.C., 1968, 64 p. Price: Gift.

Cancer; A Manual for Practitioners: By American Cancer
Society. 4th ed. Boston, 1968, ACS. 408 p. Price: $2.00.

The Cardia and Hiatus Hernia: By H. Johnson. Springfield,
111., 1968, Th'^mas. 103 p. Price: $6.75.

Communicatioi., Family and Marriage: Bdited by Don D.
Jackson. Palo Alto, California, 1968, Science & Behavior
Books, Inc. 289 p. I^ce: $4.95.

Cryosurgery: By Robert W. Rand and others. Springfield, 111.,

1968, Thomas. 428 p. Price: $26.50.

Depression; Clinical, Experimental & Theoretical Aspects:
By Aaron T. Beck. New York, 1967, Harper & Row. 370 p.
Price: $10.50.

Frank Billings; A Leader in Medicine: By Edwin F. Hirsch.
Chicago, 111., 1%6, University of Chicago. 144 p. Price: $6.50.

Frontiersmen and Other Poems: By Dr. Nolie Mumey. Denver,
Colo., 1968, Range Press. 127 p. Price: Gift.

Fundamental Problems in Scanning: By Alexander Gottschalk
and Robert M. Beck. Springfield, 111., 1968, Thomas. 410 p.
Price: $26.75.

Hearing Sensitivity and Ear Disease in Children; A Prospective
Study: By Laryngoscope. St. Louis, 1967, Laryngoscope. 274 p.
Price: Gift.

Historical Aspects of Abdominal Injuries: By Frank L. Loria.
Springfield, lU., 1968, Thomas. 213 p. Price: $10.50.

Human Mycoses: By Upjohn Company. Kalamazoo, Michigan,
1968, Upjohn. 48 p. Price: Gift.

Identity, Youth and Crises: By Erok H. Erikson, New York,
1968, Norton. 366 p. Price; $6.95.

Immunologic Deficiency Diseases in Man; Edited by Daniel
Bergsma. New York, 1968, Nat’l. Foundation—March of Dimes.
473 p. Price: $17.50.

Introduction to Medical Decision Making; By Lee B. Lusted.
Springfield, lU., 1968, Thomas. 271 p. Price: $18.75.

Introduction to the Psychoanalytic Theory of The Libido:
By Richard Sterba. 3rd ed. New York, 1968, R. Brununer.
8i p. Price; $5.00.

Lecture on the Anatomy of the Brain: By Nicolaus Steno.
Copenhagen, 1965, Forlag. 205 p. Price: Gift.

Local and Systemic Complications of Rheumatoid Arthritis:
By James William Hollingsworth. Philadelphia, 1968, Saun-
ders. 175 p. Price: $10.00

Low Back Pain and Sciatica: By Locus T. Palumbo. Philadel-
phia, 1954, Lippincott. 97 p. Price: Gift.

Rehabilitation and Medicine; Edited by Sidney Licht, New
Haven, Conn., 1968, Elizabeth Licht, Publ. 823 p. Price: $18.00.

Repair of The Ruptured Cranial Ligaments in the Dog: By
Anders Strande. Baltimore, 1967, Williams & Wilkins. 143 p.
Price: $9.50.

Sadism and Masochism: By William Stekel. New York, 1968,
Washington Square Press. 2 vols. Price: $1.65.

Sex and Personality: By Lewis Terman. New York, 1968,
Russell & RusseO. 600 p. Price: $15.00.

Sexual Health and Family Planning: By Mary S. Calderone.
7th Bronfman Lecture. New York, 1968, American Public
Health Association, Inc. 36 p. Price: Gift.

A Specific Common Chromosomal Pathway for the Origin of
Human Malignancy. Springfield, 111., 1967, University of Cali-
fornia. 77 p. Price: Gift.

Therapy, Communication and Change; Edited by Don D.
Jackson. Palo Alto, California, 1968, Science & Behavior
Books, Inc. 278 p. Price: $4.95.

Training of Surgeons in the Future: By Allen O. Whipple.
Springfield, 111., 1968, Thomas. 188 p. Price: $8.75.

Wilson’s Disease: Edited by Daniel Bergsma. New York, 1968,
Nat’l. Foimdation—March of Dimes. 138 p. Price: $12.00.

When
disability

strikes,

will you
have
an income
to live on?
Be sure! Offer your family the extra security of your
Society's own disability income protection plan.

PAYS up to $1,000.00 a month when you're sick or

hurt and can't work. This is TAX-FREE cosh to spend
os you see fit—to meet those financial obligations

thot continue whether you're able to work or not.

For complete details on this outstanding plan under-

written by Mutual of Omaha and endorsed by the

Colorado Medical Society, complete the coupon below
and mail it today.

UNDERWRITTEN BV

Mutual
3t)mflfia,

Cumpaaif

Life Insurance Affiliate; United of Omaha

MUTUAL OF OMAHA INSURANCE COMPANY HOME OEEICE: OMAHA. NEBRASKA

I
Vincent Anderson Agency

I Mutual of Omaha
I 2nd Floor, Railway Exchange Bldg.

I
Denver, Colo. 80202

I Please rush me full details on the Colorado Medical Society's _

I

Disability Income Protection Plan. |

I
Name !

I Address [

I
City State ZIP

j
I 1-2-3-10-11-12-69

J
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an antacid formulated especially
for the constipation-prone patient

• Gelusil-M has been formulated to help
avoid constipation in these patients:

hospitalized/ bedridden /debilitated /seden-
tary/ pregnant/ elderly/on a bland diet/
on anticholinergic-antispasmodic drugs/
when straining at stool should be avoided.

• Magnesium content helps maintain intes-

tinal fluid volume and motility.

• Some patients may develop loose stools

while taking Gelusil-M. This condition is

usually dose-related, and usually responds

to dose reduction.

introducins new

each 5 ml. teaspoonful contains:
500 mg. magnesium trisilicate

250 mg. aluminum hydroxide (WornefChilcott)
200 mg. magnesium hydroxide
*U.5. Poient Ns. 3,326,?5i

a consistent buffering
anticostivet antacid
tAvolds constipation.

See next ;pg:ge lor pfescfibiTig infoirmption, ^



Gelusir-M Liquid
especially for the constipation-

prone patient

Indications; Gelusil-M is indicated for

prompt and dependable symptomatic

relief of peptic ulcer, gastritis, heart-

burn, hiatal hernia, esophagitis, and

other conditions for which control of

gastric hyperacidity is required.

Precaution: Prolonged or intensive

therapy in patients with severe renal in-

sufficiency may lead to hypermagne-

semia.

Dosage: One to two teaspoonfuls (5

ml. to 10 ml.) between meals and at

bedtime or whenever symptoms occur.

Certain conditions, such as acute peptic

ulcer, may require individualized dos-

age. if diarrhea occurs, reduce dosage

or discontinue use.

Supplied; Gelusil-M (spearmint-fla-

vored) —light green bottles of 12 fl. oz.;

and a special hospital pack. Keep

tightly closed— shake vigorously.

GeSusirTobbts
the universal take-along antacid

Easy to take along / easy to take /

pleasantly mint-flavored. An antacid

with adsorbent and demulcent proper-

ties which contains in one tablet; 0.25

Gm. aluminum hydroxide (Warner-

Chilcott) ond 0.5 Gm. magnesium trisili-

cate (USP).

Dosage: 2 tablets— or more—between
meals and at bedtime, or whenever

symptoms occur. Tablets should be

chewed.

Regular GelusirLfquid
when constipation is not a problem

Pleasant mint flavor... ideal for hospi-

tal or home. Available in 12 fl. oz. ond

6 fl. oz. bottles and a special hospital

pack. An antacid which contains adsor-

bent and demulcent agents in each 4

ml. teaspoonful: 0.25 Gm. aluminum

hydroxide (Warner-Chilcott), 0.5 Gm.
magnesium trisilicate (USP).

Dosage: 2 teaspoonfuls ( 4 ml. each)—
or more— between meals and at bed-

time, or whenever symptoms occur.

Also Available: Gelusil® Flavor-Pack,

Gelusil-Lac®.

WARNER-CHILCOTT
Morris Plains, New Jersey



Colorado

Dr. Harlan E. McClure of Lamar, Colorado,

died in St. Joseph’s Hospital, Denver, on December
13, 1968, at the age of 58.

Dr. McClure was born in Trinidad, Colorado,

the son of a physician. He received the B.A. degree

from the University of Colorado in 1932 and was
graduated in 1935 from the Colorado University

School of Medicine. He served his internship at

Colorado General Hospital in 1935-36 and later

took a residency at Cook County Hospital, Chicago,

specializing in general and pelvic surgery, proc-

toscopy and cystoscopy. He entered private prac-

tice in Las Animas in 1936 where he remained
until 1938 when he moved to Lamar.

Dr. McClure took an active part in the affairs

of organized medicine, serving as president of the

Prowers County Medical Society and as a delegate

to the American Medical Association convention

from the Colorado Medical Society.

He served prominently in civic affairs in his

community, as president of the Lamar School

Board, as a member of the Chamber of Commerce
as well as a member of the State Welfare Board
(1963-64). He held a commission as captain in the

Air Force from 1942-1955. He was a member of

the Masons, of Delta Tau Delta and Nu Sigma Nu
fraternities.

Surviving are his widow, Sara, whom he mar-
ried in 1935 and two sons, Michael of Lamar and
John of Denver.

Utah

Dr. Martin C. Lindem, veteran Salt Lake
physician, died December 21, 1968, at the age of

79. He was born March 11, 1889, in Fisher, Minne-
sota, and married Marjorie Wasson June 24, 1924,

in Salt Lake City, Utah.

Dr. Lindem graduated from the University

of North Dakota prior to his attending the Univer-

sity of Chicago/Rush Medical School and later

returned to Utah, where he held long-time mem-
berships in the Salt Lake County, Utah State, and
American Medical Associations. He served as hon-

orary president of the USMA in 1965.

During 1924-25, Dr. Lindem served as pro-

fessor and head of the Department of Anatomy,
University of Utah College of Medicine, and also

assisted the school as a lecturer until 1943.

He was one of the founders of the American
Board of Surgery, the American Association for

the Surgery of Trauma, and the Southwest Surgi-

cal Congress. He was a fellow of the American
College of Surgeons, and served as a past member
of its board of directors. He also held the distinc-

tion of serving as president of the Salt Lake Surgi-

cal Society.

A member of the St. Mark’s Hospital staff. Dr.

Lindem was also a consulting surgeon for the

Shriners Hospital. He further served as chief sur-

geon for United States Steel, Inc., Columbia-

Geneva Works.

He held membership in the Western Surgical

Association, and served as president of the West-

ern Association of Railway Surgeons. He was also

a member of the American Railway Surgeons, and
was the assistant chief surgeon of the Denver and

Rio Grande Western Railroad.

Dr. Lindem was a member of the Episcopal

Church, and also a member of El Kalah Temple
Shrine. Survivors include his widow, a son. Dr.

Martin C., Jr., and three grandchildren.

William Randolph Love-

lace, M.D., a pioneer in aero-

space medicine and co-found-

er of Lovelace Clinic and the

Lovelace Foundation in Al-

buquerque, New Mexico, died

December 4, 1968, from a

stroke.

Dr. Lovelace was born

July 27, 1883, at Dry Fork,

Missouri. He received his

medical degree from St. Louis

University Medical School and performed his in-

ternship at St. Mary’s Hospital in St. Louis. He
moved to New Mexico in 1906.

Dr. Lovelace belonged to the Southwestern

Medical Association, and was a founding member
of the Southwestern Surgical Congress. He be-

longed to the American Association of Railway

Surgeons and the American Medical Editors and

Auditors Association. He was a member of the

Founders Group of the International College of

Surgeons, and from 1952 to 1954 was president of

the United States section of this college. He was
certified in 1938 by the American Board of Sur-

gery, and was a life member of the Mayo Surgeons

Club. He was an honorary member of the Academy
of Medicine of Sao Paulo, Brazil, and of the

Academy of Surgery of Peru.

Dr. Lovelace was an active member of the

American Medical Association, the New Mexico
Medical Society and the Bernalillo County Medical

Association of which he was president in 1914

and 1915. He is survived by a sister, Mrs. Frank
Westerfield, and a brother, Edgar Blaine, both of

Albuquerque.

New Mexico
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The new graduate program was inaugurated

this fall with an initial enrollment of 14 candidates

for the M.S. degree. It involves a basic two-year
course of studies aimed at training expert admin-
istrators for public and private health agencies

of all kinds.

« * *

University of Colorado Medical Center

Dr. Urless N. Lanham, formerly curator of the

University of Colorado Museum in Boulder, has

been appointed assistant professor in the Depart-

ment of Biophysics of the CU School of Medicine

in Denver. He will also serve as a member of the

graduate training staff of the Eleanor Roosevelt

Institute for Cancer Research at the CU Medical

Center.

Dr. Lanham has studied in the fields of zoology,

oceanography, ecology and entomology, and served

on the staff of the University Museum since 1964.

He is a 1940 graduate (B.A.) of CU and received

his Ph.D. in 1948 from the University of California,

Berkeley.

« * «

Dr. Fred Kane, director of child psychiatric

services at Denver General Hospital, has been

appointed an assistant clinical professor of psychi-

atry on the volunteer faculty of the University of

Colorado School of Medicine.

He has been a member of the Denver General

staff since July, 1967, and currently is associate

director of the Community Health Branch of the

hospital’s Division of Psychiatry as well as director

of the child psychiatry service.

* * * * *

Dr. Glenn T. Foust, Jr., assistant clinical pro-

fessor of obstetrics and gynecology in the Uni-

versity of Colorado School of Medicine, has been

installed as 1969 president of the Colorado Gyne-

cological and Obstetrical Society. Dr. Foust suc-

ceeds Dr. Lloyd V. Shields, associate clinical pro-

fessor and also retiring 1968 president of the Medi-

cal Board of the University Hospitals (Colorado

General and Colorado Psychiatric Hospitals).

* * »

A three-year grant of $137,756 has been re-

ceived from the W. K. Kellogg Foundation of

Battle Creek, Mich., in support of the new gradu-

ate program in health administration at the Uni-

versity of Colorado School of Medicine.

The grant will assist in the development and
strengthening of the recently inaugurated master

degree program in health administration and the

inauguration of continuing education and consult-

ing services for administrators of hospitals, nurs-

ing homes and other health agencies in the Rocky
Mountain region, according to John E. Kralewski,

head of the Division of Health Administration in

the CU medical school.

A fifth unrestricted grant of $5,000 to the Divi-

sion of Ophthalmology of the University of Colo-

rado School of Medicine has been announced by
Research to Prevent Blindness Inc. of New York
City. The award is designed to provide “maximum
freedom for the pursuit of new concepts in eye

research.” Annual grants now totaling $25,000

have been made by RPB to the CU ophthalmology
division since 1964, offering flexible funds for a

limitless range of new and supportive research

activities aimed at the eradication of blinding

diseases.

RPB is a national voluntary foundation which
has stimulated a resurgence of scientific activity

for the preservation of vision. It has provided

$1,225,000 in annual grants to 40 medical institu-

tions and has channeled more than $14 million

into the construction of modern eye research

centers at the University of California at Los

Angeles, Columbia, Duke and Johns Hopkins Uni-

versities and the University of Louisville. The
organization also was a leading factor in the recent

establishment of a separate National Eye Institute

within the National Institutes of Health at Bethes-

da, Md.

Over the past four years at the CU Medical

Center, the RPB annual grants have aided in a

variety of research projects. The funds have con-

tributed to a continuing investigation of the

cholinesteral enzyme systems of the eye, which
are involved in nerve transmissions. The effect

of drug inhibitors on the enzymes is being studied

for possible relationships to certain eye diseases

such as glaucoma, the largest single cause of blind-

ness in the United States.

The CU eye specialists also are researching the

effects of certain ions, particularly sodium and

potassium, in the eye as they relate to cataract

formation and are affected by cortisone treatment,

and how the body inactivates some drugs used in

the therapy of eye diseases.

University of New Mexico School of Medicine

A team of doctors at the University of New
Mexico School of Medicine have demonstrated, for

the first time, a method capable of preserving

cholesterol in tissues for electron microscopy.

To carry out this work, Dr. Terence J. Scallen

has received a renewal grant of $9,500 from the

National Multiple Sclerosis Society to continue

analyzing the structural role of cholesterol and
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related fatty substances in the myelin coating that

insulates nerve fibers.

Other team members are Dr. Scott E. Dietert,

assistant professor of anatomy, and Dr. Leonard
M. Napolitano, professor of anatomy. Dr. Scallen

is assistant professor of biochemistry.

Sterling A. McCollum Jr., chairman of the

New Mexico Central chapter of the National Mul-
tiple Sclerosis Society, presented the one-year

award to Dr. Scallen. Mrs. Lily Timmons is execu-

tive director.

Multiple sclerosis, a crippling nervous system

disease, usually strikes between the ages of 20

and 40—the critical career and family-building

years, Mrs. Timmons said. At the present time an
estimated 500,000 Americans suffer from MS and
related diseases.

The chapter provides an MS clinic at the Re-

habilitation Center Inc. for diagnosis and therapy

treatments, equipment from a prosthetic loan

closet, educational literature, and a referral service

to other federal, state and local agencies. Since

its inception in 1946, the national society has pro-

vided almost $9 million to support promising re-

search on MS all over the world.

4; * * * *

Two new department chairmen have been

named at the University of New Mexico School

of Medicine: Edward T. Peter, M.D., is the new
chairman of the Department of Surgery, and
Ralph C. Williams, Jr., M.D., is the new chairman
of the Department of Medicine.

Dr. Peter has been a member of the medical

faculty at UNM since September, 1967.

Dr. Williams will join the medical faculty May
1. He is currently professor of medicine at the

University of Minnesota Medical School, Minne-
apolis.

Dr. Arnold H. Greenhouse, acting chairman of

the department of medicine at the University of

New Mexico School of Medicine, has been named
to a national position with the American Heart

Association. He has been asked to serve on the

executive committee on the Council on Cerebral

Vascular Diseases. He is an associate professor and

chief of the division of neurology at the medical

school, and joined the UNM medical faculty in

July, 1964.

Formerly chief of the neurology section at the

Denver Veterans Administration Hospital and a

professor at the University of Colorado School of

Medicine, Dr. Greenhouse received his M.D. from

the University of Kansas School of Medicine.

* Ji: « *

University of Utah Medical Center

Dr. Franklin G. Ebaugh,

Jr., has been appointed Dean
of the University of Utah
College of Medicine. Dr.

Ebaugh, currently Dean of

the Boston University School

of Medicine, is filling a va-

cancy left by Dr. Kenneth B.

Castleton, who has been Dean
since 1962. Dr. Castleton was
appointed Vice President for

Medical Affairs at the Uni-

versity of Utah, effective January 1, 1969.

Dr. Ebaugh has an outstanding international

reputation as a clinical investigator in hematology.

He received an A.B. degree magna cum laude from
Dartmouth College in 1944 and an M.D. degree

from Cornell Medical College in 1946. From 1946

to 1950 he served his internship and residency at

New York Hospital.

MEDICAL EDUCATION IN THE U. S.

Did you know that a new high in the number of medical school graduates was
reached in June of 1968? A record 7,973 students were graduated from U. S. medical

schools—an increase of 230 over the 1967 total of 7,743 and 1,177 more than in 1957

when there were 6,796 graduates.

However—according to a joint statement prepared and released earlier this year

by the American Medical Association and the Association of American Medical

Colleges—despite this steady increase, there still remains an “urgent and critical

need for more physicians if national expectations for health services are to be

realized.”

For further detailed information, write for a copy of the “Fact Sheet on Phy-
sician Population and Medical Education in the U.S.,” which is available at no cost

from the AMA Program Services Department, 535 North Dearborn Street, Chicago,

Illinois 60610.—News release from AMA
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Pertofranetdesipramine hydrochloride

Indications: For relief of depression.

Contraindications: Do not use drugs

of the M.A.O.I. class with Pertofrane.

Hyperpyretic crises or severe con-

vulsive seizures may occur;

potentiation of adverse effects can be

serious or even fatal. When sub-

stituting this drug in patients

receiving an M.A.O.I., allow an

interval of at least 7 days. Initial

dosage in such patients should be

low and increases should be gradual

and cautiously prescribed.

Warning: Activation of psychosis may
occasionally be observed in schizo-

phrenic patients. Do not use in

patients under 12 years old, and do
not use in women who are or may
become pregnant unless the clinical

situation warrants the potential risk.

Precautions: Careful supervision

and protective measures for poten-

tially suicidal patients are necessary.

Discontinuation of therapy or ad-

junctive use of a sedative or

tranquilizer may be necessary in the

presence of increased anxiety or

agitation, hypomania or manic excite-

ment. However, phenothiazines may
aggravate the condition. Atropine-

like effects may be more pronounced
(e.g. paralytic ileus) in susceptible

patients and in those receiving anti-

cholinergic drugs (including anti-

parkinsonism agents). Carefully

observe patients with increased

intraocular pressure. Prescribe

cautiously in hyperthyroid patients

and in those receiving thyroid

medications. Cardiovascular com-
plications (myocardial infarction

and arrhythmias) are potential risks

since they have occasionally

occurred vHth imlpramine, the parent

compound. Desipramine may block

the pharmacologic activity of

guanethidine and related adrenergic

neuron-blocking agents. Hyper-
tensive episodes have been observed

during surgery in patients on
desipramine therapy.

Before prescribing the drug, the

physician should be thoroughly

familiar with prescribing information,

with the literature, with all adverse
reactions, with the diagnosis and
management of depression, and with

the relative merits of all measures fot

You decide who needs howmuch



treating the condition.

Adverse Reaetlsns: Dry mouth,
constipation, disturbed visual ac-

commodation, anorexia, perspira-

tion, Insomnia, drowsiness, dizzi-

ness, headache, nausea, epigastric

distress, and skin rash (including

photosensitization) may appear.
Since orthostatic hypotension has
occurred, carefully observe patients

requiring concomitant vasodilating

therapy, particularly during the
initial phases. Other adverse re-

actions include tachycardia, changes

in EEG patterns, tremor, failing,

mild extrapyramidal activity, neuro-
muscular incoordination, epilepti-

form seizures. A confusional state

(with such symptoms as hallucina-

tions and disorientation) occurs
occasionally and may require re-

duced dosage or discontinuance of

therapy. Rarely, transient eosino-
philia, slight elevation in trans-

aminase levels, transient Jaundice,

or liver damage have occurred. If

abnormalities occur in liver function

tests, discontinue drug and investi-

gate. Occasional hormonal effects,

particularly decreased libido or Im-
potence and instances of gyneco-
mastia, galactorrhea and female
breast enlargement have been ob-
served. Urinary frequency or retention

may occur. The drug should be dis-

continued if agranulocytosis, bone
marrow depression, jaundice, throm-
bocytopenia, or purpura occur.

Dosage: 25 to 50 mg. t.i.d. The maxi-
mum daily dose is 200 mg. Continue
maintenance dosage for at least 2
months after obtaining satisfactory

response. Generally, elderly and
adolescent patients should be given
low doses.

Availability; Pink capsules of 25 mg.
in bottles of 100 and 1000.
(B) 46-530-E

For eemplete details, please see the
full prescribing Information.

Geigy Pharmaceuticals
Division of

Geigy Chemical Corporation 0
Ardsiey, New York 10502

antidepressant and howmuch tranquilizer—

Pertofrane can gi¥e rapid antidepressant
action often within 3 to 5 days.
Levels of psychomotor activity, patient outlook

and related somatic complaints may improve.

Pertofrane is well tolerated by most patients
and adverse reactions are usually mild. A few serious
side effects have been reported infrequently.

Consult full prescribing information before using.
It’s summarized above.

Anxioys Depressives . .

.

May require adjunctive use of tranquilizers;
but they don’t always fit ready-made drug

combinations, isn’t it better for you to decide
who needs how much of which drugs?

Choose Pertofrane and pick your tranquilizer
of choice. With this “combination”, control the
individual drug dosage adjustments that may be
necessary for proper therapy. Isn’t that the way it

ought to be? Please remember, phenothiazine
nanquilizers may aggravate depression, and never
use Pertofrane with an MAO inhibitor.

PERTOFRANE
DESIPRAMINE HYDROCHLORIDE Geigy

FIGHTS DEPRESSION



Qinical Management and

Control of Tuberculosis

National Jewish Hospital, Denver, Colorado

July 28-August 8, 1969

October 13-24, 1969

Purpose of Course: To provide participants with

the latest knowledge available concerning the

diagnosis, treatment and control of tuberculosis.

Enrollment Qualifications: Enrollment is restricted

to physicians and nurses who plan or direct tuber-

culosis control programs and teach tuberculosis

and other pulmonary diseases. All physicians who
are concerned with the diagnosis and treatment of

tuberculosis are eligible. Enrollment Information:

There is no tuition fee. Public Health Service

funds are available to pay travel and subsistence

expenses for a limited number of participants in

each course. Attendance is limited. Applications

will be considered in the order in which they are

received.

For further information concerning these courses,

contact: Thomas Moulding, M.D., Coordinator,

Tuberculosis Training Program, National Jewish

Hospital and Research Center, 3800 E. Colfax,

Denver, Colorado 80206—-Phone 322-1881.

Lutheran Hospital and Medical Center

Third Annual Qinic Days

Epidemiology and Prevention of Coronary Artery

Disease

March 14-15, 1969

Friday, March 14, 1969—Brown Palace Hotel

Saturday, March 15, 1969—Lutheran Hospital

Auditorium

For details concerning this program, contact:

Lutheran Hospital, 8300 W. 38th Ave., Wheat
Ridge, Colorado 80033—Phone 421-3300, Ext. 651.

Postgraduate Course in

Emergency Preparedness

Colorado Department of Health

Emergency Health Services Section, in cooperation

with Colorado College of Medical and Dental As-

sistants

February 19-20, 1969

For further information contact: Colorado College

of Medical and Dental Assistants, 655 Broadway,
Room 105, Denver, Colorado 80203.

University of Colorado School of Medicine,

Postgraduate Medical Education

1969 Postgraduate Calendar

Surgery of the Hand
February 17-20, 1969

Diagnostic Ultrasound

March 10-12, 1969

Management and Care of Respiratory Insufficiency

Denver, Colorado
April 9-11, 1969

This three-day symposium for physicians is de-

signed to review modern methods of respiratorj'

care for patients both acutely and chronically ill.

Tuition and Registration Fees: $75.00.

Obstetrics and Gynecology
Colorado Springs, Colorado

April 14-17, 1969

Clinical Dermatology
(Limited)

April 24-26, 1969

Medical Technology
Estes Park, Colorado

May 12-16, 1969

The Battered Child

May 22-23, 1969

Crisis Counseling

Estes Park, Colorado

June 16-20, 1969

Ophthalmology
Colorado Springs, Colorado

June 30-July 3, 1969

Internal Medicine

Estes Park, Colorado

July 21-25, 1969

Dermatology
Aspen, Colorado

July 31-August 2, 1969

Pediatrics

Aspen, Colorado

August 3-6, 1969

General Practice Review
August 11-16, 1969

Hospital Medical Staff Conference

Estes Park, Colorado

September 29-October 3, 1969

The above dates are subject to change. Detailed

programs will be available before the course date.

For further information and detailed programs,

write to: The Office of Postgraduate Medical Ed-

ucation, University of Colorado School of Med-
icine, 4200 East Ninth Avenue, Denver, Colorado

80220.
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Sixth Annual Diabetes Institute

Aspen, Colorado

March 19-23, 1969.

American Medical Association

Clinical Meeting

Denver, Colorado

November 30-December 3, 1969

11th National Conference on the Medical Aspects

of Sports

Denver, Colorado

November 30, 1969

16th Annual Western Cardiac Conference

University of Colorado Medical Center, Dennison

Auditorium, Denver, Colorado

October 22-23, 1969

“Catastrophic Cardiac Disorders—a Symposium on
Severe Forms of Heart Disease”

For further information contact: Colorado Heart

Association, 1375 Delaware Street, Denver, Colo-

rado 80204.

Fourteenth Annual Postgraduate
Anesthesiology Course
University of Utah College of Medicine

Salt Lake City, Utah
February 22-25, 1969

Eleventh Biennial Western Conference

on Anesthesiology

Hotel Utah

Salt Lake City, Utah

May 19-22, 1969

Glacier Park Montana Radiological

Society Symposium
Glacier National Park
July 23-25, 1969

For further information or reservations, contact:

Drs. Francks, Agnew and Anderson, Doctors’

Building, 1231 N. 29th Street, Billings, Montana
59101.

Institute of Gastroenterology

Good Samaritan Hospital, V.A. Hospital

Del Webb’s Townehouse
Phoenix, Arizona

February 21-22, 1969

Montana Medical Association

22nd Interim Meeting
Holiday Motel
Helena, Montana
April 11-12, 1969

^^nnuai (lancetrnnuai K^ancer seminar
Pioneer Theater Auditorium— Reno, Nevada

^prit 2- 4> 1969

ORALOGY, NASOPHARYNGEAL, PEDIATRIC AND GYNECOLOGIC MALIGNANCY

FACULTY
JUSTIN STEIN, M.D.STANLEY ALTMAN, M.D.

Chemotherapist, University of Utah School of

Medicine, Salt Lake City

T. HART BAKER, M.D.
Medical Director, Kaiser Foimdation Hospital,
Los Angeles, California. Director OB-GYN

—

Southern California Permanente Hospital. As-
sociate Professor U.C.L.A. Medical School, Los
Angeles

JOHN MILNER. M.D.
Associate Professor, Department of Environ-
mental Health, University of Washington,
Seattle

JOSEPH H. KUSHNER, M.D.
Pediatric Oncologist—Assistant Clinical Pro-
fessor, University of California, San Francisco

Director of Radiology and Chief, Radiation
Therapy Division U.C.L.A., Los Angeles

SANFORD SALL, M.D.
Director of Gynecologic Malignancy—New
York Medical College, Flower and 5th Avenue
Hospital, Metropolitan Hospital Medical Cen-
ter, New York City

DONALD KERR, D.D.S.
Oral Pathologist, University of Michigan, Ann
Arbor

FRED HENNY, D.D.S.
Attending Oral Surgeon, Henry Ford Hospital,

Detroit

ALFRED A. DeLORIMER, M.D.
Pediatric Surgeon, University of California,

San Francisco

ENJOY A COSMOPOLITAN CITY (Deluxe Facilities, Stores, Entertainment, Excellent
Transportation) — Combined with the atmosphere of the true West.

WATER SPORTS, SKIING, FISHING, GOLF, HUNTING AND DIGNIFIED GAMING.
Write for brochure: Box 7432, Reno, Nevada.
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t/hC.

Speer at Acoma • Denver • 534‘<0631

r Discriminating Doctors
everywhere specify

SXEELCASE
Custom Line

Office Furniture
Doctors are enthusiastic about their offices being

furnished with the New Custom Line Office Furni-

ture. Let us show you how you can "individual-

ize" your office.

Stop in soon— orphone and our representative will call

Tuberculosis? Influenza?
Pneumonia? Leukemia?

Hodgkin's Disease? Syphilis?

Systemic Fungai Diseases?
Chronic Chest Diseases?

or

HISTO?
(Histoplasmosis— "The Masquerader”)

A new aid in differential diagnosis

HiSTOPLASMINJiNE TEST
(Rosenthal)

The LEDERTINETM Applicator with the Blue Handle

Precautions—Nonspecific reactions are rare, but
may occur. Vesiculation, ulceration or necrosis
may occur at test site in highly sensitive persons.
The test should be used with caution in patients
known to be allergic to acacia, or to thimerosal
(or other mercurial compounds).

Ask your representative for details oi write Medical Advisory Oept.,

Lederle Laboratories. Pearl River, New York 10965 . 406-8

THE EMORY JOHN BRADY HOSPITAL
401 Southgate Road COLORADO SPRINGS, COLORADO 80906 MElrose 4-8828

E. JAMES BRADY, M.D., Medical Director

For the care and treatment of Psychiatric disorders.

Individual and Group Psychotherapy and Somatic Therapies.

Occupational, diversional and outdoor activities.

X-ray, Qinical Laboratory and Electroencephalography.

CAMPBELL F. RICE, Superintendent

Francis A. O’Donnell, M.D.
Robert W. Davis, M.D.
Richard L. Conde, M.D.
Gilbert 0. Horn, M.D.
Paul A. Draper, M.D.
Charles W. McClellan, M.D.
James E. Edwards. M.D.

90 Rocky Mountain Medical Journal



PUBLICATION PRINTING . . .

NEWSPAPERS • MAGAZINES

ANNUALS • QUARTERLIES

BOOKLETS • BROCHURES

REPORTS • ROSTERS • PROGRAMS

HANDBOOKS • CATALOGUES

<

EDITORIAL ASSISTANCE • BINDING

ART DEPARTMENT • MAILING

Publishers Press, Inc. chCMaso S.jr

1830 CURTIS DENVER 534-4257

Newton Optical

Company
Catering to

Medical Profession Patronage

309 1 6th Street

Denver 80202

ARTIFICIAL EYES
Plastic eyes and glass eyes

specially made to fit the most

difficult cases. An expert eye-

maker is in our office at all

times to give your patients the

satisfaction they must have.

In business since 1906.

Write or phone for full details.

DENVER OPTIC COMPANY
330 University Bldg. • 16th and Champa • 825-0229

Denver, Colorado 80202

Telephone

534-871

T

ARABIAN HORSES-

. . . it’s fun to ride most any good

equine . . . but somehow the Ara-

bian seems to have that extra some-

thing — maybe it’s his beauty and

balance, maybe it’s his disposition or

his heritage of extra strength.

. . . maybe we’re just prejudiced-^

—

come visit us for an hour or so and
see what you think ! !

!

PARKER, COLORADO 80134

Lu and Burr Betts

owners

Ranch: (303) 821-3204

Office: (303) 222-1861

(3V2 miles southeast of

Parker, Colorado^—use

Hilltop Road) (County Rd. No. 71)

for February 1969 91



Colorado Medical Society

OFFICERS 1968-69—Terms of Officers and Committeemen
expire at the Annual Session of the year indicated. Where no
year is indicated the term is for one year only and expires at
the 1969 Annual Session.

President: William M. Covode, Denver.

President-elect: John M. Wood, Englewood.

Vice President: Joseph S. Pollard, Colorado Springs.

Treasurer: Edward B. Diddle, Colorado Springs, 1971.

Constitutional Secretary: Marvin E. Johnson, Denver, 1969.

Additional Trustees: WUliam A. H. Rettberg, Denver, 1971;

Richard L. Davis, Da Junta, 1971; Robert Dudwick, Sterling,
1969; Geno Saccomanno, Grand Junction, 1969; Kenneth A.
Platt, Westminster, 1970; William Y. Takahashi, Boulder, 1970.

Judicial Council: District No. 1—Daniel H. Buchanan, Jr., 1969;
District No. 2— John Simon, Jr., 1971; District No. 3—Kenneth
E. Gloss, 1970; District No. 4—James G. Price, 1969; District
No. 5—Jacob J. Zuidema, 1969; District No. 6—Heman R.
Bull, 1970; District No. 7—Stanley J. Haukeness, 1970; District
No. 8—John W. Haskin, 1971; District No. 9—Scott A. Gale,
1971.

Grievance Committee: Keith F. Krausnick, Chairman, Damar,
1970; Edwin D. Kadlub, Windsor, 1969; Richard D. Codd, Fort
Collins, 1969; John B. Griffith, Aurora, 1970; James A. Hen-
derson, Denver, 1969; Robert B. Richards, Fort Morgan, 1970;
C. J. Manganaro, Sterling, 1969; James P. Hensen, Pueblo,
1969; John McDonough, Ordwav, 1969; Victor A. Crumbaker,
Grand Junction, 1970; John Glismann, Wheat Ridge, 1970;
Mitchell B. Rider, Denver, 1970.

Delegates to the American Medical Association; Kenneth C.
Sawyer, Denver, Dec. 31, 1970 (Alternate: Robert E. McCurdy,
Denver) : Harlan B. McClure, Damar, Deceased, Dec. 13,

1968, (vacancy to be filled); (Alternate: Vernon B. Bolton,
Colorado Springs); Gatewood Milligan, Englewood, Dec. 31,

1969, (Alternate Ray G. Witham, Craig).

Speaker, House of Delegates; Robert G. Bosworth, Jr., Denver.

Vice Speaker, House of Delegates: Harlan B. Huskey, Fruita.

Foundation Advocate: James P. Rigg, Sr., Grand Junction.

Historian: Richard Whitehead, Denver.

Historian Emeritus: Bradford Murphey, Denver.
Scientific Editor for Colorado and Chairman of the Editorial
Board, Rocky Mountain Medical Journal: Douglas W.
Macomber, Denver.

Assistant Scientific Editor for Colorado, Rocky Mountain
Medical Journal: Carl H. McDauthlin, Denver.
Executive Secretary: Donald G. Derry, 1809 E. 18th Ave.,
Denver, Office Telephone 399-1222 (303).

COUNCID ON INTERPROFESSIONAL RELATIONS: James A.
Philpott, Jr., Denver, Chairman, 1970.

COMMITTEES—
ADVISORY COMMITTEE TO THE WOMAN’S AUXILIARY:
Marcia Curry, chairman.
ADVISORY COMMITTEE TO THE COLORADO ASSOCIA-
TION OF MEDICAL ASSISTANTS: Thomas R. Thom, Ar-
vada, Chairman.
COMMITTEE ON MEDICINE AND RELIGION: Paul K.
Hamilton, Denver, Chairman.
MEDICOLEGAL COMMITTEE: WiUiam A. Liggett, Denver,
Chairman.
COMMITTEE ON NURSING AFFAIRS: Claude D. Bonham,
Denver, Chairman.
COMMITTEE ON PROFESSIONAL INSURANCE AND RE-
TIREMENT: Roger Johnson, Denver, Chairman.

COUNCIL ON LEGISLATION: Richard D. Talbott, Denver,
Chairman, 1969.

COUNCIL ON MEDICAL SERVICE: V. E. Wohlauer, Engle-
wood, Chairman, 1969.

AD HOC COMMITTEE TO STUDY BASIC SCIENCE ACT:
Robert G. Bosworth, Jr., Denver, Chairman.

COMMITTES OF THE COUNCIL-
COMMITTEE ON BLOOD: William H. Rettberg, Denver,
Chairman.
COMMITTEE ON EMERGENCY MEDICAL CARE: Robert
Collier, Wheat Ridge, Chairman.
COMMITTEE ON MEDICAL FACILITIES: Howard A.
Bronson, Denver, Chairman.
COMMITTEE ON MEDICAL FACILITIES: Robert A. Liggett.
Denver, Chairman.
COMMITTEE ON RURAL HEALTH: Monroe R. Tyler, Den-
ver, Chairman.

ADVISORY COMMITTEE TO STATE HEALTH DEPART-
MENT ON CRIPPLED CHILDREN’S PROGRAM: John R.
Gill, Denver, Chairman.
STATE WELFARE DEPARTMENT AFFAIRS COMMITTEE:
William E. Lloyd, Colorado Springs, Chairman.
COMMITTEE ON UTILIZATION REVIEW: William A. Hines,
Denver, Chairman.
REPRESENTATIVES TO BLUE CROSS BOARD: Samuel P.
Newman, Lakewood.
ADVISORY COMMITTEE TO STATE HEALTH DEPART-
MENT HOSPITAL STANDARDS COMMITTEE: Kenneth
K. Kahn, Chairman.

COUNCIL ON PUBLIC HEALTH: Donald E. Cook, Greeley,
Chairman, 1969.

COMMITTEES OF THE COUNCIL-
COMMITTEE ON ADDICTIONS: Richard L. Conde, Colorado
Springs, Chairman.
COMMITTEE ON AUTOMOTIVE AND AVIATION SAFETY:
H. Harper Kerr, Pueblo, Chairman.
COMMITTEE ON ENVIRONMENTAL HEALTH AND RE-
HABILITATION: Robert F. Bell, Denver, Chairman.
COMMITTEE ON HEALTH EDUCATION AND SCHOOL
HEALTH: Donald E. Cook, Greeley, Chairman.
COMMITTEE ON MEDICAL ASPECTS OF SPORTS: Herbert
H. Maruyama, Denver, Chairman.
COMMITTEE ON INFECTIOUS DISEASES: Henry Strenge,
Boulder, Chairman.
COMMITTEE ON MATERNAL AND CHILD HEALTH: L.
Joseph Butterfield, Denver, Chairman.
COMMITTEE ON MENTAL HEALTH: Laurence M. Currier,
Denver, Chairman.

COMMITEE ON VENEREAL DISEASE CONTROL: Frederick
G. Tice, Jr., Pueblo, Chairman.
COMMITTEE ON WEEKLY HEALTH COLUMN AND
HEALTH ARTICLES: Nelson Rangell, Denver, Chairman.
COMMITTEE ON MEDICAL TERMINATION OF PREG-
NANCY: (To be appointed).

COUNCIL ON SCIENTIFIC EDUCATION: ’Thomas W. Moffatt,
Denver, 1969, Chairman.

COMMITTEES OF THE COUNCIL-
COMMITTEE ON CANCER; Kenneth C. Sawyer, Denver,
Chairman.
COMMITTEE ON MEDICAL EDUCATION: Robert B. Sawyer,
Denver, Chairman.
COMMITTEE ON QUACKERY: Ralph J. Warren, Denver,
Chairman.

REPRESENTATIVES TO COLORADO-WYOMING SCIENCE
FAIR: William E. Anderson, Loveland.

ANNUAL SESSION PROGRAM COMMITTEE: Thomas W.
Moffatt, Denver, Chairman.

COLORADO WINTER CLINICS PROGRAM COMMITTEE:
William R. Waddell, Denver, Chairman.
ROCKY MOUNTAIN MEDICAL CONFERENCE CONTINU-
ING COMMITTEE: George H. Curfman, Jr., Denver.

COUNCIL ON SOCIO-ECONOMICS: Clyde Stanfield, Denver,
Chairman, 1970.

COMMITTEES OF THE COUNCIL-
COMMITTEE ON FEES: James H. List, Denver, Chairman.
BLUE SHIELD ADVISORY COMMITTEE: F. A. Garcia,
Denver, Chairman, 1970.

SUBCOMMITTEE ON PRIVATE HEALTH INSURANCE:
William R. Coppinger, Denver, Chairman.
SUBCOMMITTEE ON RELATIVE VALUE SCALE: Wilbur L.
Reimers, Denver, Chairman.
SUBCOMMITTEE ON WORKMEN’S COMPENSATION AF-
FAIRS: William B. Condon, Denver, Chairman.

COMMITTEES OF THE BOARD OF TRUSTEES—
EXECUTIVE COMMITTEE: William M. Covode, Denver.
FINANCE COMMITTEE: WiUiam M. Covode, Denver.
BUILDING MANAGEMENT COMMITTEE: J. Robert
Spencer, Denver.
COCHEMS TRUST FUND COMMITTEE: William M. Covode,
Denver.
AWARDS COMMITTEE: To be appointed at a later date.

CODE OF COOPERATION COMMITTEE: John S. Bouslog,
Denver.
ORIENTATION OF NEW MEMBERS: Robert J. Bennett.
Delta, Chairman.
INTERORGANIZATIONAL ADVISORY COUNCIL: Frank B.
McGlone, Denver.
PUBLIC RELATIONS COMMITTEE: Charles W. Huff,
Englewood.
COMMITTEE ON PROJECT VIETNAM: James A. Hender-
son, Denver, Chairman.
CENTENNIAL COMMITTEE: Bradford Murphey, Denver,
Chairman.
HEALTH FACILITIES BUILDING COMMITTEE: Myron C.
Waddell, Denver, Chairman.
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MEDICAL EDUCATION AND RESEARCH FOUNDATION
COMMITTEE: Carl H. McLauthlin, Denver, Chairman.

AD HOC COMMITTEE TO STUDY MEDICAL STUDENT
INVOLVEMENT IN ORGANIZED MEDICINE: William Y.

Takahashi, Boulder, Chairman.

TASK FORCE COMMITTEE ON COMPREHENSIVE HEALTH
PLANNING: Myron C. Waddell, Denver, Chairman.

AD HOC COMMITTEE ON ORGANIZATION AND COM-
MUNICATIONS: Walter C. Herold, Colorado Springs, Chairman,

Montana Medical Association
OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires

at the 1969 Annual Session.

President: Mark B. Listerud, Wolf Point
President-Elect: Oscar A. Swenson, Sidney
Vice-President: Richard L. Peterson, Hamilton
Secretary-Treasurer: John A. Newman, Butte
Assistant Secretary-Treasurer: Robert P. Yost, Missoula

Delegate to the A.M.A.: Herbert T. Caraway, Billings

Alternate Delegate to the A.M.A.: Robert W. Thometz, Butte
Executive Committee: Mark B. Listerud, Wolf Point, Chair-
man; Herbert T. Caraway, Billings; John A. Newman, Butte;
Richard L. Peterson, Hamilton; Oscar A. Swenson, Sidney;
Robert P. Yost, Missoula; Robert W. Thometz, Butte; Alfred
M. F^ton, BiUings; Albert L. Vadheim, Bozeman.
Scientific Editor, Rocky Mountain Medical Journal: Warren
D. Bowman, Jr., Billings

Associate Editor, Rocky Mountain Medical Journal: L. Russell
Hegland, Billings
Executive Secretary: L. RusseU Hegland, 1236 North 28th St..

(P. O. Box 1692) Billings 59103. Office Telephone 259-2585

Nevada State Medical Association

OFFICERS—1967-68—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires

at the 1968 Annual Session.

President: Richard A. Petty, Carson City.

President-elect: Harry J. McKinnon, Jr., Las Vegas.

Secretary-Treasurer: V. A. Salvadorini, Reno.
Delegate to the A.M.A.: Leslie A. Moren, Elko.

Alternate Delegate to A.M.A.: Thomas S. White, Boulder City.

Immediate Past President: William M. Tappan, Reno.

Scientifio Editor for Nevada, Rocky Mountain Medical Journal:
Harry J. McKinnon, Las Vegas.

Assistant Scientifio Editor for Nevada, Rocky Mountain Medical
Journal: Wesley W. Hall, Reno.

Associate Editor, Rocky Mountain Medical Journal: Nelson B.
Neff, Reno.

Exeentive Secretary: Mr. Nelson B. Neff, 3660 Baker Lane,
Reno. Telephone 323:6788.

New Mexico Medical Society

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and
expires at the 1969 Annual Session.

President: Earl B. Flanagan, Carlsbad
President-Elect: Hugh B. Woodward, Albuquerque
Secretary-Treasurer: John D. Abrums, Albuquerque
Immediate Past-President: Emmit M. Jennings, Roswell
Speaker, House of Delegates: Ronald V. Dom, Albuquerque
Vice Speaker, House of Delegates: WUliam J. Hossley, Deming
Delegate to A.M.A.: Allan L. Haynes, Clovis, January 1,
1967 to December 31, 1970

Alternate Delegate to A.M.A.: James C. Sedgwick, Albu-
querque, January 1, 1967 to December 31, 1968

Scientific Editor for New Mexico, Rocky Mountain Medical
Journal: Marcus J. Smith, Santa Fe
Assistant Scientific Editor for New Mexico: William S. Cur-
ran, Albuquerque.

Associate Editor, Rocky Mountain Medical Journal: Ralph R.
Marshall, Albuquerque
Exeentive Secretary: Mr. Ralph R. Marshall, 3010 Monte
Vista Blvd., NE, Albuquerque; Telephone 265-8494, area code
505.

Utah State Medical Association
OFFICERS 1968-69 — Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Homer E. Smith, Salt Lake City

President-elect: John H. Rupper, Provo

Secretary ’70: Alan E. Lindsay, Salt Lake City

Treasurer ’69: Ralph C. Richards, Salt Lake City

Additional Trustees: Box Elder County Medical Society, W. R.
Merrell, Brigham City; Cache Valley Medical Society, Merrill
C. Daines, Logan; Carbon County Medical Society, Roy W.
Robinson, Price; Central Utah Medical Society, Gene E.
Speakman, Mt. Pleasant; Davis County Medical Society, Noall
Z. Tanner, Layton; Salt Lake County Medical Society, Russell
M. Nelson, Salt Lake City; Southeastern Utah Medical So-
ciety, Paul R. Mayberry, Moab; Southern Utah Medical So-
ciety, L. V. Broadbent, Cedar City; Uintah Basin Medical
Society, Terry M. Buxton, Roosevelt; Utah County Medical
Society, W. Doyle Cranney, Orem; Weber County Medical
Society, L. D. Nelson, Ogden.

Past President: Drew M. Petersen, Ogden
Delegate to AMA: Drew M. Petersen, Ogden
Alternate Delegate to AMA: Merrill C. Daines, Logan
Chairman of the Board, Blue Shield of Utah: Wallace S.
Brooke, Salt Lake City.

Speaker, House of Delegates: J. Clare Hayward, Logan

Vice Speaker, House of Delegates: William R. Christensen,
Salt Lake City

Scientifio Editor for Utah, Rocky Mountain Medical Journal:
Alan E. Lindsay, Salt Lake City.

Associate Editor, Rocky Mountain Medical Journal: Mr.
Hoyt W. Brewster, Salt Lake City.

Executive Secretary: Mr. Hoyt W. Brewster, 42 South Fifth
East, Salt Lake City, telephone EL 5-7477.

Wyoming State Medical Society

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Henry N. Stephenson, Newcastle.

President-elect: John J. Corbett, Casper.

Vice President: Fenworth M. Downing, Sheridan.

Secretary: William G. Erickson, Lander.

Treasurer: Duane M. Kline, Cheyenne.

Delegate to AMA: Harlan B. Anderson, Casper.

Alternate Delegate to AMA: Thomas A. Nicholas, Buffalo.

Speaker of the House: Roy W. Holmes, Casper.

Vice Speaker of the House: Goode R. Cheatham, Jr., Casper.

Scientific Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Francis A. Barrett, Cheyenne.

Associate Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Mr. Arthur R. Abbey, Cheyenne.

Legal Counsel: Byron Hirst, Cheyenne.

Public Relations Consultant: Mr. Bill Anderson, Cheyenne.

Executive Secretary: Mr. Arthur R. Abbey, Cheyenne.
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WANT ADS

OPENINGS FOR TWO FULL-TIME PHYSICIANS—One to
serve as internist on medical service of 127-bed GM&S

Hospital; one to serve as examining and outpatient physician
and may be required to relieve in other assignments in hospital
or 47-bed nursing home. Salary based on qualifications;
excellent fringe benefits. Licensure in any State of the United
States is required. Inquire: Chief of Staff, VA Center, 2360
E. Pershing Blvd., Cheyenne, Wyoming 82001, an equal op-
portunity employer. 169-1-2B

GENERAL PRACTICE with country air—100 miles south of
Salt Lake City in beautiful Sanpete Valley. Spacious, new,

10-room brick home which includes 4-room doctor’s office
with outside entrance away from residence entrances. At-
tached double garage. Across the street from 30-bed hospital.
Ski slopes 20 minutes drive away. No waiting to build a
practice. It’s here for the price of a home. Box M, Mt.
Pleasant, Utah 84647. 1268-1-3

WANTED: TWO GP’s to join two GP’s in a large well-
established practice of over 30 years in a town with

population of 800 and covers large rural area of approximately
5,000; 50 miles north of Minneapolis, Minnesota in excellent
hunting and fishing area with golf, bowling and other recrea-
tion also available. Local community hospital, medicare ap-
proved and equipped for general medicine and major and
minor surgery. Salary negotiable, partnership available. New
clinic planned. For references contact Dr. Gerald Larson,
Cambridge, Minnesota; Dr. Richard Varco, Department of
Surgery, University of Minnesota Medical School, Minneapolis,
Minnesota: Dr. Dean Rizer, Internist, Medical Arts Building,
Minneapolis, Minnesota: Dr. Paul Larson, O.B.Gyn., Medical
Arts Building, Minneapolis, Minnesota. If interested send ap-
plication and references to Braham Clinic, attention: Wm
T. Nygren, M.D., Braham, Minnesota 55006, or phone area
code 612-396-3355 between hours of 10-12 A.M. or 1-5 P.M.
Monday through Friday. If after hours phone 612-396-2153.
May call collect. If acceptable, expenses for personal interview
will be allowed. 1268 -4-38

BRECKENRIDGE SKI HOME—4 bedroom, sleeps 10-13. Modern,
all electric home with perfect fireplace, view and location.

Some available time remans for season. $35.00 day 5 persons
($5.00 each additional) 3 day minimum. Prefer family or
small group on approval. Write Box 169-4-3B, Rocky Mountain
Medical Journal, 1809 E. 18th Avenue, Denver, Colorado 80218.

169-4-3B

FOR RENT: Ski in Vail, Colorado. Family units in Vail West
with the Lord Gore Club use. Couples $18.00 for more than

one night. Children under 14 free. Beds in separate rooms,
kitchen facilities, central lodge. Call or write: Dr. George H.
Hartlaub, 570 Detroit Street, Denver, Colorado. Phone: (303)
399-0310. 1168-3-4B

PATHOLOGY RESIDENCIES AND INTERNSHIPS available
in 600 bed general hospital. IFuUy approved four year pro-

gram in anatomical and clinical Pathology. Average annual r
specimens and tests—348,587. Interns—$6,300; residents—$8,100
up. Board and laundry. Charles B. Mitchell, M.D., Director
of Laboratories, Harris Hospital, 1300 West Cannon, Fort
Worth, Texas 76104. 169-7-12B

VAIL SKI CHALET—2 bedroom, sleeps 6. Fireplace, modem,
3 day minimum, $35.00 day. Contact: James Langley, M.D.,

(303) 287-5551. 169-3-3B

CENTRALLY LOCATED
For tJie medical and dental professions

REPUBLIC BUILDING CORPORATION

Here, in the heart of down-
town Denver, the Republic Build-

ing is the best-known Medical-

Dental Center in the Rocky
Mountain West, complete with

24-hour operation. X-ray; patho-

logical and dental laboratories,

pharmacy, drug and supply

stores.

With the completion of the

new 500-car, self-service parking

facility, the Republic Building

—

designed and operated for the

medical and dental professions

—

offers the ultimate in patient-con-

venience and medical facilities.

Space is available. Ask for

illustrated brochure.

1624 TREMONT PLACE, DENVER. COLORADO 80202
PHONE 534-5271

r” * : ,
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"SKIING DOCTOR” year around position for General Practice

Associate in famous ski resort. New clinic building. All

outdoor sports within walking distance. Apply Dr. Thomas I.

Steinberg, P. O. Box 36, Vail, Colorado 81657. 1168-4-TFB

TUCSON-INTERNAL MEDICINE RESIDENCY — Newly ap-
proved 3-year program; 360 bed GM&S hospital of which

241 are assigned to Medical Service: affiliation for pediatric

and female medicine at Davis Monthan AFB Hospital, Tucson,
Arizona; affiliation with the new University of Arizona Col-
lege of Medicine whose faculty is responsible for supervision
of the program and consultation in the sub-specialties; active

research service, full time staff of 11 board certified internists;

ECFMG certificate required of foreign graduates not engaged
in Exchange Visitors Program, Salaries: first year, $6,300;

second year, $6,500; third year, $7,100. Contact: Chief Medical
Service, VA Hospital, Tucson, Arizona 85713. Equal Oppor-
tunity Employer. 269-I-3B

LOCUM TENENS—March 1-April 15, 1969. One man general

practice. Comfortably busy. Well equipped office, generous
pay. Contact: W. S. Prenzlau, M.D., 1755 Gilpin Street, Den-
ver, Colorado 80218. Phone: 399-2242. 269-8-1

CARDIOLOGIST TRAINED in right and left heart catheter-
ization, coronary arteriography, clinical cardiology seeks

position in cardiac catheterization laboratory in Colorado, New
Mexico or Arizona. Write: Box 269-2-2B, Rocky Mountain Medi-
cal Journal, 1809 E. 18th Avenue, Denver, Colorado 80218.

269-2-2B

GENERAL PRACTITIONER: (U. S. or Canadian trained) To
establish practice in Blue Spring Hills of southeastern Idaho

in the town of Malad City (110 miles on Interstate 15 to Salt
Lake City) . Fully accredited, 17-bed, short-term general
hospital, with approved funding for new 11-bed, short-term
and 14-22 bed long-term hospital to serve community area
population of 5,000. Six-room suite in existing hospital will

be remodeled and provided for office and clinic. Experienced
RN’s are available. Reply to: Administrator, Oneida Hospital,
Malad City, Idaho 83252. 269-3-3B

PSYCHIATRIST OR INTERNIST—Chief of Geriatrics Division.
Two 25-l)ed units providing full range of transitional services

in community oriented program. Emphasis on short-term treat-
ment with utilization of extramural facilities. $21,000-$25,500.
Write: Samuel B. Schiff, M.D., Fort Logan Mental Health
Center, 3520 West Oxford, Denver, Colorado 80236 . 269-4-lB

OUTSTANDING OPPORTUNITY FOR PEDIATRICIAN in
Broadmoor Skyway Area in Colorado Springs. One suite

still available in professional building now under construction.
Building oriented to children’s dental and medical care. Quality
building, ample parking. For information, contact Box 269-7-
4B, Rocky Mountain Medical Journal, 1809 E. 18th Avenue,
Denver, Colorado 80218, or phone (219) 484-6676. 269-7-4B

INTERNIST: Board certified or eligible for group in central
Wyoming. Prefer young man with military obligation com-

pleted; salary leading to early partnership. Well equipped
faculties include a 65-bed J.C.H.A. accredited county hospital.
Progressive community, new Jr. college, area population
20,000; unlimited outdoor recreational opportunities. Send
resume and references to Medical Director, Wind River Medi-
cal Group, 1202 East Jackson, Riverton, Wyoming 82501,

269-6-2B

GEINTERALISTS, SPECIALISTS NEEDED desperately for solo
or associate practice in this medium sized delightful Great

Plains community, 50 bed modern hospital. Contact; B. S.
Bordman, M.D., Box 551, Lamar, Colorado 81052. Phone: (303)
336-7423. 269-5-TFB

ANESTHESIOLOGY RESIDENCIES available—FuUy approved
two year program in 600 bed general hospital includes

neurosurgery, thoracic, and cardiovascular surgery. Annual
anesthetics administered—over 13,000. Stipend—$8,100 and
$9,300. Board and laundry. A. N. Heinrichs, M.D., Director,
Department of Anesthesia, Harris Hospital, 1300 West Can-
non, Fort Worth, Texas 76104. 169-8-12B

NOW is the time

to have your

GOLF CLUBS
REFINISHED

8-DAY LOCAL SERVICE.

TOP QUALITY
FACTORY REFINISHINC.
We strip your clubs to the bare

wooed, sand them smooth, and apply

seven coats of stain, sealer, lacquer,

and finish. No dipping ... no streaks

or spots . . . but careful, experienced
craftsmanship. Just eight days in

our shop and your clubs will look like

new. Your satisfaction is absolutely

guaranteed.

• Custom club manufacturing • Expert

repairing * Steel shafts replaced by alumi-

num shafts • Irons Tru-Set for best loft

and lie for you •

Serving discriminating golfers and pro shops
since 1926.

DENVER GOLF
MANUFACTURING CO.
77 So. Kalamath St. Denver, Colo. 80223

Telephone 255-5155
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NEW
byACMI

Hirschowitz

FIBER OPTIC
GASTROSCOPE with

cfhne/ucm C^stoscwe JUa^efis.Jm.

8 Pelham Parkway, Pelham Manor (Pelham), N.Y. 10803

The very short deflecting tip section of

the FO-5004 facilitates visualization

of the entire stomach including proximal

stomach, cardia and fundus. The added

flexibility of the distal section eases introduction.

The deflecting tip is shorter than

any other type deflecting instrument made.

This instrument has superior ability to visualize mucosal

detail, has maximum maneuverability in the stomach, is easier

to introduce, accepts a biopsy forceps, permits excellent still

and cine photography with proximal camera, and has an excellent

background of serviceability. The gastroscope can be used with

the ACMl Teaching Fiberscope to instruct individually or via television

to groups.

GEO. BERBERT &. SONS, INC.
Denver, Colorado 80203

1903-1969—-Our 66th Anniversary

1717 Logan Street Telephone 255-0408
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for reliable relief of psychic

tension and associated

somatic and depressive

symptoms (including tension

induced insomnia) . .

.

usually well tolerated . .

.

2-mg, 5-mg or 10-mg tablets

t.i.d. and h.s.

Symbols in a life of

psychic tension

B.A.
cum laude

V.P.
at thirty-two

ECG
and complete

examination normal

(persistent palpitations)

Valium'
(diazepam)

I

1

Before prescribing, please consult

complete product information, a sum-

mary of which follows:

Indications: Tension and anxiety states;

somatic complaints which are con-

comitants of emotional factors; psycho-

neurotic states manifested by tension,

anxiety, apprehension, fatigue, depres-

sive symptoms or agitation; acute

agitation, tremor, deiirium tremens

and hallucinosis due to acute alcohol

withdrawal; adjunctively in skeletal

muscle spasm due to reflex spasm to

local pathology, spasticity caused by

upper motor neuron disorders, athe-

tosis, stiff-man syndrome, convulsive

disorders (not for sole therapy).

Contraindicated: Known hypersensi-

tivity to the drug. Chiidren under 6

months of age. Acute narrow angle

glaucoma.
Warnings: Not of value in psychotic

patients. Caution against hazardous

occupations requiring complete mental

alertness. When used adjunctively in

convulsive disorders, possibility of in-

crease in frequency and/or severity

of grand mal seizures may require in-

creased dosage of standard anticon-

vulsant medication; abrupt withdrawal

may be associated with temporary

increase in frequency and/or severity

of seizures. Advise against simultane-

ous ingestion of alcohol and other

CNS depressants. Withdrawal symp-

toms have occurred following abrupt

discontinuance. Keep addiction-prone

individuals under careful surveillance

because of their predisposition to

habituation and dependence. In preg-

nancy, lactation or women of child-

bearing age, weigh potential benefit

against possible hazard.

Precautions: If combined with other

psychotropics or anticonvulsants, con-

sider carefully pharmacology of agents

employed. Usual precautions indicated

in patients severely depressed, or with

latent depression, or with suicidal

tendencies. Observe usual precautions

in impaired renal or hepatic function.

Limit dosage to smallest effective

amount in elderly and debilitated to

preclude ataxia or oversedation.

Side Effects: Drowsiness, confusion,

diplopia, hypotension, changes in

libido, nausea, fatigue, depression,

dysarthria, jaundice, skin rash, ataxia,

constipation, headache, incontinence,

changes in salivation, slurred speech,

tremor, vertigo, urinary retention,

blurred vision. Paradoxical reactions

such as acute hyperexcited states,

anxiety, hallucinations, increased

muscle spasticity, insomnia, rage,

sleep disturbances, stimulation, have

been reported; should these occur,

discontinue drug. Isolated reports of

neutropenia, jaundice; periodic blood

counts and liver function tests advis-

able during long-term therapy.

Roche
LABORATORIES

Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110



Lactinex
TABI.E¥S & GRANULES

fo help restore and stabilize

the intestinal flora

for fever blisters and canker
sores of herpetic origin

Lactinex contains both Lactobacillus acidophilus and

L. hulgaricus in a standardized viable culture, with the

naturally occurring metabolic products produced by

these organisms.

Lactinex has been shown to be useful in the treat-

ment of gastrointestinal disturbances, and for relieving

the painful oral lesions of fever blisters and canker

sores of herpetic origin.^-^ s-^-s s.^.s

No untoward side effects have been reported to date.

Literature on indications and dosage available on

request.

HYNSON, WESTCOTT & DUNNING, INC.

Baltimore, Maryland 21201

ILX'OSI

References:

(1) Siver, R. H.: CMD, 2i:109, September 1954. (2) Frykman, H. H.: Minn. Med.,
38:19-27, January 1955. (3) McGivney, J.: Tex. State Jour. Med., 51:16-18, January
1955. (4) Quehl, T. M.: Jour, of Florida Acad. Gen. Prac., 15:15-16, October 1965.
(5) Weekes, D. J.: N.Y. State Jour. Med., 58:2672-2673, August 1958. (6) Weekes,
D. J.: EENT Digest, 25:47-59, December 1963. (7) Abbott, P. L.: Jour. Oral Surg.,
Anes., & Hosp. Dental Serv., 310-312, July 1961. (8) Rapoport, L. and Levine, W. I.:

Oral Surg., Oral Med. & Oral Path., 20:591-593, November 1965.
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Picture of

traumatic muscle injury

Parafon Forte tablets help to relieve pain,
restore mobility. , . stop pain-spasm feedback

Here is why. Paeafon Foete provides

:

a rmnsalkylate analgesic equal to aspirin for the relief

of pain,^'^ yet unlikely to produce the irritation to the
gastric mucosa so often associated with salicylate

therapy®

and a skeletal muscle relaxant shown to have up to a
6-hour span of action^... to retain effectiveness even
on continued administration^.,.but not likely to have
the central effects of tranquilizing compounds.®

\ Prescribe Paeafon Forte for effective spasmolysis
and analgesia in sprains, strains, myalgias, low back
pain, bursitis and other musculoskeletal disorders.

Your patients will appreciate the restored comfort

1
^: and freedom of movement it usually provides.

I..-

treated with
Parafon ForteVETs

Paraflex® (chlorzoxaione)* 250 mg.

Tylenol® (acetarainophsnj 300 mg.

Contraindications: Sensitivity to either component. Precauti&m;
Exercise caution in patients with known allergies or history of
drug allergies. If a sensitivity reaction or signs or symptoms sug-
gestive of liver dysfunction are observed, the drug should be
stopped. Adverse Reactions: Occasionally, drowsiness, dizziness,
lightheadedness, malaise, overstimulation or gastrointestinal
disturbances may be noted; rarely, allergic-type skin rashes,
petechiae, ecchymoses, angioneurotic edema or anaphylactic
reactions. In rare instances, Paraflex (chlorzoxazone) may pos-
sibly have been associated with gastrointestinal bleeding. While
Paraflex (chlorzoxazone) and chlorzoxazone-containing prod-
ucts have been suspected as being the cause of hepatic toxicity
in approximately eighteen patients, it was not possible to state
that the dysfunction was or was not drug induced. Vsued Adult
Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets,
imprinted “McNEIL”— bottles of 100.

Referenced; 1. Batterman, R. C., and Grossman. A. J.: Fed. Proc. 1.4:316,
1955. 2. Goodman. L. S.. and Gilman. A., ed. : The Pharmacological Basis of
Therapeutics, ed. 3. New York, The Macmillan Company, 1968, p. 331 . 3. Roth,'

( McNEIL

)

J. L. A., et aZ.t Gastroenterology 44:146,
1963. 4. Berman, H. H,, et al.i Dis. Nerv,
Syst. «5:430, 1964. 6. Friend, D. G.: Clin.
Pharmacol. Ther. 5:871, 1964.

McNEIL LABORATOR!£S, INC,, FT. WASHINGTON, PA. 19034 •U.S. PATENT NO. 2,895,977
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No^ahistine Elixir

evercome in a
fieezee-frostee?

We're always looking for ways to make
Novahistine® Elixir even more appealing to

your young patients. After all, we were kids

ourselves once.

On the other hand, medicine is medicine.

And it has to work. We never forget that.

If you've ever sampled Novahistine Elixir,

you know that it doesn't have to come in a

freezee-frostee to get children to take it. And
if you've had any feedback from mothers, you
know they like the effective way it relieves the

congestion associated with colds, allergies and
other upper respiratory infections.

Each 5-ml. teaspoonful of Novahistine

Elixir decongestant contains phenylephrine

hydrochloride, 5 mg.; chlorpheniramine

maleate, 1 mg.; chloroform, 13.5 mg.;

l-menthol, 1 mg.; sodium bisulfite

(preserv.) 0.1%; and alchohol, 5%.

Use with caution in patients with severe

hypertension, diabetes mellitus, hyperthy-

roidism or urinary retention. Caution ambu-
latory patients that drowsiness may result.

PITMAN-MOO RE Division of

The Dow Chemical Company, Indianapolis



VDUR SECRETARY will burn up
90 FEWER CALORIES PER DAY, IF

SHE SWITCHES FROM A MANUAL TO
AN ELECTRIC TYPEWRITER.

* T^Costofmm EXTBIMBS
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V THAT OF !\ OrKER I
='

APPETITE ^

^.^^SUPPRESSAHTS.
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LINED UP NAKED
EVERY MONTH FOR INSPECTION
TO DETECT CORPULENCY.

THE SPARTANS WBRE SO CONCERNED
WITH GOOD PHYSIQUE THAT FAT

CITIZENS WERE ASSIGNED
SPECmt EXeRCiSESf

^ IS GREATEST IN THE MONTHS:
jAmm-FEBm/^mumy-JUNE.
rn OVERWEIGHT PEOFIE pzZmr—-,
=cim^ ^ ARE LEAST ' P??SVtxI
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CONTROL FOOD AND MOOD ALL DAY LONG WITH A SINGLE MORNING DOSE

One Ambar Extentab before breakfast can

help control most patients’ appetite for up

to 12 hours. Methamphetamine, the appe-

tite suppressant, gently elevates mood and

helps overcome dieting frustrations. Pheno-

barbital, the sedative in Ambar, controls irritability and

anxiety. . .helps maintain a state of mental calm and equa-

nimity. Both work together to ease the tensions that erode

the willpower during periods of dieting.

Also available: Ambar #1 Extentabs®“methamphetamine

hydrochloride 10 mg., phenobarbital 64.8 mg. (1 gr.) (Warn-

ing: may be habit forming).

AMBAR*2
EXTENTABS'

methamphetamine HCI 15 mg.,
phenobarbital 64.8 mg. (1 gr.)

(Warning: may be habit forming).

BRIEF SUMMARY/Indications: Ambar
suppresses appetite and helps offset emo-

tional reactions to dieting. Contraindica-

tions: Hypersensitivity to barbiturates or

sympathomimetics; patients with advanced

renal or hepatic disease. Precautions: Administer with cau-

tion in the presence of cardiovascular disease or hypertension.

Side Effects: Nervousness or excitement occasionally noted,

but usually infrequent at recommended dosages. Slight drows-

iness has been reported rarely. See package insert for further

details. a. h. robins company,
RICHMOND, VA. 23220 AH'j^OBINS
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(norethindrone 1 mg with

mestranol 0.08 mg)

wranan.
Oral contraceptives are different because

women are different.

Just being secure in the knowledge that

her oral contraceptive is effective is not

enough. She also wants to be secure in the

knowledge that her oral contraceptive is

right for her.

Now you have a new choice in prescrib-

ing a low-dosage oral contraceptive.

Norinyl 1 -1- 80 is a new combination,

consisting of 1 milligram norethindrone

and a slightly increased amount of mes-

tranol (80 micrograms instead of the usual

50) . This important adjustment may be par-

ticularly suitable for her if she requires a

slightly higher ratio of estrogen.

And it’s the woman who must accept her

oral contraceptive.

Please see last page of advertisement for

prescribing information.

^
3

.





The
mmum

^herredhnen
No matter how effective ^ her oral contraceptive is .

.

if she forgets, she loses the protection she’s striving for.

Norinyl® 1+8.0 gives her the easiest regimen choice possible

:

either 21- day (3 weeks on, 1 week off) or 28 -day continuous therapy (21 active

tablets and 7 placebos). Both are simple and regular. Cycle days

are replaced by weekdays — the way she lives her life.

newMemorette
Norinyl 1+80 comes to her in the new Memorette tablet dispenser.

Feminine and attractive. Designed for the modern woman who has more on

her mind than medication. No charts or calendars .. .just the -

beautiful Memorette for her convenience.

V

\
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(norethindrone 1 mg with

mestranol 0.08 mg)

day regimens

CONTRAINDICATIONS
1. Patients with thrombophlebitis,

thromboembolic disorders, cerebral apo-

plexy, or with a past history of these con-

ditions.

2. Patients with markedly impaired
liver function.

3. Patients with known or suspected

carcinoma of the breast.

4. Patients with known or suspected

estrogen-dependent neoplasia.

5. Undiagnosed abnormal genital

bleeding.

WARNINGS

1.

The physician should be alert to the

earliest manifestations of thrombotic dis-

orders ( thrombophlebitis, cerebrovascu-

lar disorders, pulmonary embolism, and
retinal thrombosis). Should any of these

occur or be suspected, the drug should be
discontinued immediately.

Studies conducted in Great Britain and
reported in April 1968 estimate there is

a seven- to tenfold increase in mortality

and morbidity due to thromboembolic
diseases in women taking oral contracep-

tives. In these controlled retrospective

studies, involving 36 reported deaths and
58 hospitalizations due to “idiopathic”

thromboembolism, statistical evaluation

indicated that the differences observed
between users and nonusers were highly

significant.

The conclusions reached in the studies

are summarized in the table below

:

COMPARISON OF MORTALITY AND
HOSPITALIZATION RATES DUE TO
THROMBOEMBOLIC DISEASE IN USERS AND
NONUSERS OF ORAL CONTRACEPTIVES
IN BRITAIN

Categoiy
Monallty Rates

Hospitalization

Rates IMorbirfityj

Ages 20-34 Ages 35-44 Ages 20-44

Users of Oral

Contraceptives
1.5/100,000 3.9/100,000 47/100,000

Nonusers 0.2/100,000 0.5/100.000 5/100,000

No comparable studies are yet avail-

able in the United States. The British

data, especially as they indicate the mag-
nitude of the increased risk to the in-

dividual patient, cannot be directly ap-

plied to women in other countries in

which the incidences of spontaneously oc-

curring thromboembolic disease may be
different.

2. Discontinue medication pending ex-

lamination if there is sudden partial or
icomplete loss of vision, or if there is a
isudden onset of proptosis, diplopia or mi-
graine. If examination reveals papillede-

ma or retinal vascular lesions, medication
should be withdrawn.

3. Since the safety of oral contracep-
tives in pregnancy has not been demon-
strated, it is recommended that for any
patient who has missed two consecutive
periods, pregnancy should be ruled out
before continuing the contraceptive regi-

men. If the patient has not adhered to the
Ijjprescribed schedule, the possibility of
pregnancy should be considered at the
time of the first missed period.

4. A small fraction of the hormonal
agents in oral contraceptives has been
identified in the milk of mothers receiv-
ing these drugs. The long-range effect to
the nursing infant cannot be determined
at this time.

PRECAUTIONS
1. The pretreatment physical examina-

tion should include special reference to

breast and pelvic organs, as well as a Pap-
anicolaou smear.

2. Endocrine and possibly liver func-

tion tests may be affected by treatment
with oral contraceptives. Therefore, if

such tests are abnormal in a patient tak-

ing an oral contraceptive, it is recom-
mended that they be repeated after the

drug has been withdrawn for 2 months.
3. Under the influence of estrogen-pro-

gestogen preparations, preexisting uterine

fibromyomata may increase in size.

4. Because these agents may cause
some degree of fluid retention, conditions
which might be influenced by this factor,

such as epilepsy, migraine, asthma, car-

diac or renal dysfunction, require careful

observation.

5. In breakthrough bleeding, and in all

cases of irregular bleeding per vaginam,
nonfunctional causes should be borne in

mind. In undiagnosed bleeding per vagi-

nam, adequate diagnostic measures are

indicated.

6. Patients with a history of psychic

depression should be carefully observed
and the drug discontinued if the depres-

sion recurs to a serious degree.

7. Any possible influence of prolonged
oral contraceptive therapy on pituitary,

ovarian, adrenal, hepatic or uterine func-

tion awaits further study.

8. A decrease in glucose tolerance has
been observed in a significant percentage
of patients on oral contraceptives. The
mechanism of this decrease is obscure.
For this reason, diabetic patients should
be carefully observed while receiving oral

contraceptive therapy.

9. Because of the effects of estrogens

on epiphyseal closure, ora! contraceptives

should be used judiciously in young pa-

tients in whom bone growth is not com-
plete.

10. The age of the patient constitutes

no absolute limiting factor, although
treatment with oral contraceptives may
mask the onset of the climacteric.

11. The pathologist should be advised

of oral contraceptive therapy when rele-

vant specimens are submitted.

ADVERSE REACTIONS OBSERVED IN
PATIENTS RECEIVING ORAL
CONTRACEPTIVES
A statistically significant association

has been demonstrated between use of

oral contraceptives and the following se-

rious adverse reactions:

Thrombophlebitis
Pulmonary embolism
Although available evidence is sugges-

tive of an association, such a relationship

has been neither confirmed nor refuted
for the following serious adverse reac-

tions:

Cerebrovascular accidents
Neuro-ocular lesions, e.g., retinal

thrombosis and optic neuritis

The following adverse reactions are
known to occur in patients receiving orid

contraceptives

:

Nausea
Vomiting
Gastrointestinal symptoms (such as

abdominal cramps and bloating)

Breakthrough bleeding
Spotting

Change in menstrual flow

Amenorrhea during and after treatment
Edema
Chloasma or melasma
Breast changes : tenderness,

enlargement and secretion

Change in weight (increase or

decrease

)

Changes in cervical erosion and
cervical secretions

Suppression of lactation when given
immediately postpartum

Cholestatic jaundice
Migraine
Rash (allergic)

Rise in blood pressure in susceptible

individuals

Mental depression

Although the following adverse reac-

tions have been reported in users of oral

contraceptives, an association has been
neither confirmed nor refuted:

Anovulation post-treatment

Premenstrual-like syndrome
Changes in libido

Changes in appetite

Cystitis-like syndrome
Headache
Nervousness
Dizziness

Fatigue
Backache
Hirsutism
Loss of scalp hair

Erythema multiforme
Erythema nodosum
Hemorrhagic eruption

Itching

The following laboratory results may
be altered by the use of oral contracep-
tives:

Hepatic function: Increased
sulfobromophthalein and other tests

Coagulation tests: Increase in

prothrombin Factors VII, VIII, IX,
andX

Thyroid function: Increase in PBI and
butanol extractable protein-bound
iodine, and decrease in T® uptake
values

Metyrapone test

Pregnanediol determination

SYNTEK
SYNTEX LABORATORIES, INC.

PALO ALTO. CALIFORNIA 94304



tWarning: May be habit forming.

•15 mg. of Si/f/W (butabarbital), plus the other ingredients, in outer

layer; 15 mg. of Butisol in a specially coated core for delayed release,

to approximately equalize duration of action for all components.

Contraindications: Sensitivity to any component, porphyria, peptic

ulcer, ulcerative colitis, mental depression, renal impairment or

shutdown. Warnings: Consider the possibility of sensitivity reac-

tions in patients with history of allergy or bronchial asthma. Coated

potassium tablets, sometimes administered in conjunction with

antihypertensive therapy, may be associated with small bowel

lesions, which have led to obstruction, hemorrhage and perforation.

Surgery has frequently been required and deaths have occurred.

Such tablets should be used only when indicated and when ade-

quate dietary supplementation is not practical. They should be

discontinued immediately if abdominal pain, distention, nausea,

vomiting, or g.i. bleeding occur. Use in Pregnancy: Exercise cau-

tion, since thiazides cross the placental barrier and may cause

fetal or neonatal hyperbilirubinemia, thrombocytopenia or altered

carbohydrate metabolism; adverse reactions seen in the adult may

occur in the newborn. Use reserpine in women of child-

bearing age only when essential to patient welfare. In-

creased respiratory secretions, nasal congestion, cyano-

sis, and anorexia may occur in infants born to reserpine-

treated mothers. Precautions: Butisol (butabarbital)-

Exercise caution in moderate to severe hepatic disease.

Elderly or debilitated pa-

tients may react with

marked excitement or de-

pression. Hydrochlorothi-

azide— induce elec-

trolyte imbalance; when

used with digitalis or one

of its glycosides and in pa-

tients with severe hepatic

insufficiency, cardiac ar-

rhythmias or symptoms of

impending hepatic coma may
occur. Discontinue and in-



The “beauty”of Butiserpazide® is that it adds

the mildly sedative effect of Butisol® (butabarbital)

to the classic thiazide/reserpine formula.

“It \\ ould appear that the addition of an

anxiety-relieving agent [Butisol] to a drug

combination utilizing well-established

compounds proved useful in reducing hypertensive

symptoms in over half the patients. .

.

That’s the “Buti”of

Butiserpazide
Prestabs®Tablets

*
BUTISOL® (butabarbital) 30 mg. + reserpine 0.1 mg. + hydrochlorothiazide 25 or 50 mg.

You have a choice of 2 strengths. Just one tablet once or twice a day is usually sufficient.

Butiserpazide-25 Prestabs® ‘Tablets

BUTISOL® (butabarbital) 30 mg.t; hydrochlorothiazide 25 mg.; reserpine 0.1 mg.

Butiserpazide-50 Prestabs® ‘Tablets

BUTISOL® (butabarbital) 30 mg.t; hydrochlorothiazide 50 mg.; reserpine 0.1 mg.

stitute appropriate countermeasures if prolonged use produces

hypokalemia or (likely with sodium restriction) hyponatremia and

hypochloremic aikalosis. (Ammonium chloride, used to reverse hy-

pochloremic alkalosis, is contraindicated in hepatic disease.) May
produce elevated serum uric acid levels (and, infrequently, gout) or

reduce glucose tolerance, altering insulin requirements in dia-

betics. Reserpins—Observe for signs or symptoms of peptic ulcer or

ulcerative colitis. Discontinue at first sign of mental depression;

keep in mind possibility of suicide. Exercise extreme caution in

history of mental depression. May produce cardiac arrhythmias

when used with digitalis and quinidine, or may precipitate biliary

colic in patients with gallstones. Discontinue 1 to 2 weeks before

surgery; inform the anesthetist in event of emergency surgery. Ex-

ercise caution in history of epilepsy. Discontinue 1 to 2 weeks be-

fore ECT. General— Exerase caution in coronary artery disease.

Adverse Reactions: Dizziness, drowsiness, weakness, nasal conges-

tion, leg cramps, nausea, palpitations, superficial skin bruises,

palmar erythema, headache, dehydration, skin rash, “hangover,”

systemic disturbances, diarrhea, itching, vomiting, paresthesia,

photosensitivity, pancreatitis, jaundice, xanthopsia, purpura, throm-

bocytopenia, leukopenia, agranulocytosis, aplastic anemia, anorexia,

gastric irritation, abdominal cramping, constipation, glycosuria,

vertigo, cutaneous vasculitis, orthostatic hypotension (potentiated

by alcohol, barbiturates, or narcotics), increased salivation and

gastric secretion, increased intestinal motility, loose stools, angina-

like syndrome, arrhythmias, bradycardia, flushing, hypotension, ner-

vousness, paradoxical anxiety, rarely atypical Parkinsonian syn-

drome, central nervous system sensitization (manifested by dull

sensorium, deafness, glaucoma, uveitis, optic atrophy), dryness of

mouth, syncope, epistaxis, weight gain, and impotence or decreased

libido. Usual Adult Dosage; BUTISERPAZIDE®-25 or BUIISERPAZIDE®-

50: 1 tablet daily or b.i.d. When used with other antihypertensive

agents reduce dosage of both drugs about 50% and observe care-

fully for changes in blood pressure. /
' " ’ i i i™ ,.

Before prescribing or administering, McNEILSB8 p8cloQ6 insBrtm

1. Coodley, E. L.: Curr. Therap. Res. mcneil laboratories, me.
4:460. 1962. fort Washington, pa. 19034

[MeNEIL
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Public Enema No.1

Claim the rewards of sparing your patients the tubes
and tribulations of unpleasant enemas.

Compared to enemas, Dulcolax suppositories are a
gentler and simpler way to empty the bowel. Gone
are the tubing, the “accidents”, and the bruised egos.
Just one suppository, inserted against the bowel wall,

usually brings about an evacuation within 15 minutes
to an hour.

bowel cleansing. Your patients will often prefer it to

embarrassing enemas. And you can be sure nurses
will appreciate the saving in time and effort.

Dulcolax tablets taken at night usually result in a

bowel movement the following morning. A combina-
tion of tablets at night and a suppository the next
morning generally cleans the bowel thoroughly in

preparation for surgery or special procedures. Keep
in mind, however, that the drug is contraindicated in

In the hospital, order Dulcolax for constipation or the acute surgical abdomen.

I

Dulcolax;Jts predbtable
bisacodyl

Under license from Boehringer Ingelheim G.m.b.H. Geigy Pharmaceuticals. Division of Geigy Chemical Corporation, Ardsley, New York 10502 DU-6118
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Nose clear as awhistle
(THANKS TO DIMETAPP )

Dimetapp Extentabs® does an outstanding job of helping to

clear up the stuffiness, drip and congestion of colds and upper

respiratory allergies and infections. Each Extentab keeps

working up to 12 hours. And for most patients drowsiness or

overstimulation is unlikely. Try Dimetapp. It clearly works.

FOR UPPER RESPIRATORY ALLERGIES AND INFECTIONS

DimetappExtentabs^
Dimetane® (brompheniramine maleate), 12 mg.; phenylephrine

HCl, 15 mg.; phenylpropanolamine HCl, 15 mg.

UP TO 12 HOURS CLEAR BREATHING ON ONE TABLET

Indications: Dimetapp is indicated for symptomat-
ic relief of the allergic manifestations of respira-

tory illnesses, such as the common cold and bron-
chial asthma, seasonal allergies, sinusitis, rhinitis,

conjunctivitis, and otitis.

Contraindications: Hypersensitivity to antihista-

mines. Not recommended for use during pregnancy.
Precautions: Until patient’s response has been de-
termined, he should be cautioned against engag-
ing in operations requiring alertness. Administer
with care to patients with cardiac or peripheral
vascular diseases or hypertension.
Side Effects: Hypersensitivity reactions including
skin rashes, urticaria, hypotension and thrombo-
cytopenia, have been reported on rare occasions.
Drowsiness, lassitude, nausea, giddiness, dryness
of the mouth, mydriasis, increased irritability or
excitement may be encountered.
Dosage: 1 Extentab morning and evening.
Supplied: Bottles of 100 and 500.

A.H. ROBINS COMPANY A-H-DriRINq
RICHMOND, VA. 23220

^
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For the patient who has been
through an accident, the worry

and anxiety following the

mishap may actually heighten

the perception of pain. This is

why there’s a classic Va grain

sedative dose of phenobarbitai

in Phenaphen with Codeine—
to take the nervous “edge” off,

so the rest of the formula can

control the pain more effectively.

A. H. Robins Company, ^ Ll.nODIMC
Richmond, Va. 23220 /I rl I^UDIIVj

Phenaphen’ with Codeine
Phenaphen with Codeine Nos. 2, 3, or 4 contains: Phenobarbitai {Va gr.),16.2

mg. (warning: may be habit forming); Aspirin {2Yz gr.), 162.0 mg.; Phenacetin

(3 gr.), 194.0 mg.; Hyoscyamine sulfate, 0.031 mg.; Codeine Phosphate, Ya

gr. (No. 2), y2 gr. (No. 3), or 1 gr. (No. 4^ (warning: may be habit forming).

The compound analgesic that calms instead of caffeinates

Indications: Phenaphen with Codeine provides relief in severer grades of

pain, on low codeine dosage, with minimal possibility of side effects. Its use

frequently makes unnecessary the use of addicting narcotics. Contraindica-

tions: Hypersensitivity to any of the components. Precautions: As with all

phenacetin-containing products excessive or prolonged use should be

avoided. Side effects: Side effects are uncommon, although nausea, con-

stipation and drowsiness may occur. Dosage: Phenaphen No. 2 and No. 3

—

1 or 2 capsules every 3 to 4 hours as needed; Phenaphen No. 4—1 capsule

every 3 to 4 hours as needed. For further details see product literature.



See next page fo* prescribing information'



You’ve made it

one of your specifics

in acute otitis media

DECLOMYCIN acts against many strains of

H. influenzae
,
pneumococci and streptococci, the

most common invaders. In otitis media, where it

is difficult to isolate the causative organism, this

coverage may be important. However, some strain;

may be resistant and other pathogens can be

involved.

You've found the high serum levels of

DECLOMYCIN important, too. Its prolonged actior

permits convenient 300 mg b.i.d. or 1 50 mg
q.i.d. administration. i

When specimens are obtainable, your culture

studies will indicate the usefulness of

DECLOMYCIN.

Effectiveness: DECLOMYCIN Demethylchlortetracycline should be
equally or more effective therapeutically than other tetracyclines in

infections caused by organisms sensitive to the tetracyclines.

Contraindication: History of hypersensitivity to demethylchlor-
tetracycline.

Warning: In renal impairment, usual doses may lead to excessive ac-

cumulation and liver toxicity. Under such conditions, lower than

usual doses are indicated, and, if therapy is prolonged, serum level

determinations may be advisable. A photodynamic reaction to natural

or artificial sunlight has been observed. Small amounts of drug and
short exposure may produce an exaggerated sunburn reaction which

may range from erythema to severe skin manifestations. In a smaller

proportion, photoallergic reactions have been reported. Patients

should avoid direct exposure to sunlight and discontinue drug at the

first evidence of skin discomfort. Necessary subsequent courses of

treatment with tetracyclines should be carefully observed.

Precautions: Overgrowth of nonsusceptible organisms may occur.

Constant observation is essential. If new infections appear, appropri-

ate measures should be taken. In infants, increased intracranial pres-

sure with bulging fontanels has been observed. All signs and symp-

toms have disappeared rapidly upon cessation

of treatment.

Side Effects: Gastrointestinal system-ano-

rexia, nausea, vomiting, diarrhea, stomatitis, glossitis, enterocoliti

pruritus ani. Skin— maculopapular and erythematous rashes; a ra;

case of exfoliative dermatitis has been reported. Photosensitivit

onycholysis and discoloration of the nails (rare). Kidney- rise in BU
apparently dose-related. Transient increase in urinary output, som

times accompanied by thirst (rare). Hypersensitivity reactions- ur

caria, angioneurotic edema, anaphylaxis. Teeth -r dental staining (yi

low-brown) in children of mothers given this drug during the latter h;

of pregnancy, and in children given the drug during the neonatal pe

od, infancy and early childhood. Enamel hypoplasia has been seen

a few children. If adverse reaction or idiosyncrasy occurs, discontin'

medication and institute appropriate therapy. Demethylchlorteti

cycline may form a stable calcium complex in any bone-formingtiss ft

with no serious harmful effects reported thus far in humans. ••

Average Adult Daily Dosage: 150 mg q.i.d. or 300 mg b.i.d. Shou
if

be given 1 hour before or 2 hours after meals, since absorption

impaired by the concomitant administration of high calcium conte

drugs, foods and some dairy products. Treatment of streptococi

infections should continue for 10 days, even though symptoms ha

subsided.

Capsules: 150 mg; Tablets: film coated, 3

mg, 150 mg and 75 mg of demethylchlortet

cycline HCI. 3

DECLOMYCIN
DEMETHYLCHLORTETRACYCLINE

LEDERLE LABORATORIES, A Division of

American Cyanamid Company, Pearl River, New York

tl-
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she can

I

j

pope***

thanks to

putiisol^.
ISODIUM ByTABARBIIAll

the '^daytime sedative’^ for

everyday situational stress

X^hen stress is situational—environmental pressure,

vorry over illness—the treatment often calls for an
inxiety-allaying agent which has a prompt and
)redictable calming action and is remarkably well

olerated. Butisol Sodium (sodium butabarbital)

neets this therapeutic need.

\fter 30 years of clinical use . . . still a first choice
imong many physicians for dependability, safety and
i;conomy in mild to moderate anxiety,

pontraindications; Porphyria or sensitivity to

parbiturates.

Precautions: Exercise caution in moderate to severe

jiepatic disease. Elderly or debilitated patients may
leact with marked excitement or depression.

l\dverse Reactions: Drowsiness at daytime sedative

lose levels, skin rashes, “hangover” and systemic

listurbances are seldom seen.

Varning: May be habit forming.

Jsual Adult Dosage: As a daytime sedative,

|.5 mg. (H gr.) to 30 mg. (3/^ gr.) t.i.d. or q.i.d.

Wailable for daytime sedation: Tablets, 15 mg. (14 gr.),

0 mg. (14 gr.); Elixir, 30 mg. per 5 cc. (alcohol 7%).

JUTICAPS® [Capsules Butisol Sodium (sodium butabarbital)]

5 mg. (14 gr.), 30 mg. 04 gr.).

McNEIl

)

tcNeil Laboratories, Inc., Fort Washington, Pa.
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lygroton’can work a long day too
liorthalidone in edema and hypertension

Just one tablet in the morning can often help control

edema and hypertension in the evening.

A smooth way to move out excess sodium and water.

It can cause side effects.

And it's contraindicated in cases of hypersensitivity

to the drug and severe renal or hepatic diseases.

l! •

''^gy Before writing it for your patients, please review

I

the prescribing information.

Jt's summarized on the next page.

HY.6424



in edema and hypertension

A little Hygrotoncanworka long day
chlorthalidone

Indications: Hypertension and many
types of edema involving retention

of salt and water.

Contraindications: Hypersensitivity

and most cases of severe renal or

hepatic diseases.

Warning: With the administration of

enteric-coated potassium supple-

ments, which should be used only

when adequate dietary supplementa-

tion is not practical, the possibility

of small- bowel lesions (obstruction,

hemorrhage, and perforation) should

be kept in mind. Surgery for these

lesions has been required frequently

and deaths have occurred. Discontinue

enteric-coated potassium supplements

immediately if abdominal pain, dis-

tension, nausea, vomiting, or gastro-

intestinal bleeding occur. Use with

caution in pregnant women and nurs-

ing mothers since the drug may cross

the placental barrier and appear in

cord blood and since thiazides may
appear in breast milk.The drug may
result in fetal or neonatal jaundice,

thrombocytopenia, and possibly other

adverse reactions which have occurred

in the adult.When used in women of

childbearing age, balance benefits of

drug against possible hazards to fetus.

Precautions: Anti hypertensive ther-

apy with this drug should always be

initiated cautiously in postsympathec-

tomy patients and in patients receiv-

ing ganglionic blocking agents, other

potent antihypertensive drugs or

curare. Reduce dosage of concomitant

anti hypertensive agents by at least

one-half. Because of the possibility of

progression of renal damage, periodic

determination of the BUN is indicated.

Discontinue if the BUN rises or liver

dysfunction is aggravated. Hepatic

coma may be precipitated.

Electrolyte imbalance, sodium and/or

potassium depletion may occur. If

potassium depletion should occur dur-

ing therapy, the drug should be dis-

continued and potassium supplements

given, provided the patient does not

have marked oliguria.

Take special care in cirrhosis or severe

ischemic heart disease and in patients

receiving corticosteroids, ACTH, or

digitalis. Salt restriction is not recom-

mended.

Adverse Reactions: Nausea, gastric

irritation, vomiting, anorexia, con-

stipation and cramping, dizziness,

weakness, restlessness, hypergly-

cemia, glycosuria, hyperuricemia.

headache, muscle cramps, orthostatic

hypotension, which may be poten-

tiated when chlorthalidone is com-

bined with barbiturates, narcotics

oralcohol, aplastic anemia, leukopenic

thrombocytopenia, agranulocytosis,

impotence, dysuria, transient myopia,

skin rashes, urticaria, purpura, necro-

tizing angiitis, acute gout, and pan-

creatitis when epigastric pain or unex

plained G.l. symptoms develop after

prolonged administration. Other reac

tions reported with this class of com-

pounds include: jaundice, xanthopsia

paresthesia, and photosensitization.

Average Dosage: 50 or 100 mg. wit

breakfast daily or 100 mg. every othe

day.

Availability: White, single-scored

tablets of 100 mg. and aqua tablets

of 50 mg., in bottles of 100 and 1000.

(B) 46-230-E

For full details, please see the

complete prescribing informatior

Geigy Pharmaceuticals

Division of

Geigy Chemical Corporation

Ardsley, New York 10502

HY-641
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Forthe
"Qieater Eater"

Formulas: Each 'Dexamyl' Spansule capsule No. 1

contains 10 mg. of Dexedrine® (brand of dextro-

amphetamine sulfate) and 1 gr. of amobarbital,

derivative of barbituric acid (Warning, may be habit

forming). Each 'Dexamyl' Spansule capsule No. 2

contains 15 mg. of Dexedrine (brand of dextro-

amphetamine sulfate) and IV2 gr. of amobarbital
(Warning, may be habit forming).

Before prescribing, see complete prescribing

information in SK&F literature or PDR.
Contraindications: Hyperexcitability, undue restless-

ness, hyperthyroidism, porphyria; in patients on
MAO inhibitors.

Precautions: Use with caution in patients hyper-
sensitive to sympathomimetics or barbiturates and in

coronary or cardiovascular disease or severe

hypertension. Excessive use of the amphetamines
by unstable individuals may result in a psychological

dependence. Rarely, symptoms of toxic psychosis
(hallucinations, confusion, panic states, etc.) may
occur with amphetamines, usually after prolonged
high dosage. In these instances, withdraw the

medication. Use cautiously in pregnant patients,

especially in the first trimester.

Adverse Reactions: Overstimulation, restlessness,

insomnia, g.i. disturbances, diarrhea, palpitation,

tachycardia, elevated blood pressure, tremor,
sweating, impotence and headache.
Supplied: In bottles of 50.

Dexam^i"
brand of dextroamphetamine sulfate and amobarbital

Spansule^
brand of sustained release capsules

curbs appetite

encourages normal activity

dispels diet discouragement

Smith Kline & French Laboratories



It’s almost as if you were there to

give an injection of penicillin

V-Cillin Pediatric dependable oral penicillin therapy

Potassium Phenoxymethyl Peniciliin

Description: V-Cillin K, the potassium salt of V-Cillin® {phe-

noxymethyl penicillin, Lilly), combines acid stability with immedi-
ate solubility and rapid absorption. Higher, more rapid serum
levels are obtained than with equal oral doses of penicillin G.

Indications: Streptococcus, pneumococcus, and gonococcus in-

fections; infections caused by sensitive strains of staphylococci;
prophylaxis of streptococcus infections in patients with a history

of rheumatic fever; and prevention of bacterial endocarditis after

tonsillectomy and tooth extraction in patients with a history of

rheumatic fever or congenital heart disease.

Contraindication: Penicillin hypersensitivity.

Warnings: In rare instances, penicillin may cause acute anaphy-
laxis which may prove fatal unless promptly controlled. This type

of reaction appears more frequently in patients with a history of

sensitivity reactions to penicillin or with bronchial asthma or

other allergies. Resuscitative drugs should be readily available.

These include epinephrine and pressor drugs (as well as oxygen
for inhalation) for immediate allergic manifestations and anti-

histamines and corticosteroids for delayed effects.

Precautions: Use cautiously, if at all, in a patient with a strongly

positive history of allergy.

In prolonged therapy with penicillin, and particularly with high

parenteral dosage schedules, frequent evaluation of the renal

and hematopoietic systems is recommended.
In suspected staphylococcus infections, proper laboratory

studies (including sensitivity tests) should be performed.
The use of penicillin may be associated with the overgrowth

of penicillin-insensitive organisms. In such cases, discontinue

administration and take appropriate measures.

Adverse Reactions: Although serious allergic reactions are much
less common with oral penicillin than with intramuscular forms,

manifestations of penicillin allergy may occur.

Penicillin is a substance of low toxicity, but it possesses a sig-

nificant index of sensitization. The following hypersensitivity re-

actions have been reported; skin rashes ranging from maculo-

papular eruptions to exfoliative dermatitis; urticaria; and reac-

tions resembling serum sickness, including chills, fever, edema,
arthralgia, and prostration. Severe and often fatal anaphylaxis

has occurred (see Warnings). Hemolytic anemia, leukopenia,

thrombocytopenia, and nephropathy are rarely observed side-

effects and are usually associated with high parenteral dosage.

Administration and Dosage: Usual dosage range, 125 mg.

(200,000 units) three times a day to 500 mg. (800,000 units) every

four hours. For infants, 50 mg. per Kg. per day divided into three

doses.
See package literature for detailed dosage instructions for

prophylaxis of streptococcus infections, surgery, gonorrhea, and
severe infections.

How Supplied: Tablets V-Cillin K® (Potassium Phenoxymethyl
Penicillin Tablets, U.S.P.), 125 mg. (200,000 units), 250 mg.

(400,000 units), and 500 mg. (800,000 units).

V-Cillin K® (potassium phenoxymethyl penicillin, Lilly), Pedi-

atric, for Oral Solution, 125 mg. (200,000 units) and 250 mg.

(400,000 units) per 5 cc. of solution

(approximately one teaspoonful). [o«2567a]

900134 Additional information available

to physicians upon request.

Eli Lilly and Company, Indianapolis, Indiana 46206



President of the Nevada State Medical

Association it is my pleasure to greet my
fellow western physicians.

Special

Issue for

1969

We in Nevada are

proud and happy to be

a part of the Rocky

Mountain Medical

Conference and to be

able to participate in the publication of this

journal.

In this issue we present to you papers

presented by Nevada physicians at our 65th

Annual Meeting in November, 1968. We in-

vite you to come to Nevada and have “fim in

the sun.” Remember the A.M.A.’s National

Medicolegal Symposium in Las Vegas on

March 13-15, 1969.

Harry J. McKinnon, Jr., MD
La's Vegas

A HE ERA IN WHICH WE LIVE is Undoubtedly

one of the most rapidly changing in the his-

tory of man. Concepts and customs accepted

for decades are being questioned, swept away
and replaced. After due reflection a quote

from Bruce Barton is

A Time of go apt
—“When you are

Change and through changing, you
Challenge are through.”

Along with other

facets of society, we in medicine are being

asked to change too. Asked, yes, but soon

forced and the choice still is ours. Do we plan

the change or accept the plan? If we do not

seize the initiative, some one will seize it

from us. Change—but in what direction? and
why??

Careful evaluation of population statistics

and medical manpower availability reveal a

steadily and ever increasing gap. In addition,

in an affluent society, greatly increased de-

mands for health care have evolved in our

own time and practice; and these demands
can only be expected to increase in time. In

addition, of course, the governmental pro-

grams of medicare and medicaid have pro-

duced a deluge of patients with problems

which have strained our capacity to manage.

These programs have as a result produced

problem offspring of their own—some pre-

dicted, some unexpected—but all predictable,

had we but looked.

They have included problems of utiliza-

tion, of hospital and nursing home bed space,

of physicians’ time in office and in hospital,

and of the various parameters of paramedical

personnel; fees and methods of payment; nec-

essity for peer review; and general misun-

derstanding and confusion regarding deduc-

tibles, coinsurance and lack of total coverage.

Most of this latter group have washed out

with time; the larger areas remain and will

be a continuing problem with which we must
learn to deal. Utilization — specifically I

shall not discuss the willful and unneces-

sary use of medical facilities by patient or

physician: This is a relatively minor prob-

lem which will solve itself via utilization

Committees. Rather I will turn your atten-

tion to the impact of the legitimate use of

medical care facilities that has occurred in the

past two and one-half years. Consider then

our ability now to prolong life, to enable

ever increasing numbers to become senior

citizens; and, in addition, the impact of ex-

panding governmental programs plus efforts

of the private insurance industry to keep up
by providing ever more comprehensive care.

This escalation of needs is surely destined

to outrun our ability to provide essential

services in the years immediately ahead. We
must then begin to think creatively to enable

us as physicians to breast the tide. It is im-

perative that new systems of medical care

delivery be devised, in whatever form, and
further that paramedical personnel be trained

to assume a greater role in total patient care.

King Canute could not hold back the tide.

for March 1969 27



nor can we. Best then we think and plan care-

fully how to manage it—for it comes sure as

Canute’s. I offer no magic formula at this

time, for I know none. However, we must
believe that all is possible when we think

together, and I offer these thoughts for your

consideration.

The second major area of concern has been

that of fees. The seven per cent rise in phy-

sician fees revealed by H.E.W. is one which
should have been anticipated and was well

overdue. Unfortunately we as physicians have

not conducted our practices as a business with

proper cost accounting procedures and a regu-

larly changing price dependent on cost fac-

tors, but rather we have pursued an indolent

economic course which casts an occasional

eye on total income, expense, and total patient

visits. The advent of the medicare program
at least temporarily shook us out of our eco-

nomic doldrums, and it forced us to re-evalu-

ate our fee structure. Many found it unrealis-

tic and hence the changes. Mr. Wilbur Cohen’s

recent message is at hand and I am, for once,

in the strange position of agreement. There
would seem to be no need for further fee

adjustment beyond that of the general cost of

living scale in the near or foreseeable future.

We have made our needed adjustment and
now, not with restraint but with a reasoned

economic approach, our fees can be assured

and predicted: On this basis, and on this basis

only, can we survive as a free and unfettered

profession, for insurance programs, private

and governmental, are going to dominate our

future. All are not inimical—indeed, perhaps

none are—but all must be able to determine

their costs from our fees.

We have in these past few years been

given an opportunity without parallel to pro-

vide our patients with the highest quality

of medical care of which we are capable with-

out having to weigh carefully the costs. With
opportunity we have also been given an obli-

gation, an obligation to see that needful and
proper use is made of these monies derived

from tax dollars and that undue and unneces-

sary usage is avoided. Long continued esca-

lation of medical care costs will only be

viewed as a threat to the programs and there-

fore to the will of the people; it can only have

dire and unwanted results. The obligation is

ours because no one else can so well and so

surely determine the obvious need and its

logical answer. We are the captain of the

ship and so must be ready to shoulder the

responsibility.

Let us then go forward—with malice to-

ward none—concerned only with the welfare
of our patients, secure in the knowledge of

our ability, malleable to change, and gladly

accept the opportunity and the obligation

which are ours!

Harry J. McKinnon, Jr., MD*
*President, Nevada State Medical Association and Editor,
Nevada section of the Rocky Mountain Medical Journal.

Is THERE A DOCTOR IN THE HOUSE? Well, there

is in ours. Sometimes.

When shadows fall and evening calls, he
isn’t. In the night or at dawn, hospitals and
patients have priority.

Consider the plight

of the lonely man who
evaluates, judges, de-

cides, and who alone

bears the sweetness of

success, the agony of failure. He is accused

of being interested only in money, yet does

untold charity, quietly and consistently. He
is called arrogant, independent, inaccessible

—yet leaves home, hearth and party to come
to the aid of his fellow man. He is accused

of being insensitive to man’s suffering, yet is

desolate, exhausted and resigned when dis-

ease and death claim the young, the needed,

the vulnerable.

Still, there looms the specter of the Old

Family Doctor, who was everything to every-

body. Good old Doc, friendly and available.

House calls? You bet—anytime, anyplace.

Exorbitant fee? Nonsense, good old Doc was
happy to get a couple of dollars. And he

wasn’t cold or impersonal. Why, he cared!

Right. And most doctors still do. Today’s

MD has had to learn more, go to school longer,

invest more money in his education and con-

tinue all of his medical life to take postgrad-

uate courses and keep abreast of a staggering

amount of current literature. He has to treat

A Doctor in

The House?
Sometimes!
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more patients simply because there are so

many more, and because old Doc’s second

generation, more health-minded, wants more
medical care.

Old Doc didn’t bother with extensive

records; his patients stayed with him from

womb to tomb and he knew them like a book.

Today’s patients are mobile; they change jobs,

they change partners, they change doctors.

They want specialists. And everyone wants

records and copies of records—in triplicate.

Old Doc never had to bother with insurance

forms; young Doc is buried ’neath thousands

of them. His cup runneth over; time and in-

surance wait for no man. Many employees

may type much data; the doctor must still

supply the information.

If doctors today have an easy hfe, keep

bankers’ hours and spend their time traveling

and playing, it’s news to me. Those I know,
and the one I have, work early and late, go

to the hospital every day, even on Sunday,

Christmas, and Easter, first Holy Commrmion
days, graduation days, and on and on and on.

Even when “the Doctor is out,” part of him

belongs to his patients. Wherever, whenever.

Whither thou goest, goest the answering

service.

My doctor gives his patients his time, his

interest and the best of his ability. He is

summoned from the golf course, the dinner

table, his bed, parties—often his own—and

he goes. Not always with a happy step, but

he goes. Each patient has the benefit of his

undivided attention. Home, family, stand in

the wings and wait. And wait and wait. . . .

My doctor bears the responsibility of his

patients’ health, assumes the burden of bear-

ing bad news when necessary and is always

willing to be of help when needed. Not every-

one can make that statement. My doctor takes

pride in being an MD. And I take pride in

him, because I share his life. . . .

Editor’s Note: Margaret Moore wrote the

preceding article for the Chicago Daily News’

“News lady” column. She is the wife of

Thomas J. Moore, MD, who practices internal

medicine in Oak Park, 111. It is reprinted with

permission of the Chicago Daily News.

NEW MEDICAL SOCIETY
Recently the Society for Adolescent Medicine was organized. The goals for this

new organization are: 1) to improve the quality of medical care for adolescents; 2)

to encourage the investigation of normal growth and development during adolescence

and of those diseases and medical conditions that affect adolescents; 3) to stimulate

the creation of medical services for adolescents; 4) to increase communication be-

tween physicians and other professionals who care for adolescents; 5) to foster and

improve the quality of training of those individuals providing medical care to

adolescents; and 6) to offer opportunities for those interested in adolescent medicine

for discussion of teaching, research and other common problems of mutual interest,

through which coordinated efforts may be made toward their solution . . . Physicians

interested in the activities of this organization or in membership may write Dale C.

Garell, M.D., Executive Secretary, 4650 Sunset Boulevard, Los Angeles, California

90027.
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Mental health services to

sparsley populated areas*

LesKe H. Gould, MD, Reno, Nevada

Report of an effective innovation in

delivery of mental health service.

To ONE-FOURTH OF THE PEOPLE living in the

intermountain states the brilliant achieve-

ments of medical research in psychiatry and

in other medical specialties are of little im-

portance. For those who live in small isolated

communities it must be a cruel joke that

methods of treatment improve but methods
of distributing improved treatment lag far

behind. The public would not be without the

advances in treatment of the last four decades,

but millions of people are denied modern
treatment by medicine’s thoughtless devotion

to the methods of distribution of four decades

ago.

The physician of the 1920’s might not now
recognize anything familiar in the treatment

of burns, pneumonia or depression. However,
he would recognize the model of distribution

—the patient contacts the doctor’s office for

an appointment or drops in, sits in the wait-

ing room, is examined, perhaps treated, and
either goes to the hospital or home to stay

until his next appointment. That most people

own automobiles has greatly increased the

effectiveness of the physician, as more people,

*Presented at the annual meeting of the Nevada State
Medical Association, Las Vegas, Nevada, November 9, 1968.

living at greater distances, can find their

way to him. But it has been demonstrated

that mental health facilities in the West,

either public or private, are little used by
people who must drive more than 50 miles

to reach them. In the East the distance drops

to 30 miles. ^ There is no improvement in the

transportation available to most patients that

might significantly increase the radius of

effectiveness foreseeable in the next few

years.

I have prepared maps of several Western

states (Fig. 1.) which indicate the areas

within a fifty-mile drive^ of presumably ade-

quate mental health services,® including pub-

lic, private, out-patient and in-patient. In

Nevada, these two areas cover slightly over

7 per cent of its 110,000 square miles. Nine-

teen per cent of Nevada’s 478,000 citizens^ live

in areas characterized by very small communi-

ties unable in the predictable future to sup-

port a full-time psychiatrist. These 96,000

people presumably get depressed, psychotic,

anxious and have family difficulties just as

do those who live near psychiatric facilities.

Even in California, a state far in advance of

any others so far as availability of mental

health services is concerned, more than 800,-

000 people in sparsely populated areas live be-

yond the effective range of psychiatrists.

They live in that part of California which

straddles the Sierra Nevada and the eastern
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and southern deserts, an area similar in geo-

graphy and population density to vast areas

of Nevada and other intermountain states.

No important improvement in the avail-

ability of mental health resources appears

possible within the framework of medicine’s

ancient distribution model. The case history

to follow describes a unique departure from
this model.

Experimentation with a new method

Plumas County, California, lies astride

the northern Sierra, is almost entirely moun-
tainous, and has a population of 12,000 people

in an area of 2,570 square miles. Its county

seat, Quincy, is about 80 miles northwest of

Reno, Nevada, and has just under 5,000 peo-

ple. The people of Plumas County are less

prosperous than the average in California,

with a high seasonal unemployment rate

when snow makes logging impossible and
vacationers have returned to the cities. It is

not likely to grow in population. As lumber-

mills close down and the value of electrical

power plants and railroad installations de-

creases, the tax base also decreases so that

communities must struggle to provide such

essential services as school, roads, and health

departments.

For many years psychiatrists and psy-

chologists in Reno had a regular trickle of

patients from Plumas County, most of them
referred by, and at the expense of, the court

and other public agencies, and a smaller

number able to afford the fee, transportation,

TABLE 1*

Total
Population

Population
Without

Mental Health
Services

Percent
Without

Mental Health
Services

Arizona 1,674,000 337,000 20%

Idaho 699,000 323,000 46%

Nevada 478,000 96,000 20%

Oregon 1,986,000 491,000 25%

Utah 1,027,000 231,000 23%

5,864,000 1,475,000 25%

*Table showing populations of five Western states which
are without mental health services because of distance,
i.e., patients must drive more than fifty miles each way.

Fig. 1. Map of Idaho, Wyoming, Utah, Nevada, and
Arizona. The shaded areas are within a 50-mile

drive of adequate mental health services.

and time off from work, coming as private

patients. Late in 1963, the Plumas County
Board of Supervisors contracted with me to

fly to Quincy one day each week, reimburs-

ing me for travel expenses and paying for a

half-day, and making an office and secretary

available for the entire day so that I could

see private patients as well as those referred

by public agencies.

At first patients were referred tentatively

and hesitantly by local physicians. Many
came almost furtively as though they wished

they could sneak in through a secret tunnel.

But demand increased and it became neces-

sary to secure the services of a clinical psy-

chologist and a psychiatric social worker.

Plumas County Mental Health Services now
meets twice weekly, and has a staff consist-

ing of a psychiatrist, clinical psychologist,

psychiatric social worker, and a child develop-

ment specialist. Three members fly in from

Reno and one from Chico, California.
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The clinic supplies substantially all men-

tal health services, including group, family

and individual psychotherapy, psychological

testing, medications, convulsive treatment,

and a nursery for retarded children. It sees

patients referred by, and consults with, pri-

vate physicians, attorneys and most public

agencies, including schools, courts, the sher-

iff’s department, the welfare office, probation

department and veterans agency.

Staff members speak to the PTA, service

clubs and attend hospital staff meetings. Each

member of the staff has had training in fam-

ily therapy and the emphasis is on early

j

intervention before conflict and anxiety

progress to diagnosable disease entities. New
referrals are seen promptly. There is no wait-

!

ing list. The clinic accepts drop-ins without

referrals, recognizing that patients in small

communities are often reluctant to discuss

things they consider disgraceful with their

physicians whom they may know socially.

Attorneys refer divorce clients and believe

many divorces have thereby been avoided.

The clinic hopes that it has made some di-

vorces possible.

The superior court regularly requests ad-

vice and refers people for examination and

testimony on commitments and criminal mat-

ters. Anticipating what is now the law in

California, the court and the district at-

torney’s office have long requested our ad-

vice before issuing a petition of mental illness.

Most patients who formerly would have been

committed to a state hospital have been

cared for in a variety of enterprising ways
(sometimes to the chagrin of physicians,

family and community agencies). Nursing

personnel were initially apprehensive, but

we gained their cooperation and interest

during a series of weekly conferences, labeled

as classes, but which really functioned to help

them expose and relieve their own fears.

Previously the sheriff had been charged
with the duty of providing the only tangible

mental health services, that of incarceration

of violent patients and those being considered

for commitment to a state hospital. The coun-

ty had recently improved on the jail by build-

ing in one of the hospitals a modern, frighten-

ing, locked room with the appurtenances of

non-punitive maximum security. Patients

with psychiatric labels often entered the

hospital docilely enough but after a night

locked in that room behaved in a way that

seemed to justify commitment. (After all, one

could only call the nurse by beating on the

door and shouting.) The sheriff was saddled

with the unhappy duty of being called from

his bed in the middle of the night to accom-

pany a frightened nurse giving medications

to patients in the locked room. Now the locked

room is rarely locked and is as much used for

general medical patients as for psychiatric

patients. All types of psychiatric patients are

treated in the community, even those initially

violent.

The local physicians have become compe-

tent, sensitive and confident in their dealing

with mentally ill patients. During the five

days of each week when there are no mental

health personnel in the county, they willingly

admit patients and take responsibility for pa-

tients admitted by the clinic staff. Our

promise that the psychiatrist or another mem-
ber of the staff will fly over in an emergency

and be available by telephone for consulta-

tion and back-up, is apparently reassuring,

but has been little used.

The sheriff is now rarely called to deal

with emotionally disturbed patients in the

community. Rather, he makes increasing use

of clinic facilities, referring prisoners whom
his increasingly sensitive deputies suspect of

being emotionally disturbed, and bringing

many people to the clinic directly whereas

formerly they would have been booked for

investigation for peculiar behavior. I have

even seen a jailer with a small tray passing

out q.i.d. medications to prisoners.

The juvenile probation department at first

requested only diagnostic opinions to assist

in making judicial dispositions but now re-

quests assistance in dealing with crises, prob-

lems arising in families and in foster homes,

therapeutic separations, family manipulation,

and family treatment.
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Although the clinic has never had an offi-

cial in-patient service, one of the hospitals

has designated three rooms in a new wing

for a psychiatric service and the county has

approved a contract for the care of mentally

ill patients locally rather than in the state

hospitals.

Because of the great distance from so-

phisticated diagnostic centers, the clinic has

made available diagnostic services for the

mentally retarded. Occasionally it is neces-

sary to refer outside the community for a

pediatric or a neurological examination or

for an electroencephalogram, but other out-

patient services are available locally. A nur-

sery for retarded pre-school children has been

started and is supervised by the wife of a

Reno physician who donates her time. Only

a half-dozen other of California’s 50 local

mental health services provide any services

for the mentally retarded, and they are all

in metropolitan centers.

Five years ago Plumas County had the

highest rate of commitment to state hospitals

of any county in California. During the just

completed fiscal year it had the lowest rate

of commitment. When the state hospital serv-

ing Plumas County regionalized its wards a

couple of years ago it discovered it had only

one or two Plumas County patients. During

one 12 month period no patients were com-

mitted from Plumas County. The people with

the computers in the bio-statistics laboratory

in Sacramento (not mental health personnel)

recently made an amusing inquiry, “Is Plu-

mas County different?” and, “Plumas County

is different—what makes Plumas County

different?”. They have repeatedly come

across statistics which indicate that residents

of Plumas County exhibit a higher rate of

utilization of mental health services than all

but one or two counties of the state, while

it has the lowest rate of hospitalization.

Feasibility of the method

Several questions present themselves

when one considers establishing regular part-

time mental health service supplied by air-

craft to an isolated or sparsely populated

region:

1. Can enough time be saved by use of a

private aircraft to permit full-time psychia-

tric practice in widely separated places? The
clinic staff spends an average of an hour and

one-half for the round trip including pre-

flighting the aircraft, ground transportation

at the other end and returning the aircraft to

its hangar. Modest driving would require four

hours for the round trip and would be so

tiring as to make it unlikely that anyone

would care to supply the service on a regular

basis.

2. Can local facilities in the community
including office space, secretarial help, tele-

phone and ground transportation be depended

upon? At the county seat, in Quincy, these

have been all we can ask. A car waits for us

when we get out of the airplane, having been

alerted by our low pass over a field near

the office. When we have seen patients in

other communities space has been made avail-

able in doctors’ offices, hospitals, and schools.

It appears that if clinic personnel are willing

to innovate, communities are willing to im-

provise.

3. Might bad weather interfere with con-

tinuity of care or greatly increase costs? Sur-

prisingly, air travel in winter appears to be

as dependable as automobile travel. It is

necessary to drive to or cancel the clinics

only five or six times a year. Only once or

twice yearly has the weather out-guessed us

so that we have been unable to return home.

4. Will communities accept mental health

services, traditionally subject to suspicion,

and its staff of outlanders? The answer ap-

pears to be an enthusiastic “Yes.” The mem-
bers of the clinic are regarded by the com-

munity with friendship, respect and some-

times affection. The community is proud of

the service, probably partly because of its

novelty. Plumas County Mental Health Serv-

ices is unique in that it is used by all sections

of the community, whereas most community
health services operating under the aegis of

a governmental agency serve chiefly the un-

derprivileged. That we see both public and

private patients, that is, non- or minimum-
fee and standard-fee patients, without any

difference in personnel or treatment, may be
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important. Undoubtedly, also, the involve-

ment of many families, because of our close

relationship with schools and the juvenile

probation department, gives us greater ex-

posure than is common. Our bias toward fam-

ily therapy and crisis intervention is impor-

tant. People may conceal what they label as

mental illness, but they do not and often

cannot effectively conceal family discord in

a small community.

Local physicians cover our patients in our

absence and that seems to have diminished

the traditional distance between mental

health and other medical services and has

resulted in better communication from both

sections. It is well known that leading citi-

zens of the community, including professional

people, businessmen and political figures,

have sought help personally. One local poh-

tician was acquitted of a serious criminal

charge because of the testimony of one of the

members of the clinic. This event gave public

notice that emotional suffering and patho-

logical behavior is no respecter of classes.

This man continues to serve in his former

position with increasing effectiveness.

Our reliance on the community to provide

volunteers and almost all of the materials for

the nursery has very much widened our base

of popular support, giving many people a

personal investment in the clinic. When con-

servative politicians threatened to close the

clinic, the head of the local taxpayers organi-

zation, the superior court judge, most of the

attorneys, heads of the school system, and

all of the physicians appeared at the county

supervisors’ meeting, all eager to testify in

our behalf.

5. What about costs? Air transportation

is an expensive way to get somewhere, but

when one is transporting high-priced person-

nel, the cost is, of course, relative. During a

recent month our total cost per patient con-

tact including transportation, contracts and
salaries of all personnel, telephone and medi-
cation was $31.00 per visit. During the same
period the cost per visit at an out-patient de-

partment of a California state hospital was
also $31.00 per visit.
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Summary
It is almost a cliche that only the small

aircraft makes communication possible where
there are small populations, great distance

and difficult travel. Small aircraft are indis-

pensable in Alaska. Not surprisingly, Nevada,
the second most sparsely populated state has

the second largest registration of private air-

craft per capita. They are used here sys-

tematically by contractors, miners, ranchers

and businessmen.

However, there has not been in Nevada,

nor in any other place that I know of, any
systematic attempt to provide continuing,

regular, comprehensive mental health serv-

ices to rural populations. In some states, and

recently here in Nevada, there are infrequent

circuits by agency personnel into the back

country to look after particular groups of

patients, such as discharged state hospital

patients. But the monthly appearance and dis-

appearance of a lone professional person can

only meet the need if people can arrange to

have problems coincide with his visits.

Indeed, our case history (of Plumas Coun-

ty Mental Health Services) might well serve

as a model for supplying many other medical

specialty services to rural populations. •
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NEW BOOKLET ON UTERINE ASPIRATION JUST OFF THE PRESS
The Bio-Engineering Division of the Berkeley Tonometer Company, producers

of complete equipment for vacuum curettage, has just published a highly informative

booklet on uterine aspiration. The main essay in the booklet, “The Technic of

Uterine Aspiration” is by C. J. Eaton, M.D., Director of the Department of Obstetrics

and Gynecology at Wayne County General Hospital, Eloise, Michigan. Vacuum
curettage has many beneficial features. It should reduce risks, cause less blood loss,

require less anesthesia, and is less likely to cause spread of uterine infection as

compared to conventional curettage. It is an important addition to gynecological

techniques.

The booklet also contains a shorter essay by Mr. William Murr on technical

considerations in designing vacuum curettage equipment. These include the rela-

tionships between vacuum pressure and atmospheric pressure, and the design of the

terminating pipes, or Vacurettes, that are inserted into the uterus to remove the

products.

The booklet is now available for distribution by request on professional or

institutional letterhead. Write to: Mr. William Murr, Berkeley Tonometer Company,
1214 Fifth Street, Berkeley, California 94710.
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A comparative study of blood
alcohol testing devices

David L. Roberts, MD, and

Dean C. Fletcher, PhD, Reno, Nevada

Twentieth century civilization has

enmeshed man in a complex web of

material, machinery, and social custom.

The mechanistic maieritd aspects of the tveb

are such that man'^s senses need ever to

be alert with instant reflex and proper

and evasive action in order to sustain

and to preserve life and limb.

The social pressures are such that ever in-

creasing amounts of alcoholic beverages are

consumered in a multitude of situations

encompassing business, social occasions, con-

ference situations, etc. For years the citi-

zenry has been advised that a combination of

alcoholic consumption and use of machinery

does not mix, and as a result punitive legis-

lation has resulted in restrictions imposed
upon the citizen for violation. The net re-

sult of this has been a fear of the citizenry

to empower the legislative groups with

further laws that would be restrictive on
man’s social behavior.

The legislative approach, however, is now
beginning to complete the circle to the point

where a more realistic approach is accepted

in the enforcement of the drinking, driving

situation. The most striking example in

recent past is the so-called “California Im-
plied Consent Law” recently enacted in the

legislature in that state. The basis of the

implied consent law is that the individual,

in order to obtain a driving license, implies

that he may have a blood or breath sample

obtained have been at the discretion of the

law enforcement agencies. Refusal to con-

sent at the time of request would result only

in suspension of driving privileges for a

period of time, and not in a loss of his rights

as a citizen under the constitutional struc-

ture of the United States. Legislation cur-

rently also is based upon the presumption

that the blood alcohol level of 0.15 mg. per

cent or higher is legally and physiologically

intoxicating. This latter point has been

substantiated in other investigational series

which include the California Single Car Ac-

cident Study.

In April of 1965 the Nevada Safety Coun-

cil, Nevada State Parent Teachers Associa-

tion, and various clinical laboratories joined

forces in a demonstration of the drinking

situation and the driver. As a result of this

two-day test, certain test conclusions can be

made regarding various types of alcohol-

testing devices utilizing both blood and

breath for the determination. This paper

will dwell only upon the area of comparative

testing methods. At a later date other re-

sults will be forthcoming.

Materials and Methods

Subjects were healthy adults, nine of

whom were male and two female, with an

age range between 22 and 50 years of age.

The subjects’ histories of alcoholic consump-

tion varied from total abstinence to an aver-

age of six ounces of 95 per cent alcohol

equivalent daily. The subjects were given a

predetermined amount of alcoholic beverage

based on body weight in an effort to obtain
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a blood alcohol by weight in the range of

0.15 mg. per cent. The individuals were
fasted for the twelve hours prior to the

testing procedure and were given minimal

solid food during the course of ingestion of

the alcoholic beverage. Ingestion took place

over a measured two-hour period of time, at

the end of which time the individuals were
subjected to a series of test procedures as

described.

All subjects had blood drawn for blood

alcohol content. Blood alcohol was then de-

termined by either the Modified Harger

Method or the Modified Kolzelka-Hine

Method, each procedure being done by three

different laboratories independent of each

other. At the same time the blood alcohols

were determined, the subjects were asked

to perform various breath-testing devices

using the Alco test, Breathalzyer 900 unit,

Sobermeter Instant test M-1 and confirma-

tory M-11 and M-1 11, the DPC Intoximeter

on-the-spot screening test, the Intoximeter

Photo-Electric unit with immediate ampule
reading, and laboratory analysis of both

DPC unit and Photo-Electric Intoximeter

ampule.

All of the field screening devices were
operated within the confines of a testing

station (railroad car) which very closely

simulated availability of apparatus in a field

demonstration. The samples for laboratory

analysis were taken from the area of testing

by the evaluation teams and run in their

own laboratories.

Results

Table 1 presents data obtained from the

three laboratories determining per cent alco-

hol by weight. Subjects are listed in the left-

hand column as recorded and the time factor

of the obtaining of the specimen is in the

right-hand column as recorded. These times

are related sequentially to the following

tests as noted on Table 2 and Table 3.

Table 2 compares the field screening

devices with the blood determinations from
the Laboratory No. 1.

Table 3 presents the laboratory analyses

of the ampules and units obtained by field

devices and as compared with the total blood

alcohol per cent by weight.

Subject Number One has a higher than

predicted value with an absolute per cent

blood alcohol by weight of 0.240 mg. 5. This

was because the individual broke training,

and unknown to the directors of the testing

procedure, followed a diet of alcoholic bev-

erages for the twelve hours prior to the

test period.

Discussion

This testing procedure is, to the best

of our knowledge, the first time that breath-

testing devices of both on-the-field portable

type and the breath-testing devices with sub-

sequent laboratory analysis have been com-
pared with blood determinations from the

TABLE 2

COMPARISON OF FIELD SCREENING DEVICES
WITH BLOOD ANALYSIS

SPARKS, NEVADA — APRIL 6, 1965
PER CENT ALCOHOL BY WEIGHT

TABLE 1

COMPARISON OF BLOOD ALCOHOL RESULTS
SPARKS, NEVADA — APRIL 6, 1965
PER CENT ALCOHOL BY WEIGHT

Subject
Labora->
tory 1

Labora-
tory 2

Labora-
tory 3 Time

lA .240 .238 .232 12:05
IB .217 .204 .200 1:58

1C .198 .195 .186 2:35

2A .127 .130 ,122 1:23

2B .118 .107 .101 2:13

3A .136 .136 .128 1:03

3B .131 .128 .122 1:47

4A .185 .191 .178 12:28

4B .184 .188 .176 1:00

5A .136 .133 .128 1:42

5B .138 .136 .128 2:20
7A .148 .150 .140 1:33

7B .138 .138 .128 2:07
8A .177 .172 .162 12:09
8B .168 .169 .156 12:35

10 .168 .163 .151 2:06
llA .158 .160 .148 12:55
IIB .163 .158 .148 1:28

12A .167 .170 .162 12:35

12B .164 .156 .150 1:13

14A .160 .155 .142 12:46

14B .149 .148 .137 1:20

T-Score 1-2 2.013 Not significant
1-3 12.970 Significant at 0.001 Per Cent
2-3 15.267 Significant at 0.001 Per Cent

Intoximetee
on the Spot

Blood’
AIco
Test2

Sober Meter^
Instant Test

Screening
Test

lA .240 .20+ .15- .20

IB .217 .laf .18 .15-.20

1C .198

2A .127 .12 .14 .10-.15

2B .118 .12 .10-.15

3A .136 .14— .13-. 14 .10-.15

3B .131 .12 .10-.15

4A .185 .17 .18 .15-.20

4B .184 .184 .15-20

5A .-36 .14 .15

5B .138 .12 .10-.15

7A .148 .11 .14 .10-.15

7B .138 .12 .10-.15

8A .177 .15 .10-.15

8B .168 .14 .15- .20

10 .168 .12 .13 .15- .20

llA .158 .16 00 .10-.15

IIB .163 .16 .10-.15

12A .167 .16 .16 .15- .20

12B .164 .15 .10-.15

14A .160 .18 .17 .15- .20

14B .149 __ .17 .10-. 15

’Results of analysis by Washoe Medical Center
’Used in conjunction with Breathalyzer
’Sober Meter Instant Test M-1
’DPC Intoximeter, on the spot screening test

T Scores not siginficantly different because of small sample
size and wide-spread Intoximeter results.
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subject individuals at the same time. The
significance of this to the investigators in

this experimental situation is that law en-

forcement agencies and the legal association

will be a basis for procurement of testing

devices with a realization of their accuracy

TABLE 3

COMPARISON OF BREATH ANALYSIS AND
BLOOD ANALYSIS

SPARKS NEVADA — APRIL 6, 1965
PER CENT ALCOHOL BY WEIGHT

Blood
Breath-
alyzer'

Sober
Meter’

Intoximeter
A’ B5 C«

lA .240 .205 .24 .19 .18 .19

IB .217 .20 .20 .17 .17 .15

1C .198 .17 _

2A .127 .12 .14 .10 .12 .07

2B .118 .105 .12 .08 .10 .10

3A .136 .125 .15 .11 .12 .11

3B .131 .11 .13 .11 .11 .09

4A .185 .185 .18 .17 .20 .16

4B .184 .18 .17 .16 .18 .16

5A .136 .115 .14

51! .138 .11 .13 .11 .12 .11

7A .148 .14 .15 .09 .13 .12

7B .138 .12 .14 .11 .12 .11

8A .177 .14 .18 .13 .15 .16

8B .168 .135 .17 .12 .17 .17

10 .168 .13 .13 .15 .15 .15

llA .158 .135 .17 .13 .14 .09

IIB .163 .135 .16 .14 .14 .10

12A .167 .17 .18 .13 .16 .15

12B .164 .15 .17 .15 .14 .12

14A .160 .155 .17 .15 .15 .14

14B .149 .125 .16 .12 .14 .13

’Results of analysis by Washoe Medical Center
^Breathalyzer 900 unit
'Confirmatory Laboratory test using M-11 and M-111 units

A’Laboratory analysis of preserved sample of DPC unit
B'Photo-Electric Intoximeter, immediate ampule reading
C®Photo-Electric Intoximeter, laboratory analysis of preserved

sample

Sample Groups T Scores Significance

1-2 6.44 0.001
1-4 10.27 0.001
1-5 3.75 0.01
1-6 7.56 0.01
2-3 5.22 0.001
2-4 3.60 0.01
2-6 2.89 0.01
3-4 7.34 0.001
3-5 3.29 0.01

3-6 6.30 0.001

as well as their limitation. This availability

should enable legislation such as the Cal-

ifornia Implied Consent Law to be more
practical and to cover areas that are even

remote from laboratory facilities.

A careful scrutiny of Table 1 indicates a

difference between laboratories No. 1 and

No. 2 compared with laboratory No. 3 as

there is no significance between the results

of No. 1 and No. 2, but there is significance

between No. 1 and No. 3 and No. 2 and No. 3.

This probably is due to the fact that the

first two laboratories used one procedure,

and the third laboratory used a second pro-

cedure. These investigators have not seen

in the past reported significant differences

between these two methods.

A review of Table 2 indicates that there

is a reasonable amount of correlation be-

tween the blood alcohol tests and the instant

breath test. In no case were the breath tests

appreciably higher than the blood alcohol;

in some, they were appreciably lower.

In Table 3 a review of the T scores and
the analysis of variance indicates a signifi-

cant difference between the blood alcohol

procedure and two of the breath analyzer

procedures, but still shows the value of the

breath analysis testing procedure. •
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Man in space, now fait accompli, re-emphasizes the

importance of Uro-Phosphate therapy. Research into

the effect of space travel on the astronaut reveals

that weightlessness causes loss of bone calcium. As
the bones are required to bear less and less of the

weight of the body they lose calcium, increasing the

calcium content of the urine. When physical activity

is reduced, the acidity of the urine should be adjusted

to keep increased calcium in solution .... a prophy-
laxis to prevent kidney or bladder calculi.

Uro-Phosphate.
NOW A SUGAR-COATED TABLET
Each tablet contains: methenamine, 300 mg.; sodium acid phosphate, 500 mg.

Uro-Phosphate gives comfort and protec-

tion when inactivity causes discomfort in

the urinary function. It keeps calcium in

solution, preventing calculi; it maintains

clear, acid, sterile urine; it encourages

Dosage;
For protection of the inactive patient

1 or 2 tablets every 4 to 6 hours is

usually sufficient to keep the urine

clear, acid and sterile.

2 tablets on retiring will keep residual

urine acid and sterile, contributing to

comfort and rest.

A clinical supply will be sent to

physicians and hospitals on request.

complete voiding and lessens frequency

when residual urine is present.

Uro-Phosphate contains sodium acid

phosphate, a natural urinary acidifier.

This component is fortified with methe-

namine which is inert until it reaches the

acid urinary bladder. In this environment

it releases a mild antiseptic keeping the

urine sterile.

Uro-Phosphate is safe for continuous use.

There are no contra-indications other

than acidosis. It can be given in sufficient

amount to keep the urine clear, acid and

sterile. A heavy sugar coating protects its

potency.

WILLIAM P. POYTHRESS & COMPANY, INC., RICHMOND, VIRGINIA 23217
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Lipid injections with

roentgenographic features*

Fredric M. Boyden, MD, Reno, Nevada, and Bert Lincoln Pear, MD, Denver

This article reacquaints the practicing

physician and the radiologist with the

occasional presence of lipids, and their

roentgenographic appearance.

At one time lipids were used more extensive-

ly than silicone rubbers are used today. Com-

plications of lipid injections have been num-

erous, not the least of which has been failure

to recognize the late radiographic appearance,

which has resulted in unnecessary and often

radical surgery.*'^

The earliest reported use of therapeutic

lipids was by Martin in Germany in 1888.®’^

He painted olive oil on the peritoneal surface

of the bowel, hoping to prevent adhesion for-

mation by “lubrication.” From that time on,

various oils were utihzed for a multiplicity of

medical purposes throughout Europe and

later on this continent.

The basic pathologic response to lipids is

that of a foreign body reaction®-®'^ which oc-

curs whether the injection or placement is

interstitial or intracavitary, and it is char-

acterized by a granulomatous reaction with

formation of foreign body gicint cells and

eventually fibrosis. In serosal loculations the

fibrous encapsulation may calcify, giving a

characteristic roentgenographic appearance,

as seen in intraperitoneal lipid granuloma-

tosis. In the inflammatory reaction, giant cell

formation and fibrosis occurs, making micro-

scopic differentiation from tuberculosis, syph-

ilis, sarcoid, and even sarcoma difficult.

*From the Department of Radiology, University of Colo-
rado Medical Center, Denver. Dr. Boyden is now practicing
in the Radiology Dept., Washoe Medical Center, Reno.
He is a former resident from the Department of Radiology,
University of Colorado Medical Center, Denver, and Dr.
Pear is assistant Clinical Professor of Radiology, Univer-
sity of Colorado Medical Center, and Radiologist, St. Joseph
Hospital and Porter Memorial Hospital, Denver.
Because of space limitations and technical difficulties of
reproductions, an assortment of recent and not-so-recent
roentgenograms could not be included in publication of
this article.

In 1925® experimental work was done with

injections made under the rectal mucosa,

showing that the response to lipids may vary

in degree. Vegetable oils produced the least

severe lesion,®*'^ animal fats caused more re-

action, and mineral oils produced the most

extensive inflammatory reaction. The injec-

tions were done with and without phenol

with the response varying little in its pres-

ence or absence.®

TABLE 1

REGIONAL LOCATION OF
LIPID INJECTIONS

1. HEAD AND NECK
a. ENT Surgery

1. Facial Disfigurements

2. Atrophic Rhinitis

3. Cleft Palate Therapy
b. Attempt to Alter Features (disguise)

2. CHEST
a. Oleothorax

b. Inhalation Pneumonias
b. Breast

3. ABDOMEN AND PELVIS
a. Intraperitoneal Lipid Granulomas
b. Hemorrhoid Injections

c. Hernia Injection

d. Hernia “creation”

e. “Impotence Rectification”

f. Procidentia “repair”

g. Oral Lipids Producing Granulomas and
Cerabezoars

4. EXTREMITIES
a. Vehicle for Intramuscular Injections

b. Malingerer Use
c. “Grease Gun” Hands

Head and Neck

In the early part of the century, ENT and

plastic surgeons utilized paraffin and other

oils to correct facial disfigurement and de-

pressed scars,® to elevate nasal mucosa de-

pressed by atrophic rhinitis, and to obliterate

cleft palate defects.^® When severe reactions

and subsequent spontaneous draining sinuses
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developed, this mode of therapy was aban-

doned. Roentgenograms subsequently show
small, punctate calcifications in the soft tis-

sues of the patient.

This same procedure has been used by

criminals to alter facial features for disguise.^

Chest

Oleothorax: Lipids have been utilized in

the treatment of tuberculosis for extrapleural

plombage therapy.'^’’ At first, complications

were felt to be minimal. However, in those

series where the patients were followed

closely for long periods, complication rate of

approximately 10 per cent was noted.^^ Com-
plications included pleurocutaneous sinuses,

granulomatous reaction about the injection

site, mediastinal granuloma formation lead-

ing to esophageal obstruction and rupture

into a bronchus, setting up a lipid pneumonia.

A granuloma causing a brachial plexus neu-

ritis has also been reported.

Inhalation Pneumonia; Mineral oil has

been used more recently for “soothing” up-

per respiratory irritation, as have other com-

mercial vaseline preparations.^^’'^’^®-^® Medi-

cated lipid insufflation was utilized much
earlier for the treatment of tuberculosis lar-

yngitis and other inflammatory conditions of

the upper respiratory tract. These all produce

inhalation lipoid pneumonia of the exogenous

type. The reaction set up is very slowly

progressive and, if severe, requires surgical

extirpation of the involved lobe or lobes.

Breast Injections; Many attempts have
been made to augment breast contours.

In the earlier part of the century, paraffin

and other oily-based substances were utilized.

Such substances generally evoked a foreign

body reaction and inflammation, and were
eventually discontinued. More recently, sili-

cones have been used, causing much less tis-

sue response. These injections consist of 99

per cent dimethylpolysiloxane and 1 per cent

“additive.” The latter substance has varied

from olive oil to rendered bat fat. As ex-

pected, unsterile technic ehcits infectious

response. Additional general information on

a multitude of silicone uses may be found in

the references.^® In addition to actual inter-

stitial injections, granulomatous reactions

have occurred in drained abscesses which

were packed with vaseline gauze.^'^®’^® These

have occurred in both breast and in the ischio-

rectal regions. Radiographically, only in-

creased density of the breasts is demonstrated.

Calcification in draining sinuses and abscess

formation can also be expected. Radiographs

demonstrate increased breast density where
silicone was used.

Abdomen and Pelvis

Intraperitoneal lipid Granulomas; Fol-

lowing the first reported case in 1888, inves-

tigators in this country began experimenting

with intraperitoneal oil instillation.®-®® It be-

came common medical practice to use various

organic or mineral oil preparations in the

peritoneal cavity to prevent adhesions by
“lubricating the bowel surfaces.”®^ Actually,

the converse was true and rampant formation

of adhesions ensued. Pathogenesis was that of

fibrous encapsulation of the oil globules along

with the dense bowel adhesions.®® The oil

globules eventually calcified, the time vary-

ing from four months to thirty years. We be-

lieve calcifications to be pathognomonic, be-

ing either globular, plaque-like, or confluent,

ring-like densities, i.e., “mulberry-shaped.”

Several articles allude to the fact that a per-

forated diverticulum may produce this ap-

pearance, following a mineral oil enema. No
documented case report on this condition

could be located.®®-®'^ Another mode of en-

trance into the peritoneal cavity is via the

uterine cavity and fallopian tubes.®^-®® Lipi-

odol hysterosalpingography was common-
place in the early 1900’s. Following many
documented reports of untoward pelvic peri-

toneal reaction and fibrosis, this agent was
abandoned. Lipiodol was also used in an at-

tempt to “sterilize” infected tubes.®® Since ad-

ditional inflammation was produced, it was
discarded. Mineral oil as an abortifacient was
apparently also utilized.

Hemorrhoid Injection : Hemorrhoid in-

jections have been attempted for many years

and in certain circles are still utilized to-

day. 7.23.27 excellent current reviev/ has
been published by Berthrong et al.® Varying
amounts of solution have been injected at

different levels with the formation of oleo-

granulomas. As alluded to earlier, the nox-

ious substance is the oily base, not the scler-

osing substance, i.e., phenol, etc. The depth
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of the granuloma may be as deep as 10 cm.,

depending on the fortitude of the operator

and the length of the introducing needle. The
importance again lies in the fact that carci-

noma may be simulated both radiographically

and even microscopically, and Berthrong re-

ports two cases in which radical surgery was
performed. Harrow^® reported retroperitoneal

fibrosis with ureteral obstruction, bladder

compression and displaced sigmoid colon, fol-

lowing an earlier hemorrhoid injection.

Hernia Injections: Despite the fact that

hernia injections were apparently used by

\
physicians, no good description of their tech-

nic could be found. Often such injections were
the device of various medical charlatans who
would advertise treatment of hernia (usually

inguinal) “without the use of a knife or truss.”

One of the best summation reports was by
Watson,^® a general surgeon in Chicago, who
was called upon for corrective repair follow-

ing abortive attempts to cure inguinal hernias

by injections. Many complications were
noted, including subcutaneous necrosis, ar-

terial and venous occlusions with subsequent

amputations, peritonitis, embolic complica-

tion to the lungs, spermatic cord granulomas
and retroperitoneal mass lesions displacing

'

j

the sigmoid and bladder. Radiographic mani-
festations include (a) mass lesion in the in-

guinal region that may calcify; (b) retro-

[

peritoneal fibrosis with bladder compression

and rectosigmoid narrowing and displace-

ment; (c) actual injections into the bladder®®

I and into the perivesical region. Again, retro-

i peritoneal fibrosis is a residual effect.^®

Hernia “creation” : This was used by
malingerers^^ to avoid conscription, especially

i in Russia and Italy. Paraffin was used,

forming paraffinomas in the inguinal region.

“Impotence Rectification”: Oils and par-

I

affins have been injected into and about the

penis by psychotics for impotence.^®-®^

j

Procidentia “repair” : Attempts were
made for a brief time to correct procidentia

by means of lipid injections; these procedures
also ended with unsatisfactory results.

Oral Paraffins: An interesting sideline to

the present discussion is the occurrence of

gastrointestinal paraffinomas and bezoars®^

following oral ingestion of lipid materials.

A case of a paraffinoma of the appendix was
reported by Jaffe in a patient who habitually

used liquid paraffin for constipation. More
recently, cerabezoar have been reported in

the stomach and the lower small bowel. The
case of a seaman who chewed and swallowed

wax from around the rim of soft drink cups

has been reported.®^

Extremities

Vehicle for Injections: During the early

1900’s, oily bases were commonly used for

various intramuscular injections.®® These in-

jections resulted in granulomatous reactions.

Camphor oil was used as a stimulant during

the “unstable” stages of anesthesia which oc-

curred in this era. Camphor oil was also used

rather extensively during the influenza epi-

demic in 1917 through 1919. Many of the

patients received multiple injections with the

development of “camphor oil tumors” in the

soft tissues. More recently, oily bases have
been utilized for prolongation of penicillin

absorption, i.e., penicillin in oil and beeswax.

These rounded, soft tissue calcifications are

many times incidentally noted on survey

films of the abdomen and pelvis. In a pre-

vious case report, a patient who had received

earlier luetic therapy with bismuth in oily

vehicle, presented with a mass in the but-

tocks.^ She denied previous injections. The
biopsy was so characteristic of foreign body
reaction that more intensive interrogation

was carried out. The patient finally admitted

the earlier series of injection. Three cases of

apparent sarcoma have developed in injec-

tion sites.®^ Two have occurred in the but-

tocks following injections of penicillin plus

sesame oil. The third occurred in a hernia

injection site (personal communication from
Dr. Harrow) . Sarcomas have been produced

many times experimentally in animals, but

to our knowledge these are the only published

reports occurring in humans.

Malingerer Use: In addition to the “cre-

ated” hernias, there was a case report in

which a Russian immigrant used injections

of oily substances into one leg to produce

tumors or venous stasis, to avoid conscrip-

tion.®® He then presented himself, years later,

with unilateral leg edema. He refused any
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diagnostic workup for the edema, but did

admit the prior injections.

“Grease Gun” Hand: To test the pressure

of grease guns, filling station attendants place

a finger over the end of the gun. Grease

becomes impacted, setting up a lipid granu-

lomatous reaction.*'^®

Sitninmry and Conrhision

The older literature concerning therapeu-

tic injections of lipids which have roentgeno-

graphic implications was reviewed. Exem-
plary cases are included along with notes on

history and pathogenesis. An. outline of the

regional distribution has been completed,

along with a comprehensive bibliography.

It will be a long time before the early and
late consequences of lipid injections are no
longer seen occasionally by general practi-

tioners, diagnosticians, and radiologists. Until

the unfortunate era of their use has been

outdistanced, the possibility of their presence

should be considered in the differential diag-

nosis of obscure clinical conditions. •
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Civilian casualties in Vietnam--

Surgical treatment

John W. Batdorf, MD, and Kirk V. Cammack, MD, Las Vegas, Nevada

There are 300 physicians to care for a

population of 17 million civilians in South

Vietnam. The American Medical Association

volunteer physicians program provides about

30 physicians a month to South Vietnam to

serve for a two-month period. The experi-

ences of the civilian surgeons in Vietnam are

quite different from their military coimter-

parts. Inadequate facilities, poor transporta-

tion of the injured, concomitant disease and

superstition provide a background for the

treatment of the mal-nourished Vietnamese

civilian.

The massive onslaught of pathology tends

to overwhelm one and quickly destroys the

artificial sub-specialty category that an indi-

vidual surgeon might desire. If the occasion

calls for a Porro’s caesarean section for an

infected ruptured uterus with a dead baby
in the transverse position or the care of a

mangled hand you will do it because you are

the only one there. At times, triage is next

to impossible because of the massive inunda-

tion of victims that will overwhelm you if

you take the time to develop an orderly ap-

proach to their care. You take them as they

come and do what you can, passing by several

begging victims to choose one whose par-

ticular plea or obvious injury catches your

eye.

Death on the operating table is not uncom-
mon. Sometimes it is explainable but often

is for no reason that you can fathom. Poor
anesthesia, out-of-date blood or the patient’s

poor nutritional state are some of the most
logical explanations. Ringers Lactate was the

transfusion of choice rather than the risk

of using the out-dated blood.

The Vietnamese cannot take prolonged

periods on the operating table and the Amer-
ican surgeon must learn not to expect too

much from his patient’s physical stamina. If

he does not appreciate this he will find that

in his sincere attempt to do good he has killed

the patient. An uninfected wound is a rarity

even in elective surgery and the surgeon

should consider this in his choice of suture

material.

War Wounds
The punji stick is a wooden bamboo or a

metal spike that is soaked in feces and de-

livered to its victims by many technics such

as tilt boards, pits, maces, arrows and springs.

The usual method is a stick planted upright

in the ground or under water. Viet Cong are

ingenious in placing these sticks and traps

and have even impaled helicopters on large

punji sticks hidden in tall Buffalo grass. Often

the tip of the stick will break off leaving a

foreign body to further complicate the in-

fected wound. Many of the civilian punji

stick wounds occur when the Viet Cong them-

selves having fallen victim to their own traps.

About one-half of the patients treated in Viet-

nam by the American physicians were the

Viet Cong or their families.

High velocity missile wounds primarily

from the M-16 rifle produces more trauma

to the surrounding tissue than the conven-

tional weapon seen in civilian practice. Since

doubling the mass of the missile only doubles

the destructive force and doubling the speed

quadruples it, the mass of the missile has been

reduced and its velocity has been increased

up to 3,250 feet per second. Always comply-

ing to the Geneva Convention, of course. The
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high velocity missile produces a momentary
cavity as it traverses the tissue that is pro-

portional to the energy that it delivers. It is

possible for one of these high velocity missiles

to rupture a viscus or destroy nerve tissue

without actually penetrating the organ. This

phonomenon combined with the tumbling

effect of the missile produces a massive

wound that cannot be analyzed with the same

frame reference that the surgeon is accus-

tomed to using in civilian gunshot wounds.

Small wounds can produce massive destruc-

tion, especially of muscle, and extensive pri-

mary and secondary debridement of the

wound closure is mandatory. High velocity

missile injuries of the long bones can destroy

large segments of the shaft with delayed

necrosis, which at first cannot be appreciated.

Quite often it is important to consider the

soft tissue injury primarily with delayed con-

sideration of the open fracture of the extrem-

ity. The fracture needs to be immobilized

even if you have to accept shortening or ex-

posed bone and metal. The blood vessels are

Jf 'ig. 1. A high velocity missile wound.

surprisingly resistant to the shock waves in

the high velocity missiles. Delayed complica-

tion such as A-V fistulas, aneurysm, or Volk-

mann’s ischemic contracture must be watched

for.

Claymore mines, activated by an individ-

ual stepping upon a trap-wire have been

devilishly used by the Viet Cong. They either

explode on the ground or project into the air

to explode. The massive injury to the feet

or legs often cause amputation or excision of

vital bone structure, such as the talus.

Despite the Press reports of Napalm bums
of civilians, they are a rarity. This is prob-

ably because the victims do not live to get to

a hospital. Burns are common, however, and

are often complicated by tetanus and infec-

tion. In the Vietnamese hospital silver nitrate

treatment of burns produces no difficulties as

far as staining of the linen or the hospital

walls or floors—the general condition of the

hospital are such that they will accept the

silver nitrate stains without any problem.

Fig. 2. Burn Debridement.
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Concomitant Disease

Because of the fly infested wards, maggot

contamination of the wounds occurs and are

actually beneficial in debridement. Covering

wounds with plaster of Paris dressings was

thought to prevent myiasis. It is necessary to

consider more than one disease in a differen-

tial diagnosis of a Vietnam patient. A tem-

perature postoperatively may mean thrombo-

phlebitis, atelectasis or wound infection, but

it is likely to be malaria also. As high as 20

per cent of the peripheral blood smears taken

at random will show a positive malaria smear.

For some reason tetanus was a common
complication in the Nha Trang area but rarely

seen in Da Nang 200 miles away. It was rare

for an adult to survive the disease, but nu-

merous children did. One had the impression

there was a mild and a severe form of tetanus,

but this may be related to the amount of

contamination.

Fifty per cent of the people in Vietnam

have pulmonary tuberculosis. Tuberculosis

fistula in ano is not unusual. The osseous

manifestations of tuberculosis are also com-

mon.

The massive fluid loss seen in the vic-

tims of cholera necessitates that their beds

have a central hole for their buttocks. The

rice water stool is caught in buckets and dis-

posed of. If the bucket overflows, the af-

fluent is sluiced out through a drainage

system built into the concrete floor to be-

come deposited in the front yard of the

cholera ward. The Vietnamese nursing per-

sonnel are so accustomed to treating cholera

victims that they are often admitted, treated

with up to 15 liters of intravenous fluids with-

in 24 hours, and discharged with attention

from a physician.

“When in doubt about the diagnosis, worm
them,” is a therapeutic dictum often used in

Vietnam. Obstructive jaundice caused by two
ascarides in the common duct was seen. One
gained the impression that perhaps the ascaris

obstructed the common duct intermittently

after operating upon several patients with

laboratory obstructive jaundice only to find

nothing but diffuse inflammation around the

common duct and a bowel full of worms.
When you operate upon a gunshot wound to

Fig. 3. Tuberculosis knee joint.

the abdomen, in addition to removing the

usual blood, fluid, and detritus that is com-

mon, it will be necessary to discard balls of

writhing worms floating free in the abdom-

inal cavity. The complication of leaving one

of these worms in the free abdominal cavity

is not known.

Leprosy can be seen frequently and would

present a real reconstruction challenge if

you only had the time. Bubonic plague is

common and tolerated well by some of its

victims. The pneumonic type is fortunately

rare as it is not often cured, and it heralds

an epidemic.

Many of the patients, even the acutely

injured, are seen by a Chinese medicine man
before they are brought to the Provincial

Hospital. Moxibustion, acupunture, bruising,

choking, pinching and pasting on multi-

colored paper sheets is the armamentarium of

our Chinese colleagues. It was rare to operate

upon intra-abdominal disease without cutting

through infected acupuncture wounds.
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Fig. 4. Leprosy.

The surgical treatment of typhoid perfor-

ation of the bowel presented a problem. Most

of them were seen several days after the per-

foration had occurred and conservative man-
agement allows some of them to survive.

Illeostomy can be life saving in others, if

signs of extension of the infectious process

develop. In either case the mortality was
high.

Conclusion

The Judeo-Christian approach is one of

changing your environment if you do not

like it. The Oriental approach is one of

adaptation to the situation. This produces

the well known East-West impasse. The cul-

tural shock of an American surgeon operat-

ing in a Vietnamese Provincial Hospital is

profound. Adapting to the situation is the

only way to function in a very inefficient

situation. You must learn to “bend with the

wind,” comprising some of the fundamental

principles of surgery. Sometimes that wind
reaches tornado proportions. A surgeon going

to Vietnam with a desire to help the patient

must realize that he can only do so by accept-

ing a different culture and environment. The
surgeon who tries to force the Vietnamese

patient into his American frame of reference

as far as the patient’s physiologic and psy-

chologic response to his illness will find, in

his desire to help, that he has only done harm.

Perhaps this applies to the whole war. *
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Air pollution build-up in

populated areas*

—

A method to prevent

Lester M. McKay, Reno, Nevada

I WOULD LIKE TO PAY TRIBUTE to Dr. Luther

L. Terry for his contributions in air pollu-

tion control and to use a portion of his speech

presented to the National Conference on Air

Pollution in 1962 while he was Surgeon Gen-

eral of the United States Public Health

Service:

“Since modern man can determine the

nature of his environment, he must learn to

accept responsibility for its deficiencies in

much the same way that he accepts respon-

sibility for his individual acts. Otherwise, our

repeated pleas for cooperative effort and

I

shared responsibilities have a hollow sound,

j

If a crime is committed, we are quick to bring

I the immense weight of civilization to bear

i upon the guilty one, but what about the crime

I
that we commit as a group? These are of-

fenses we commit against ourselves—often in

good faith and with the most highly sanc-

i tioned of motives.

* “From this point of view, Donora was a

crime. The deaths from chronic diseases as-

sociated with environmental factors which
occur daily are also crimes. Who is to blame?

I

Where are the culprits? What should we do

to apprehend them? Where?—Everywhere.

WE ARE ALL GUILTY—not health officials

, alone, nor legislators, nor businessmen—but

ALL of us!

“Certainly now, when we can and do deter-

mine—by chance or by choice—the structure

of our environment, we cannot blame the

[

vagaries of nature for its defects. The time—
‘From the Health Research Institute, Washoe Medical
Center, Reno, Nevada.

is past. WE are responsible. Let’s get on with

it! Let’s clean the air!” Thank you, Dr. Luther

Terry!

Hundreds of millions of dollars have been

and are now being spent to research cause

and effects of air pollution. Many facts have

been documented and there is now no doubt

that man must search diligently for the solu-

tion.

Senator Gaylor A. Nelson (D.-Wis.) told

the Senate, when he introduced S-2410, bill

providing $500 million a year to assist abate-

ment of air pollution, “The majority of our

state and local governments have done noth-

ing in the past twelve years.” We know the

causes and many of the effects.—It is im-

perative that we come up with a workable

solution! This proposal offers a plan, though

unique, which could very well prove to be

the “woods” we have failed to see because

of the “trees!”

Cause
Air is the most important substance in

your life. You might exist many days without

food and a few days without water, but with-

out air you could not live long enough to

read this proposal.

Science is radiant with farflung successes

and clouded by the ever-increasing difficulty

in providing the most necessary of all com-

modities for life (clean air). As the outcry

against pollution rises to its highest pitch we
hear increasing demands for controls even

where no control devices have been devel-

oped. The challenge is great, for the problem

of air pollution is an inseparable part of one
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of the most important needs of our time: the

creation, in our era of accelerating change,

of a healthful environment worthy of our

high level of economic development and sci-

entific achievement.

It is not necessary to recapitulate all of the

contributors to air pollution. The better

known sources in order of the magnitude of

their contribution are: 1 — TRANSPORTA-
TION, 2— MANUFACTURING, 3 —ELEC-
TRIC POWER GENERATION, 4 — SPACE
HEATING, 5 — BURNING OF REFUSE.
These five major sources alone are dumping

one hundred forty two million (142,000,000)

tons of garbage into the American atmosphere

every year. We might compare this to one

train of standard 50 ton coal cars 36,000 miles

long—or 12 unbroken trains the length of the

United States!

Nature has provided man with a limited

amount of life sustaining air—no more and no

less is available. Nature has also provided an

atmosphere dispersion system which has han-

dled the job of clearing our air supply very

well until the past few decades. However, we
have arrived at a point in time when the

capacity of the atmosphere to assimilate air-

borne wastes is much to frequently over-

whelmed.

With all of our technical know-how and

ability to travel, communicate, and live and

work in comfort during the most adverse of

weather conditions we are, as of this date,

entirely at the mercy of the elements to dis-

pose of the aerial garbage we continue to

dump into the atmosphere. If The yardstick

of man’s achievement is based on his degree

of independence of the elements, our score

in this one area is zero and falling even more.

Effects

The adverse effects of air pollutants are

by no means limited to the health of man.
The most timid estimate of economic losses

due to air pollution suggests that the cost

to the United States alone exceeds eleven bil-

lion doUars ($11,000,000,000) each year*

($65.00 for every man, woman, and child).

This estimate does not include costs of medi-

cal care for people who have respiratory

diseases associated with air pollution, nor do

they include factors such as lost earnings or

reduced productivity, which are almost in-

variably associated with illness and absence

from work.

In addition to its effect on health, air pol-

lution causes extensive economic damage
through its effects on animal and plant life,

through corrosion and soiling of materials and

buildings, depreciation of property values,

interference with air and surface transporta-

tion through reduction in visibility and losses

of unburnt fuel.

Damage to “Salad Crops” has actually

forced many truck farmers out of business

along the eastern seaboard. Los Angeles smog
drifts into the fertile San Joaquin Valley

blighting ten million dollars ($10,000,000) in

crops annually. Crop damage in many indus-

trial areas including Spokane, Washington;

Anaconda, Montana; Ducktown, Tennessee;

Chicago, Illinois; St. Louis, Missouri; Tampa,
Florida, and others were well documented by
Thos. L. Kimball in “Air Pollution” in 1966.

Dr. Morley Kare, a University of Pennsyl-

vania researcher, indicates that entire species

of animals may be lost as a direct result of

air pollution. This is especially true for our

wildlife where feeding, breeding and environ-

ment cannot be controlled.

Air pollution soils and damages buildings

and other structures, as well as clothing and

home furnishings, thus adding to expenses

for cleaning and replacement. Some things,

however, cannot ever be replaced. During my
recent tour of Europe, I sadly viewed the

U.S.P.H.S. Bulletin No. 1560
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Pollutant Health Effects

SO,
Sulfur dioxide

H,SO.
Sulfuric acid

SO2
H2SO4

Sulfur dioxide and sulfuric acid irritate the nose and
throat in concentrations ns low us If, parts per million.

In the bronchial lubes, the lining mi’mhrane becomes
swollen and eroded, and clotting may occur in the small
arteries and veins.

CO
Carbon monoxide; CO .Acute carbon monoxide poisoning results in lowered con-

centrations of oxygen in the blootl and the- body tissues.

O,

Ozone 03 Ozone irritates the air passages, causing chest j)ain, cough,
shortness of breath and nausea.

NO,
Nitrogen dioxide N02

Exposure to high concenlralioiis of nitrogen dioxide can
result in acute obstruction of the air j)assages and inflam-
mation of the smaller bronchi.

3. 4-benzpyrcne

0® This and similar compounds arc; known lo cause corlairi

types of cancer under laboratory conditions.

H 11

OleOns

11— (; = C-H

H H
1 1

HC:C-H
These substances have an injurious effect on certain hodj'

cells, and are especially apt to cause eye irritation.

effects of airborne chemical attack on many
of the beautiful buildings and statues.Many of

these internationally famed treasures, which

have thrilled millions for generations, will

completely disintegrate and be lost to the

world within a few years unless the rate of

deterioration is checked substantially. This

tragic loss could not be estimated in dollars.

In our own American cities the effects on

buildings can best be realized by the frequent

painting requirements and by comparison

during the cleaning process.

Nowhere is the paradoxical effect of sci-

entific progress on the welfare of man more
acutely revealed than in the problem of en-

vironmental pollution. Our knowledge of

health effects of air pollution has been ampli-

fied considerably through three types of

investigations:

1. Statistical studies of past illness and
death as correlated with geographic locations

and other factors associated with air pollu-

tion.

2. Epidemiological studies of death and
respiratory function as related to variations

in air pollution.

3. Laboratory studies of responses by ani-

mals and, in some cases, by human beings, to

exposure to various known pollutants or com-
binations of pollutants.

There is no longer any doubt that air pol-

lution is a hazard to health and that it is

causally related to many chronic and acute

cardiopulmonary diseases. Right heart failure

is a direct result of pulmonary disease.*

The table above shows a list of the

more commonly known contaminants and

their known effects on health. I would like

to call special attention to the fifth item

which is 3,4 - Benzpyrene. This is the com-
pound generally accepted as the carcinomat-

ous producing by-product of cigarette smoke.'

However, a nonsmoker, living in cities such as

Birmingham, St. Louis, Chicago, and others,

by merely breathing, inhales an equivalent of

this compound as is present in the smoke from

over 50 cigarettes, or 2y2 packs per day!

Death and morbidity resulting from in-

tense air pollution are well documented. The
classic examples of intense air pollution

“episodes” are well known. They include the

episodes in the Meuse Valley of Belgium;

Donora, Pennsylvania; in New York City and
in London. During these periods of intense

air pollution, brought about by stagnating

weather conditions, the number of deaths at-

tributed to air pollutants, not to mention the

survivors which were affected, ranged from
20 fatalities in Donora to nearly 5,000 in

London.**

U.S.P.H.S. Publication No. 1560

tDr. Luther Terry’s Report

**N.T.A. Bulletin—Jan. 1965
Franklin Field, O.D.
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Solution

The solution to complete air pollution

abatement cannot be resolved by one simple

system. It will take a number of contributing

factors working effectively together toward

the same goal—Clean Air for Survival!

Limiting the types and amounts of con-

taminants which can be discharged into the

atmosphere by improved heating methods,

more efficient engines, atomic power, electric

autos, better methods of trash disposal and
other means are necessary and very im-

portant steps in the right direction. However,
merely placing limits on the amounts of con-

taminants is not the complete answer. This

is especially true during prolonged inversion

periods when the air is trapped in an area

permitting even small amounts of contam-

ination to build up to a dangerous level of

concentration.

A system of evacuating significant

amoimts of low level contaminants at or near

the source, and even more effectively during

inversion periods, can be accomplished in

most cities by modifying already existing fa-

cilities. Since 90 per cent -j- of the pollutants

are dumped into the atmosphere at, or below,

25 feet off the ground and most of this within

1 foot, as in the case with automobiles, it

appears logical that an effective system

would be one which would take advantage of

the ideal time, (when the total volume of

affected air is minimal and close to the

ground)
,
and to dispose of the problem before

it raised to contaminate such a great volume
of air that we become entirely at the mercy
of the elements and the dispersing mechan-
isms of nature.

The following diagram shows the problem
during a frontal inversion period.

COOL AIR

This figure shows the condition during

nighttime inversion.

INVERSION INVERSION RROKEN
Orcicd li c*el«4 andcr clear Air Air li warned by Air

At nighttime, when the surface of the

earth radiates its warmth out to space, the

ground cools quickly. In turn, the air in con-

tact with the earth’s surface is chilled. By
morning, the lowest layers of the air have

been considerably cooled while aloft the air

temperature has changed little. The result, as

shown in the above figure, is a temperature

inversion which will begin to break up as the

ground is once more warmed by the sun’s

heat. This type of inversion is usually one of

lower altitude level than a frontal inversion.

The nighttime inversion holds all of the

auto exhaust, heating exhaust and other con-

taminant buildup. We are entirely dependent

upon the sun to come up to warm the ground

which in turn, warms the surface air causing

an upward draft.

This figure shows how the heaviest con-

centrations are held close to the ground,

especially at street surface levels.

Now, let us make the picture even a little

clearer by showing a container or tub for this

lid of inversion air to cover:
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COOL AIR

Assume, for the moment, that we have a

tubful of dirty water and it is to our advan-

tage to replace it with clean water. How
would we do it? Would we boil the water,

causing it to steam and eventually evaporate

away? That is exactly the process which

takes place when the stm comes up to warm
the ground (bottom of the tub)

,
which warms

the air (water in the tub), causing it to be-

come lighter and rise upward—hopefully, tak-

ing the filth with it. Or, would we attempt to

bail the dirty water out over the rim as we
would a sinking boat? We would do neither

of these. We would simply “PULL THE
PLUG.”

Below is shown this practice being put

into use. How would this work since we are

really concerned with air, not water?

COOL A .X R

During an inversion period the air trapped

under the inversion layer is quite stable and

usually free from turbulence or wind cur-

rents. Since air has weight, the gravita-

tional attraction of this stable air is toward
the center of the earth. The next figure

illustrates the condition which exists under

most streets in planned cities. Note that the

heaviest concentration of contamination is

close to the street surface. The buildings be-

tween the streets act sis barriers, funnelling

the contaminated air toward the street. Note,

too, the storm drains which have been in-

stalled to carry off rain and flushing water.

I

These drain pipes range in sizes up to 20 feet

t

k
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in diameter in some cities. The drains are

connected to the street surface by curbside

catch basins and connecting pipes. Since the

storm drains are closer to the earth’s center

than the street surface there is a greater na-

tural gravitational attraction for the stable

polluted air toward the lower space. HERE
IS OUR DRAINPIPE FOR LOW LEVEL
CONTAMINATION.

Unfortunately, most of the time this ave-

nue of escape is plugged up with cool dor-

mant air. So, how can we utilize this system?

Nature, again, has shown us a way in a

limited manner by providing rain. As the

rain water enters the storm drains via the

catch basin inlet and flows through the storm

drains it provides the motivating power
through surface tension, cohesion and adhe-

sion, which causes the air in the drain pipe

above the water level to move. As the air

moves in the drain pipe, the air from the

street surface rushes in to take its place car-

rying with it air-borne contaminants. Even
this limited movement of air has a significant

affect on the smog condition which existed

before the rain.

There are several additional factors which
play important roles in the overall effect of

this lower-than-street-level system.

1. As the air passes through the small

catch basin opening and into the smaller

connecting tube, the velocity of the air is

INCREASED. When it then enters the larger

opening of the drain pipe the velocity is DE-
CREASED suddenly. This causes an imme-
diate drop in temperature as a result of the

“venturi” effect. Coincidentally, Daniel Ber-

noulli discovered this effect while working

in the sewers of Paris in the 1700’s. Bernoulli’s

venturi effect is one of the standby’s of en-

gineering today.
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2. In addition to the drop in temperature

which may result from the venturi effect,

there is usually an additional drop in tem-

perature in the underground tubes. This ac-

celerates condensation which, in turn, en-

hances the coalescence of molecular bodies

causing them to become heavier than air and
sink.

3. When the contaminated air enters the

storm drain, we now have the air, with the

air-borne contaminants, contained where we
may apply our skills toward reducing the

contamination level through water baths,

electronic precipitators, filters, or whatever.

This was impossible to accomplish so long

as the contaminated air remained in the at-

mosphere.

4. Reclamation of valuable components

which, when permitted to be dispersed by the

atmosphere were hazardous to animals and
plants alike, now becomes an economic feasi-

bility. Air pollution represents a prodigious

waste of potentially valuable resources. The
harmful sulfur dioxide that is vented into the

American atmosphere, for example, contains

well over three hundred million dollars

($300,000,000) worth of sulfur at today’s

prices.^

This engineering approach toward re-

ducing significant amounts of life-threatening

air-borne pollutants can be included in city,

state and national planning at construction

and power requirement costs consistent with

our current demands for personal conveni-

ence, social advantages, and technological

standards. In many metropolitan cities the

existing storm drains would require minimal

modification.

Our next step is to determine how we
might achieve the most effective results util-

izing underground conduits as combination

storm and air pollution sewer systems. Two
methods might be employed to effect control:

1. Since many cities confronted with an

air pollution problem do not have access to

lake, ocean or river water, we must, in those

cases, depend on electricity to move the air.

This is not the overwhelming task it might

first appear to be.

tFORTUNE, November 1965

Faltermayer, Edmund K.

A good-sized street (including the side-

walks) would be 100 feet wide. Assuming
there are 10 city blocks to the mile, this means
that the total street and sidewalk area in

each block is equal to 100 feet x 528 feet or

52,800 sq. ft.

We mentioned earlier in this presentation

that automobiles emit their contamination

within one foot off the ground. Domestic

space heating wastes are emitted usually

within 25 feet, and in fall and spring most of

this is during the cool of night. Let us estab-

lish, as a starting point, that we desire to

lower the street level air at the rate of one

foot per minute. This means that every city

block would require electric power enough
to move 52,800 cubic feet per minute. With
this minimal amount we would be lowering

the street level air 60 vertical feet per hour,

or 720 vertical feet during the nighttime

hours, or 1,440 vertical feet in 24 hours.

STREET CORNER CUT AWAY SHOWING
LC»IG CURBSIDE CATCH BASIN AND
STORM DRAIN MODIFICATION

This demonstrates one possible method

of installing the system in a city. Note in the

drawing that we have installed the evacuat-

ing tube in an existing building, and that the

space required is comparable to an elevator

shaft..

By placing the exhaust fan near the top

of the evacuating tube as shown, we gain

added air flow through venturi effect, i.e., a

72” fan enclosed in a 73” tube can move 44,900

C.F.M. of free air with a 2 h.p. motor (Rob-

bins & Myers “Propellair” Model 6504-K as

certified by A.M.C.A.). By suspending a short

section of the 73” tube with the fan enclosed

in an evacuating tube 12 ft. in diameter, the

fan still moves 44,900 C.F.M. through the short
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section of 73” tube. However, the air which

is forced to move through the smaller (ven-

turi) tube now becomes the force which

caused the surrounding air in the larger tube

to move. The rate at which the total volume

is moved by this “venturi effect” is propor-

tional to the velocity of the venturi tube air

(the inner tube), the temperature of the air

and the resistance within the complete sys-

tem.

Between the storm drain and the exhaust

end we have removed the troublesome con-

taminants and evacuated the air back into

the atmosphere above the low level contam-

ination. Again, note that we are not attempt-

ing to change all of the air in the city, but

merely “collecting” the low level contamin-

ated air where it originates, and staying ahead

of the problem so it cannot contaminate too

much air.

2.

In those areas where water is plentiful

it would be advantageous to pump water to

the highest points in the storm drain system,

permitting gravity to return the water to the

lowest point, thereby supplying a form of

water power. Creating turbulence in the wa-

ter on its return trip would increase the

movement of air. A combination of water and

electric power would have the added ad-

vantages of maintaining lower temperatures

within the storm drains, accelerating con-

densation of the contaminated air, and sup-

plying water baths where necessary.

In addition to supplying a movement of

air, it will be necessary to redesign our catch

basin inlets into the storm drain and to in-

stall a greater number than is usually in-

stalled to control storm water alone. The new
design would necessarily include the most

effective venturi features whereby we might

take all advantages the venturi effect affords.

For you who might question the cost of

this type of future city planning, consider

what it could mean to the economy of the

world and the number of jobs it would create

which would not be dependent on war or

peace: construction, fans and motors, cement

and metal pipes, filters, precipitators — I

could go on and on. In addition, atomic power

is in our future to supply the added need for

electricity. If we don’t look ahead toward

clean air, we will have nothing to look ahead

to!!

Summary

A method for significantly reducing con-

centrations of low-level air-borne contam-

inants in populated areas has been described.

Advantages leading toward the healthy well-

being of man, plants and animals, and the

influence toward economic improvement in-

clude the following:

1. The atmospheric phenomena referred to

as frontal and nighttime inversion which now
prevents the normal atmospheric dispersion

mechanism to effectively maintain a clean air

condition would, in this method, become an

ancillary force enhancing the effectiveness of

the method described.

2. The contaminants would be “collected”

at or near their source. This would prevent

the build-up of contamination and the spread-

ing of toxic materials.

3. Valuable components would be deposit-

ed in storage tanks or containers making sal-

vage operations economically feasible.

4. Deterioration of buildings, homes and

structures due to air-borne chemical reaction

would be greatly reduced.

5. This system, if put into general use,

would create a new demand for products and

services of manufacturers, builders and sup-

pliers. The magnitude and diversification of

this new demand would result in a peace-time

economic condition never before enjoyed by

man.

6. Most important—This system would

help man in his effort to maintain an atmos-

phere in which he, his plants and his animals

could exist. •
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ADDITIONS TO COLORADO EXTENDED CARE FACILITIES LIST PUBLISHED
IN FEBRUARY 1967 ISSUE OF ROCKY MOUNTAIN MEDICAL |OURNAL

BRIGHTON
Extended Care Department of
Brighton Community Hospital

1 850 Egbert Street

DENVER
Harvest House Nursing Home
1 685 Eaton

LONGMONT
Eventide, Inc.

1 800 Strohl Place

ROCKY FORD
Pioneer Memorial Nursing Home
1 2th Street and Washington Avenue

DELETIONS FROM COLORADO EXTENDED CARE FACILITIES LIST AS PUBLISHED
IN PREVIOUS ISSUES OF ROCKY MOUNTAIN MEDICAL JOURNAL

AURORA
Aurora's Golden Age Manor
10201 E. Third Avenue

BOULDER
Foothills Vista Nursing Home
4390 Baseline Road

BRUSH
Sunset Manor

2200 Edison Street

DENVER
Asbury Circle Nursing Home
4660 East Asbury Circle

Denver Nursing Home
1401 Josephine Street

(Deletion from April 1968 RMMJ listing)

ENGLEWOOD
Cherry Hills Manor Nursing Home, Inc.

3575 South Washington Street

GREELEY
Weld County Nursing Home
1 534 1 1 th Avenue

HOLYOKE
Sheridan Manor Nursing Home
816 S. Interocean

LAKEWOOD
Westland Monor Nursing Home,

1150 Oak Street

LITTLETON
Cherrelyn Manor Nursing Home
5555 Elati

PUEBLO
Pueblo Manor, Inc.

2611 Jones Avenue

WHEAT RIDGE

Columbine Nursing Home
3835 Harlan Street

Inc.

PICKER X-RAY, ROCKY MOUNTAIN, INC
3890 ELM STREET

Offices also in:

Colorado Springs, Colorado
1202 Kingsley Drive, 635-8768

Salt Lake City, Utah
21 Kensington Street, 485-8262

Albuquerque, New Mexico
113 Sierra Dr., S.E., 255-1288

TEL. 388-5731 — DENVER, COLORADO 80207

»-r«y

Medical X-Ray Equipment
Accessories & Film

Medical and Laboratory

Nuclear Instrumentation
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The magnetism and the grandeur that characterizes New
York City will provide a superb setting for AMA’s 118th Annual

Convention in July. Plan to attend now and look forward to

five memorable and stimulating convention days in a city of

unlimited excitement.

Continue your postgraduate education with a varied program

of • four General Scientific Meetings on Chronic Pulmonary

Insufficiency and Problems of Air Pollution, Human Sexuality,

Impact of Medical Education on Patient Care, and Physical

Fitness and Aging • 23 Section Programs • Color Television

• Medical Motion Pictures • and over 700 scientific and indus-

trial exhibits. The nation’s outstanding medical authorities will

lecture and discuss the significant advances in today’s medicine.

In addition the AMA TV network will present more than 40

hours of convention programming.

Reserve now for the Scientific Awards Dinner in honor of

the Scientific Award Winners—Wednesday, July 16, 1969. Since

space is limited, we suggest you make your reservations before

June 30, 1969. Tickets are $10.00 each, payable in advance.

The complete scientific program, plus forms for advance

registration and hotel accommodations, will be featured in

JAMA, May 26, 1969.

NEW YORK CITY, NEW YORK • JULY 13-17, 1969

AMERICAN MEDICAL ASSOCIATION’S 118th ANNUAL CONVENTION
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o R 6 A N I ZAT I O N

Abstract of Minutes, House of Delegates of

Nevada State Medical Association

65th Annual Meeting—Las Vegas, Nevada

November 7-10, 1968

Two meetings of the House of Delegates were

held at the 65th Annual Meeting, with President-

Elect Harry J. McKinnon, Jr. presiding as Speaker.

FIRST MEETING
Thursday, November 7, 1968

The House was called to order at 2:00 p.m. in

the Normandy Room, Riviera Hotel, Las Vegas,

Nevada. The invocation was given by Dr. R. Craig

Dougan.
After roll call, Mrs. Wilmer L. Allen, President,

NSMA Auxiliary, presented the annual report.

Reports of officers and committees, and resolu-

tions, were referred to the appropriate reference

committee. An Executive Committee resolution

was read to the House as follows:

WHEREAS, the House of Delegates of the Nevada State

Medical Association has in the past paid

Weslev w Hall, M.D., for his tireless efforts in behalf of the

medical profession and all people touched by this profession,

^'^'wHEREAS, he has continued to give unstmtingly of his

time talent and personal resources m this enormous endeavor,

nleading neither want of time nor of money; now therefore
^

BE IT RESOLVED, that the Nevada State Medical Asso-

ciation indicate its intent to place Wesley W. Hall s name in

nomination before the House of Delegates of the American

Medical Association for the position of

body effective in the year 1970, this nomination to be made

^ IT°^1TOTHER resolved, that the President of the

Nevada State Medical Association be instructed to
_

transmit

due notice of this action on the “intent to nommate to each

component society of the American Medica A^ociation to

aU officers of such societies including then

nate delegates, to all officers and Board of

American Medical Association, and to such other interested

and involved parties as may be fitting and proper.

The House cast a unanimous vote of approval

of the above resolution.

The Speaker adjourned the House until 9:00

a.m Sunday, November 10, 1968.

SECOND MEETING
Sunday, November 10, 1968

At 9:00 a.m.. Speaker Harry J. McKinnon, Jr.

called the House to order in the Normandy Room,

Riviera Hotel, Las Vegas. Secretary V. A. Sal-

vadorini called the roll. A quorum was in attend-

ance.

The invocation was given by Father Donald

Weinert.

The Speaker called on the Immediate Fast

President, William M. Tappan, for a report of the

Past Presidents’ Meeting held on November 9,

1968. The Past Presidents made the following

recommendations to the House.

1 That the Constitution and By-laws committee be m-

structed to draw up proposed changes in the Constitution and

Bylaws to provide for a Speaker and V*ce Speak^ of the

House of Delegates, other than the President and President

elect.

2. That the Constitution and By-laws committee be in-

structed to draw up the necessary changes in the Constitution

and By-laws to increase the size of the House of Delegates by

providing for one delegate for each 15 members of any com-
ponent society, instead of the present ratio of one delegate

for each 20 members.

3. That the House of Delegates take note of the defeat

of Proposition 2 in the recent election; that as a medical asso-

ciation it is appropriate that we be concerned with all forms

of education, and especially medical education at all levels,

and therefore that the House urge all members of the NSMA
and each component society to start working now to have

the proposition re-introduced and to work for its passage as

soon as possible.

Points No. 1 and 2 were referred to the Consti-

tution and By-laws committee for consideration,

by the Speaker. The House approved that point

No. 3 in the Past Presidents’ Report be referred

to component county medical societies.

Dr. McKinnon called for Rejerence Committee

Reports.

Reference Committee No. 1. :

The House approved the reports of the Cre-

dentials Committee, the President’s Report with
,

commendation, the Secretary-Treasurer and the '

AMA Delegate.

The House approved unanimously the slate .

of officers for 1969 as follows: President-elect,

V. A. Salvadorini, M.D.; Secretary-Treasurer, John
;

P. Sande, M.D.; AMA Delegate, Leslie A. Moren,

M.D.; AMA Alternate Delegate, Kenneth E.

Turner, M.D.

The House reaffirmed the selection of Ely as
;

the site of the 1969 meeting and Reno for 1970 and '

tentatively approved Las Vegas as the site of the ^

1971 meeting and Elko for 1972. L

The House approved a resolution concerning |

submission of proposed resolutions at least two

months in advance of the meeting of the House
|

of Delegates and that these resolutions be printed
j

and distributed to the component county medical
^

societies at least one month in advance of the
j

Annual Meeting to allow study by the county
|

societies.

Accepted the recommendation that the annual

State Medical Association dues be increased $20.00
^

per year and that the AMAERF assessment be
;

made voluntary.
|

Approved a Finance and Budget Committee
^

recommendation that an addition of a second story

to the NSMA Building be made pending House ^

approval of the Nevada Blue Shield Plan and
^

proof of sufficient rental income to support the ^

addition.

Accepted the report of the Obituary Committee

and observed a moment of silence and prayer in
;

memory of deceased members: i

Silas E. Ross, Jr., M.D.
Ellwood F. Reno, M.D.
Eugene H. Bastlen, M.D.
C. David Lambird, M.D.
Wiliam W. Welsh, M.D.

Reference Committee No. 2

The House accepted the report of the Medicine J

and Religion committee and the recommendation

that each county society devote one meeting each i

year to this subject. ’
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Accepted the reports of the Aging Committee;

Public Relations Committee; Professional Educa-

tion, Medical Schools and Scholarships Committee,

with commendation for the latter’s recommenda-
tions which “

. . . meshed very well with the con-

cepts of the various continuing medical education,

post-graduate medical education, and training of

para-medical personnel . . . outlined succinctly

and clearly and should be the subject of thought-

ful deliberations by the officers and membership
of the Association during the coming year.”

Approved directing a letter of thanks to the

Max C. Fleischmann Foundation of Nevada for

the increased number of medical education grants

awarded during the year.

Approved the report of the Ad Hoc Committee
on Revision of the Medical Practice Act and re-

ferred it to the Nevada State Board of Medical

Examiners, and instructed the Legislative Com-
mittee to work closely with the Board of Medical

Examiners in support of the following changes in

the Medical Practice Act:

1. Recommendation for changes or revision of the

Medical Practice Act (Chapter 630, Nevada
Revised Statutes).

a. Recognizing that there are many capable,

well-trained physicians who are graduates

of medical schools other than those in the

United States or Canada (foreign gradu-

ates) for whom there is no means under
the present law to offer an opportimity to

apply for licensure in Nevada; also recog-

nizing that the licensing of qualified foreign

graduates could be one means of overcom-
ing the medical manpower shortage in Ne-
vada, this committee recommends to the

House of Delegates that the following

changes in the Medical Practice Act be pre-

sented to the Nevada State Legislature

with a recommendation for passage:

(1) That Nevada Revised Statute, Chapter 629 (Heal-
ing Arts; Basic Sciences), paragraph 629.060 be

filed a declaration of intention to become
a citizen and is a graduate of an accredited

medical school of the United States or Can-
ada, or a graduate of a foreign medical
school recognized by the Educational Coun-
cil of Foreign Medical Graduates of the

American Medical Association and has re-

ceived the standard certificate of the Edu-
cational Council of Foreign Medical Gradu-
ates of the American Medical Association

and who has satisfactorily served as an in-

tern for at least one year in a hospital in

the United States or Canada recognized

for intern training by the American Med-
ical Association.

d. Amend Section 630.285 (Permits for Pro-

fessional Employees of Health Division, De-
partment of Health, Welfare and Rehabili-

tation) . Paragraph 2b to be amended as

follows: Be a citizen of the United States

or who shall have filed a petition for na-

turalization which is pending, or not hav-

ing fulfilled the residence requirements for

naturalization has filed declaration of in-

tention to become a citizen and is a grad-

uate of an accredited medical school of the

United States or Canada, or graduate of a

foreign medical school recognized by the

Educational Council of Foreign Medical

Graduates and has received the standard

certificate of the Educational Coimcil of

Foreign Medical Graduates of the American

Medical Association and who has satisfac-

torily served as an intern for at least one

year in a hospital in the United States or

Canada recognized for intern training by

the American Medical Association.

e. The Committee further recommends that a

new section be added to the Medical Prac-

tice Act entitled GRADUATES OF FOR-
EIGN MEDICAL SCHOOLS as follows:

Graduates of Foreign Medical Schools.

amended to read as follows: Be a
United States who shall have filed a petition for
naturalization which is pending, or not having
fulfilled the resident requirements for naturaliza-
tion has filed a declaration of intention to become
a citizen.

b. Amend Section 630.160, paragraph 2 to

read as follows: A certificate may be issued

to any person who is a citizen of the United
States, or has filed a petition for naturali-

zation which is pending, or not having ful-

filled the residence requirements for natu-
ralization has filed a declaration of inten-

tion to become a citizen upon complying
with the requirements of this Chapter.

c. Amend Section 630.280 (Permits for Resi-

dent Medical Officers in Nevada Hospitals),

paragraph 2b to read as follows: Be a cit-

izen of the United States who shall have
filed a petition for naturalization which is

pending, or not having fulfilled the resi-

dence requirement for naturalization has

1. The applicant for a Certificate to practice

medicine, surgery and obstetrics who is

a graduate of a foreign medical school

shall submit to the Board through its

Secretary:

(a) Proof that he is a citizen of the United States

or has filed a petition for naturalization which
is pending, or not having fulfilled the residence

requirements for naturalization has filed a

Declaration of Intention to become a citizen.

(b) Proof that he has complete two (2) years of

satisfactory service as an intern in a hospital

in the United States or Canada approved by the

Council on Medical Education of the American
Medical Association, such training to have been
completed within the five (5) year i^riod
preceding application. The Board may, in its

discretion, consider one (1) or more years of

post graduate study or residency trmning in an
approved medical school or hospital in the

United States or Canada as a substitute for

one (1) year of the internship herein required.

(c) Proof that he has received the degree of Doc-
tor of Medicine from a foreign medical school
recognized by the Educational Council of For-
eign Medical Graduates and has received the
Standard Certificate of the Educational Council
of Foreign Medical Graduates.
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(d) Proof that he has passed the examination of
the National Board of Medical Examiners or
the Federal Licensing Examination of the
Federation of State Medical Boards of the
United States, Inc.

(e) An Affidavit of two (2) physicians, residents
of the county in which the applicant has most
recently resided, stating that the applicant is of
good moral standing and of good repute.

(f) Proof that he has satisfactorily served as a
resident medical officer in a hospital in Nevada
for not less than one (1) year as the holder of
a permit issued by this Board.

(g) A fee of $200.00, which in no case shall be
returned.

2. In addition to the proofs required by sub-
section 1, the Board may take such fur-

ther evidence and require such further
proof of the professional and moral
qualifications of the applicant as in its

discretion may be deemed proper.

3. In the event the applicant shall be a dip-

lomate of an approved Specialty Board
recognized by the American Medical As-
sociation, the requirements of subsections

1 (b) (d) and (f) may be waived by the

Board.

4. Before issuance of a Certificate to prac-

tice medicine, surgery and obstetrics, the

applicant who shall have paid the fee

and presented the proof required by sub-

section 1 shall appear personally and
pass a satisfactory examination as to

qualifications therefore before the Board.

(The Legislative Counsel, Mr. Russell McDonald, in draft-
ing this proposed amendment may prefer, for example, that
the above section 4 be included in the existing Sec. 630.180 by
merely adding that foreign medical school graduates shall also

pass a satisfactory examination the same as United States or
Canadian medical school graduates.)

f. Upon the recommendation of the Board of

Medical Examiners, the Committee recom-
mends that the following paragraphs of the

Medical Practice Act be repealed because

both are antiquated and it is felt that the

decision as to subjects to be examined and

grades to be obtained for passage should

be left to the discretion of the Board, par-

ticularly in view of the many changes in

medical education, specialization, etc. which

have occurred in recent years:

“Sec. 630.180, paragraphs 2 and 3 to be re-

pealed.

“2. The examinations s^hall be conducted in the
English language, shall be both oral and in writing,

and the applicant shall attain at least an average of

75 per cent in all and not less than 65 per cent in

any two of the following subjects: Anatomy, physiol-

ogy, materia medica and therapeutics, chemistry,
bacteriology, pathology, toxicology, obstetrics, surgery,
general medicine, diseases of the skin, eye, ear, nose
and throat and genito-urinary system.

“3. All applicants for licenses to practice medicine in
the State of Nevada shall be allowed extra credit if

they have engaged in excess of 10 years of actual
practice. The amount of credit allowance shall be 1

per cent for each year in excess of 10 years of actual
practice, but shall in no case be higher than 10 per
cent.”

g. Recognizing that the Federation of State

Medical Boards of the United States has

after long study and research instituted an
examination which is very comprehensive

and thorough, and which is known as Fed-
eral Licensing Examination of the Federa-
tion of State Medical Boards of the United
States Inc. (FLEX), the Committee recom-
mends that Section 630.210 (Reciprocity
Certificates) be amended to permit the
Board in its discretion to accept for reci-

procity in addition to certificates of med-
ical examining Boards of the District of

Columbia or of other states and the cer-

tificates of the National Board of Medical
Examiners a certificate that the applicant
has passed the Federal Licensing Exam-
ination of the Federation of State Medical
Boards of the United States, Inc.

In addition to the changes in the Medical Prac-
tice Act recommended above, the Committee dis-

cussed other areas concerned with improved med-
ical care, and particularly several areas speci-

fically raised by Dr. Petty and discussed by the

Board of Medical Examiners in their meeting of

October 25, 1968. This committee makes the fol-

lowing recommendations to the House of Dele-
gates on matters which, while not specifically re-

lated to changes in the law, still bear strongly on
matters to do with improved patient care in Ne-
vada.

1. In the matter of possibly changing the law
to provide provisional licensure (a question

raised by Dr. Petty), with permanent li-

censure to follow after a year or two of

practice in Nevada so that a physician could

be observed and assessed during this period,

the Board and this Committee feels that

such a law would be unconstitutional and
impractical and should not be considered at

this time.

2. In the matter of periodic re-evaluation of

physicians’ professional competence and
ability by re-examination (another ques-

tion raised by Dr. Petty), after thorough
discussion it was felt by this Committee that

this is a matter to be considered as a pos-

sible function of the Nevada State Medical

Association, but not in any way practical or

feasible to include in the law of the State

at this time. In the same vein, any require-

ment for regular postgraduate study or

credit for attendance at medical meetings

could be, in this Committee’s opinion, and
should be a matter for and a function of

the Nevada State Medical Association but

not for legislative changes into law. It is

felt that both of these questions should be

thoroughly discussed by the House of Dele-

gates and that strong consideration and
further study should be made, particularly

in the area of required credits obtained by
postgraduate study or attendance at ap-

proved meetings, as a prerequisite of con-

tinued membership in the Nevada State

Medical Association.
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3. Recognizing that a high standard of care

and treatment exists in the majority of

Nevada hospitals, this Committee also rec-

ognizes that there are two basic areas in

hospital care which are weak and deserve

careful review by the NSMA, and possible

recommendation of appropriate legislation,

or utilization and implementation of exist-

ing laws.

a. Small hospitals, or privately owned hos-

pitals (particularly the latter) which are

not accredited by the Joint Commission
on Accreditation of Hospitals, and do not

seek or desire such accreditation, now
function without any means of inspection

or control in the area of competent pro-

fessional care. In order to assure that

each and every hospital in this state be

required to set high standards of pro-

fessional care, this Committee makes rec-

ommendations for correction of these glar-

ing deficits. In essence, some means must
be found to provide for appropriate in-

spection of staff functions in these hospi-

tals which now function free and unham-
pered, to protect the public from such

things as unnecessary or incompetent sur-

gery, incompetent medical care, etc., all

of which can now occur without any legal

means for even the slightest control. It

is suggested that possibly this could be

accomplisbed through (a) utilization of

existing laws such as the hospital licens-

ing act (at present used only to provide

and enforce standards for the physical

plants of hospitals) or under the present

laws, rules and regulations of the State

Board of Health; (b) the passage of new
legislation which would provide for such

rules, regulations and inspection within

the present hospital licensing act, or un-

der the State Board of Health.

b. Recognizing that some hospitals in smaller

communities with small medical staffs and

lay governing boards frequently face seri-

ous internal problems of friction among
members of the medical staff, and/or the

governing bodies (trustees) it is recom-

mended that the NSMA provide a con-

sulting committee or committees to work
with these hospitals, or administrators,

medical staffs and governing boards in

setting up appropriate rules and regula-

tions as to the medical staff in its func-

tions and to aid in the enforcement of

such rules and regulations.

4. Recognizing that a serious menace to the

health of the people of Nevada now exists

because of an unofficial attorney general’s

ruling which permits chiropractors to pre-

scribe any and all drugs which are non-
narcotic but nevertheless potentially very

dangerous, this Committee strongly urges
that the NSMA through its Legislative Com-
mittee take the lead in introducing legisla-

tion which will stop this practice. Whether
such legislation should be an amendment of

the existing chiropractic act, the pharmacy
act, or both, should be left to the judgment
of the Legislative Committee. It cannot be
emphasized strongly enough that this dan-
gerous practice (prescribing of drugs by
chiropractors) must be stopped.

5.

Finally, as a matter of information and for

discussion by the House of Delegates, but
not for vote by the House of Delegates, the
following decision by the Board of Medical
Examiners was presented to this Committee
and through this Committee to the House
of Delegates. The Board of Medical Exam-
iners recognizes that there are areas of med-
ical practice, ethics and professional conduct
which are beyond the control of the NSMA
or the various county medical societies.

Some duly and legally licensed physicians in

the State of Nevada are not members of a

county society, or the NSMA and are, hence,

beyond the jurisdiction of either body.

Others who are members of one or both so-

cieties can be brought before Professional

Conduct Committees for various complaints,

the vast majority of which can (and are)

settled by these committees.

In other matters of a more serious nature
which cannot be settled by the Professional

Conduct Committees because of the “lack

of teeth” in these committees which exist

because the strongest penalty at their com-
mand is expulsion from the county society,

some stronger means of control should be
provided. The Board of Medical Examiners
under existing power granted in the present

Medical Practice Act proposes to set up
professional conduct committees in each of

three areas—Clark County, Washoe County
and the Lahontan Basin area. These com-
mittees would each consist of three duly

appointed physicians from the area con-

cerned which would function at the dis-

cretion of the Board, and which would
serve in essence as an arm of the Board of

Medical Examiners. These committees would
meet on request of county medical society

Professional Conduct committees, and would
be empowered to investigate, review and
hold hearings on any matter of sufficient

magnitude to warrant their attention. This

Professional Conduct Committee would then

file their findings and recommendations in

writing to the Board of Medical Examiners
for further action. All expenses, including

travel, per diem, secretarial expense, inves-

tigative expense, etc. would be borne by
the Board of Medical Examiners.
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This matter will be considered further at

the December meeting of the Board of Med-
ical Examiners and it is anticipated that a

procedural manual will be printed and these

Board committees appointed shortly there-

after. The Board of Medical Examiners is

hopeful that such committees can serve to

back up local Professional Conduct commit-
tees and give strength to the policing of

those few errant physicians who warrant
attention, but whose dealings and failings

are insufficient to warrant a full formal
hearing by the Board of Medical Exam-
iners.”

The House referred the matter of periodic re-

evaluation of physicians’ professional competence
and abilities to the Professional Education, Medi-
cal Schools and Scholarships committee; the mat-
ter of assessment of professional care rendered

within some hospitals was referred to the Advi-

sory Committee to Hospitals, Nursing Homes and
Extended Care Facilities for study and recom-
mendations for corrective actions.

Section 4 of the report of the Ad Hoc Com-
mittee on Revision of the Medical Practice Act,

concerning chiropractors: The Legislative Com-
mittee and Legal Counsel are to continue to ur-

gently pursue all avenues of approach to solve

this problem in cooperation with the Attorney

General, the Legislative Coimsel, the State Board

of Pharmacy, the State Board of Medical Exam-
iners, the Nevada State Pharmaceutical Associa-

tion and through new legislation if it be necessary,

and/or whatever means can be used to accomplish

this end.

The House approved Executive Committee
Resolution No. 1 as follows:

WHEREAS, the Division of the Regional Medical Programs
will refuse to fund an operational program without the en-
dorsement of the appropriate state medical association; and

WHEREAS, the Nevada State Medical Association House of
Delegates in 1967 endorsed the development of operational
programs by the Mountain State Regional Medical Program;
and

WHEREAS, the State Advisory Committee of the Nevada
portion of the MSRMP has approved applications for several
operation programs to be carried out partially or whoUy in

Nevada; and
WHEREAS, individual program endorsement has been re-

quested by the Division of Regional Medical Programs; there-
fore

BE IT RESOLVED, that the Nevada State Medical Asso-
ciation consider endorsing projectives and proposed methods
of the operational program application as follows:

1. Early Rehabilitation of Stroke Patients

2. Cardiac Intensive Care Training for Community Hospitals

3. Refresher Training in Inhalation Therapy
4. In-service Training Program for Community Hospitals

5. Heart Information Center for the Community Hospital

6. Cancer Information Center for the Community Hospital.

Reference Committee No. 3

The House approved the reports of the Mili-

tary and Veterans Affairs Committee, Nevada
Medical Care, Inc., Nevada Physicians Service,

Inc. and the report of the Insurance Committee,

including the recommendation that a sUb-commit-
tee be appointed to handle liability insurance;
and reports of ochampus and the following reso-
lution:

WHERE^, the physicians of the State of Nevada have
long subsidized the State of Nevada by accepting substandard
medical fees; and

WHEREAS, in Public Law 89-97, Title XIX, the clear intent
IS to bring the underprivileged into the mainstream of med-
ical care; and

WHEREAS, it is further the intent of the law that usual
and customary fees be paid to providers of service; and

WHEREAS, this has now been slowly accomplished at aU
but the professional level;

BE IT THEREFORE RESOLVED, that the Nevada State
Medical Association request that the Department of Health,
Welfare and Rehabilitation’s budget for the next year reflect
plans to pay usual and customary medical fees for services
rendered; and
BE IT FURTHER RESOLVED, that the physicians of the

State of Nevada should no longer subsidize state controlled
medical programs by accepting substandard fees.

Further, the House approved a report of the
sub-committee, Nevada Industrial Commission in

which the;; sub-committee recommended an im-
mediate revision of the fee schedule, the use of
CRVS nomenclature and code numbers; that serv-
ices of nurse anesthetists not be considered equiv-
alent to the services of an M.D. anesthesoiologist;

and that chiropractic services not be considered
the same as physicians’ services and therefore not
paid on the same basis and further that chiroprac-
tic should be recognized as a cult not based on
scientific principles and the NIC should not allow
patients to be treated by chiropractic.

Approved a Blue Shield Report and directed

the BS Board of Directors to proceed.

Approved the report of the Civil Defense and
Disaster Committee and its recommendations with
special commendation to Dr. John Batdorf, Chair-
man.

Reference Committee No. 4

Accepted the report of the Cancer Commission,
the Industrial Health Committee, the Program
Committee, Public Health Committee, Mental
Health Council, Rural and Indian Health and the

Tuberculosis Committee.

The House approved Resolution No. 3 on plac-

ing Comprehensive Health Planning under the di-

rection of the State Board of Health and the Divi-

sion of Health.

Approved Resolution No. 4 recommending that

the Division of Health become a Department of

Health, separate and apart from the Department
of Welfare and Rehabilitation.

Approved Resolution No. 5:

WHEREAS, highway safety should consistenUy be im-
proved; and

WHEREAS, as special emphasis should be placed on the
design of pavement mountings such as poles, signs and sup-
ports; and

WHEREAS, narrow highway shoulders with abrupt culverts
result in serious accidents: now therefore

BE IT RESOLVED that off pavement mountings such as
poles, signs and supports be placed at least three feet from
the edge of the road for every 10 miles per hour of average
vehicle speed; and
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BE IT RESOLVBD, that pavement shoulders be made
wide and flat in order to give an auto a chance to pull off
the highway at a high rate of speed in emergencies with a
better chance of survival; and

BE IT FURTHER RESOLVED, that culverts should be
covered, eliminated or banked in such a way that the hazard
is minimized; and

BE IT FURTHER RESOLVED, that the Public Safety and
Emergency Medical Committee meet with the State Highway
Departrnent and other appropriate agencies concerning this
resolution and report to the House of Delegates at the 1969
meeting.

The House approved Resolution No. 6 concern-
ing endorsement of the National Cancer Registry
in the six mountain states, computerized Tumor
Registry and the release of all necessary informa-
tion appertaining thereto.

Reference Committee No. 5

The House accepted the following committee
reports: Blood Bank, Crippled Children’s Ad-
visory, Infant and Child Care, Nurse Liaison,

Rocky Mountain Medical Conference, Rocky
Mountain Medical Journal and Woman’s Auxiliary

Advisory.

Approved the report of the Ad Hoc Committee
on Quackery and the following recommendations:
“It is the position of the NSMA as well as the

AMA, that chiropractic is an unscientific cult

whose practitioners lack the necessary training and
background to diagnose and treat human disease.

Chiropractic constitutes a hazard to rational health

care in Nevada and the United States because of

the substandard and unscientific approach to dis-

ease causation”; and “.
. . that as cultists practicing

without a scientific basis, chiropractors should not

be allowed to participate in the care and treat-

ment of patients under the NIC, SAMI, Medicare,

OCHAMPUS, or any other governmental or pri-

vate medical care program.”

Accepted the Legislative committee report in-

cluding the recommendation that, “.
. . the NSMA

not actively participate in promulgating or op-

posing a therapeutic abortion law if it is intro-

duced in the next Legislature.” and “.
. . if

such legislation is introduced, individual physi-

cians desiring to testify should specify that they

are not representing the NSMA.”

Accepted the report of the Northern and South-
ern Nevada Maternal Health Committees speci-

fically charging the committees to study the entire

problem in depth immediately and that they

draw up definite written proposals for

1. Legislation to allow proper research and study, for
educational purposes, of maternal and other deaths in
any medical facility or home, providing immunity of
such records from subpoena if possible, and providing
immunity for the members of the investigating com-
mittees. Such legislation might be modeled after the
Illinois or California statutes and modified to fit Ne-
vada.

2. To study in depth and make specific recommendations
regarding compulsory, prompt, complete and accurate
reporting of maternal deaths to include any deaths dur-
ing pregnancy, delivery, and within 60 days after de-
livery.

3. To study in depth and make specific recommendations
regarding establishing authority and a method of en-
forcing any rules or regiUations adopted, and methods
of corrective action where found necessary.

Re-elected the Nevada Blue Shield Plan Board
of Directors: President: Harry J. McKinnon, Jr.,

M.D.; Vice President: Charles D. Banning, M.D.;

Secretary-Treasurer: Mr. Jordan Crouch; Execu-
tive Director: Mr. Nelson B. Neff. Members of the

Board: Mr. Arthur Smith, Mr. John Morman, Mr.

Robert McAdam, Richard D. Grundy, M.D., John
W. Callister, M.D., William M. Tappan, M.D., Ar-
thur E. Scott, M.D., John M. Read, M.D., Thomas
S. White, M.D.

Re-elected the Board of Directors of Nevada
Physicians Service, Inc.: President: Arthur E.

Scott, M.D.; Vice President: Richard C. Sheretz,

M.D.; Secretary-Treasurer: William M. Tappan,

M. D. Members: Doctors Reed J. Anderson, Jo-

seph M. George, Jr., Richard D. Grundy, Charles

D. Banning, John M. Read, and Peter Rowe.

Re-elected the officers of Nevada Medical

Care, Inc.: President: John M. Read, M. D.; First

Vice President: Jack S. Hirsh, M.D.; Second Vice

President: Donald D. Wicker, M.D.; Secretary-

Treasurer: Joseph M. George, Jr., M.D.; Member-
at-large: V. E. Elliott, M.D.

Speaker McKinnon called on President Richard

A. Petty who expressed his thanks for cooperation

received during his term of office and installed

Dr. McKinnon as President of the Nevada State

Medical Association.

Adjournment was at 12:30 p.m.

Location Available

Due to two recently vacated practices, Hardin,

Montana is in desperate need of one or two more

physicians to help relieve the tremendous patient

load on the remaining physician. Hardin has good

hospital facilities, is a prosperous community, with

tremendous economic potential and growth over

the next five years due to attraction of industry

and irrigated farming. Hunting, fishing, and recre-

ational activities are excellent, with the Yellowtail

Dam currently an increasing tourist attraction.

Contact R. R. Whiting, Jr., M.D., 619 West Division

Street, Hardin, Montana 59034, regarding a part-

nership, an association, or an independent practice.
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S.S. HOPE Ceylon Mission Completed

Three Colorado residents have recently com-
pleted tours of service aboard the hospital ship

S.S. HOPE now concluding a ten-month medical

teaching-treatment mission to Colombo, Ceylon.

They are: Franklyn M. Newmark, M.D., Denver,

a specialist in internal medicine and Assistant

Clinical Professor of Medicine at the University

of Colorado; Henry Newman Claman, M.D., Denver,

who is head of the Division of Allergy and Im-
munology at the University of Colorado Medical

Center; James D. Willard, Englewood, an adminis-

trative assistant, formerly with the Swedish Medi-
cal Center.

Mr. Willard was a permanent staff member of

the floating medical center while the others were
two-month volunteers.

Following debarkation of the medical staff, the

ship will enter a period of repair and resupply in

preparation for the next sailing in September.

In Ceylon the HOPE medical staff treated more
than 1,700 patients aboard ship and, with Cey-
lonese counterparts, conducted some 2,100 opera-

tions. More than 3,000 patients were treated in the

ship’s dental department, and some 50,000 children

received immunization against diphtheria, whoop-
ing cough and tetanus.

hope’s mission to Ceylon was the most com-
prehensive ever undertaken by the ship. The per-

manent staff of 135 U.S. medical specialists, sup-

plemented during the course of the voyage by 150

volunteer physicians and dentists, conducted edu-

cational exchange programs with more than 1,000

Ceylonese medical and paramedical counterparts

on the ship, and in hospitals, schools and clinics

throughout the island nation.

New books received are acknowledged in this

section. Books here listed are available for lending

from the Denver Medical Society Library.

Recent acquisitions

Advances in Cardiopulmonary Diseases: v. 4. Edited by Andrew
Banyai and others. Chicago, 1969, Yearbook Medical Pub-
lishers. 331 p. Price: $13.95.

Aids to Ethics and Professional Conduct for Student Radiologic
Technologists: By James Ohnysty. Springfield, lU., 1968
Thomas. 160 p. Price: $6.75.

Appraisal of Current Concepts of Anesthesiology: By John
Adriana. St. Louis, 1968, Mosby. 464 p. Price: $12.00.

Cooking for Your Celiac Child: By Charlotte Baum Sheedy
and Norman Keifetz. New York, 1969, Dial Press. 244 p.
Price: $5.95.

Dizzy Patient; By Joseph Charles Elia, Springfield, 111., 1968,
Thomas. 95 p. Price: $7.50.

Drugs on The College Campus: By Helen H. Nowlis. Garden
City, N. Y., 1969, Anchor Books. 144 p. Price: $.95.

Homicidal Threats: By John M. MacDonald. Springfield, 111.,

1968, Thomas. 123 p. Price: $6.50.

Intestinal Antisepsis: By Isidore Cohn, Jr. Springfield, III.,

1968, Thomas. 245 p. Price: Review.

Noyes’ Modern Clinical Psychiatry: By Lawrence C. Kolb.
Philadelphia, 1968, Saunders. 638 p. Price: $9.00.

Ophthalmic Assistant: By Harold A. Stein and Bernard Slatt.

St. Louis, 1968, Mosby. 406 p. Price: $19.50.

Physiology of the Gastrointestinal Tract: By E. Clinton Texter,
Jr. and others. St. Louis, 1968, Mosby. 262 p. Price: $10.75.

Progress in Neurology and Psychiatry: v. 23. Edited by E. A.
Spiegel. New York, 1968, Grune & Stratton. 629 p. Price:
$26.50.

Relativity for Psychology: By D. G. Garan. New York, 1968,

Philosophical Library. 338 p. Price: $7.95.

Renal Disease In Childhood: By John A. James. St. Louis, 1968,

Mosby. 371 p. Price: $18.50.

Sex and Gender; By Robert J. Stoller. New York, 1968, Science
House. 383 p. Price: $10.00.

Surgeon’s Responsibility; By John R. Derrick. Springfield, 111.,

1968, Thomas. 121 p. Price: Review.

Surgery of The Anus, Rectum and Colon; By J. C. Goligher,
Springfield, 111., 1967, Thomas. 1110 p. Price: $38.50.

HOSPITAL

LIFE

DISABILITY

•

GROWING
WITH THE

ELEVEN

WESTERN STATES

ARTIFICIAL EYES
Plastic eyes and glass eyes

specially made to fit the most

difficult cases. An expert eye-

maker is in our office at all

times to give your patients the

satisfaction they must have.

In business since 1906.

Write or phone for full details.

DENVER OPTIC COMPANY
330 University Bldg. • 16th and Champa • 825-0229

Denver, Colorado 80202
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Western Colorado Spring Clinic
Mesa College Student Union Center

Grand Junction, Colorado

March 20-22, 1969

THURSDAY, MARCH 20 — 8:00 p.m.

Buzzes - Clicks - Rumbles - Snaps
Interpretations of Heart Sounds and Murmurs

M. J. Goldman, M.D., Cardiologist,

San Francisco

FRIDAY, MARCH 21

Practical Office Management of Common
Gynecologic Problems

Howard G. McQuarrie, M.D.

600 Open Fractures—A Retrospective Study

L. H. Paradies, M.D.
Management of the Bum Patient

Irving Feller, M.D.
Neuropathy as a Cause of Symptoms in

Patient with Diabetes Mellitus

Harold L. Dobson ,M.D.

Reconstructive Procedures of the Knee
L. H. Paradies, M.D.

Differential Diagnosis of Systolic Murmurs
in the Elderly Patient

Mervin J. Goldman, M.D.
Management of Head Injuries

John Mullan, M.D.

The Differential Diagnosis and Treatment

of Hypoglycemia
Harold L. Dobson, M.D.

Western Slope Chapter Colorado Academy of

General Practice Business Meeting

SATURDAY, MARCH 22

New Approaches to the Management of

Subarachnoid Hemorrhage
John Mullan, M.D.

Prevention of Iso-Immunization

Howard G. McQuarrie, M.D.
Bedside Diagnosis of Cardiac Arrhythmias

M. J. Goldman, M.D.
Indications for the Operation and the

Management of Severe Abdominal Trauma
Irving Feller, M.D.

Panel Discussion—Questions and Answers
Common Fallacies About Criminals

and the Criminal Mind
Henry Wiehofen, Professor of Law,
University of New Mexico School of Law

118th Annual Convention
American Medical Association

New York, New York
July 13-17, 1969

Porter Hospital Symposium
Porter Memorial Hospital, Denver, Colorado
Fridays— 7:30-9:00 a.m.

PACEMAKERS IN MODERN MEDICINE
February 21

Indications and Results

Pacing for Acute Heart Block

Wells Harvey, M.D.
Pacing for Chronic Heart Block

Howard Horsley, M.D.
Other Uses of Pacing

Lane Craddock, M.D.

March 7

Cardiac Function During Pacemaking
The Effect of Pacemaker Rate

Joseph Snyder, M.D.
“Optimum” Rates

Stimulus Threshold (voltage, amperage,

stimulus duration, electrode materials and
battery life)

Allan Kortz, M.D.
Cardiac Output, Coronary Blood Flow and
Oxygen Consumption
Alan Bortz, M.D.

March 21

Complications of Pacemakers
Failure to Capture

James Dumm, M.D.
Competitive Rhythms and Ventricular

Fibrillation—Runaway Pacemaker
Howard McCarthy, M.D.

Medical Complications

Infection, Perforation, Hemorrhage,
Thromboembolism, Pneumothorax and
Pacing of the Diaphragm

Philip Vigoda, M.D.

April 4

Pacemaking and Drug Therapy
Drug Therapy of Complete Heart Block
Objectives and Results (to include epinephrine,

isoproterenol, ephedrine, atropine,

chlorothiazide, steroids and others)

Gerald Gordon, M.D.
Drug Therapy During Pacemaking
Heart Failure, Suppression of Arrhythmias and
Improvement of Pacemaker Function (digitalis,

lidocaine, quinidine, Pronestyl, propranolol,

potassium and isoproterenol)

Grant Steffen, M.D.

April 18

Placement of Pacing Electrodes

Epicardial—Direct and Indirect

John Lunt, M.D.
Transvenous Endocardial

Surgical and Percutaneous
John Hutcherson, M.D.

Placement with ECG Control

(“Blind Placement”)

Charles Huff, M.D.
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University of Colorado School of Medicine
1969 Postgraduate Medical Education
Calendar

Denver, Colorado
Management and Care of Respiratory Insufficiency

April 9-11, 1969

Obstetrics and Gynecology
Colorado Springs, Colo.

April 14-17, 1969

Medical Technology
Estes Park, Colorado
May 12-16, 1969

Diagnosis and Care of the Battered Child
May 22-23, 1969

Crisis Counseling

Estes Park, Colorado
June 16-20, 1969

Ophthalmology
Colorado Springs, Colorado
June 30-July 3, 1969

Internal Medicine
Estes Park, Colorado
July 21-25, 1969

Dermatology
Aspen, Colorado
July 31-August 2, 1969

Pediatrics

Aspen, Colorado
August 3-6, 1969

General Practice Review
August 11-16, 1969

Hospital Medical Staff Conference
Estes Park, Colorado
September 29-October 3, 1969

(The above dates are subject to change)

For further information and detailed programs,
write to: Office of Postgraduate Medical Education,
University of Colorado School of Medicine, 4200
East 9th Avenue, Denver, Colorado 80220.

Fifth Annual Colorado Seminar on
Alcohol in Our Society

University of Colorado, Boulder, Colorado
June 23-25, 1969

Alcoholism: Who, What, When, Where, How?
What do we know about treatment?
How do you find out if alcohol is the problem?
How do we develop services for the culturally

disadvantaged?

How do we develop services for the hidden
alcoholic?

How do we develop community programs?
What is the blueprint for Colorado?

Registration fee: $20.

This year, for the first time, a limited number of

scholarships will be available to Colorado residents.

Application for scholarships and registration forms
will appear in Program Brochure, available April 1.

For advance information, write to Alcoholism
Division, Colorado Department of Health, 4210

East 11th Avenue, Denver, Colorado 80220 or phone
388-6111, Ext. 227.

Colorado Diabetes Association 6th Annual
Aspen Diabetes Institute

Aspen Meadows, Aspen, Colorado
March 19-23, 1969

Registration: Lobby Aspen Meadows 5:00-8:00 p.m.,

Wednesday, March 19, 1969

Morning lectures—Seminar Room, Aspen Institute

7:30-9:30 a.m. Thursday through Sunday

Afternoon lectures—Seminar Room, Aspen
Institute 3:45-6:00 p.m. Thursday through
Sunday

Get acquainted cocktail party for guests and
spouses—7-9 p.m. Thursday, March 20, 1969,

Lounge, Aspen Meadows. (Compliments of the

Colorado Diabetes Association)

Annual Banquet—7:30 p.m., Saturday, March 22

First Semi-Annual Cortical Function Symposium
Aspen Institute for Humanistic Studies

Aspen, Colorado
June 7-9, 1969

Drugs and Cortical Function

Psychoactives, CNS functions and their clinical-

anatomical correlates

Learning Facilitators, use of anticonvulsants,

amphetamines, etc., in children with MBD
Vasodilators in Elderly with cerebral vascular

insufficiency

DNA/RNA and Serotonin

The Psychopharmacological Evolution

For further information, contact W. Lynn Smith,
Ph.D., Director, Cortical Function Symposium, c/o

Cortical Function Laboratory, Porter Memorial
Hospital, 2525 South Downing, Denver, Colorado
80210.

22nd Interim Meeting
Montana Medical Association

Holiday Motel, Helena, Montana
April 11-12, 1969

Montana Radiological Society, Symposium
Glacier National Park, Montana
July 23-25, 1969

Intensive Coronary Care
Symposia for Physicians

St. Patrick Hospital and the University of Montana
Missoula, Montana
June 16-19, 1969

September 15-18, 1969

March 23-26, 1970

Address inquiries to: Harold A. Braxm, M.D., Med-
ical Director, WICHE Moimtain States RMP,
Coronary Care Training Program, St. Patrick

Hospital, 500 West Broadway, Missoula, Montana
59801.
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2 let Annual Convention,
Utah Academy of General Practice

Rodeway Inn, Salt Lake City, Utah

March 21-22, 1969

INFECTIOUS DISEASES

FRIDAY, MARCH 21

Morning Program
A Logical Approach to the Diagnosis and

Management of Bacterial Infections

Robert I. Wise, M.D.

Prophylactic Use of Antibiotics

Robert W. Weber, M.D.

The Newer Penicillins and Cephalosporins

Jay P. Sanford, M.D.

Panel: Cases, Questions and Dialogue

Annual Business Meeting—UAGP Members

Afternoon program
Viral Infections: Discussion of Pathogenesis

and Defense Mechanisms
Richard B. Hornick, M.D.

Antibiotics in Surgery—Use and Misuse

Robert I. Wise, M.D.
Antibiotic Side Effects and Complications

Robert W. Weber, M.D.
Mumps, Measles, and Current Immunization

Practices

Richard B. Hornick^ M.D.
Panel: Cases, Questions and Dialogue

Evening—Presidents’ Banquet

SATURDAY, MARCH 22

Morning program
Hospital Acquired Infections

Robert I. Wise, M.D.
Problems in the Detection and Management of

Urinary Tract Infections

Jay P. Sanford, M.D.
Hepatitis—Current Diagnostic and
Management Procedures

Richard B. Hornick, M.D.

The Use of Antibiotics in Combination
Robert W. Weber, M.D.

Panel: Cases, Questions and Dialogue

Nevada Committee on Trauma,
Third Spring Trauma Seminar

Las Vegas, Nevada
May 18-20, 1969

Improving Care of the Injured in Rural and
Suburban Commimities

An outstanding faculty of clinicians and research

people are assembled to present an exceptional

program of wide interest in the care of the injured.

Specific attention this year is directed to education
' of the physician in the smaller community who is

progressively seeing a greater proportion of the

injured.

Committee for the Seminar: John W. Batdorf, M.D.,

Chairman; Kirk V. Cammack, M.D.
;
William Harris,

® M.D.; Douglas Miller, M.D.

1 n
around

In 1967 almost 45,000 new active cases were re-

ported. Isn’t that a good reason to make tuberculin

testing with the white LEDERTINE^’^ Applicator a rou-

tine part of your physical examinations?

TUBERCULIN, TINE TEST
(Rosenthal) with Old Tuberculin

Precautions: With a positive reac-
tion, consider further diagnostic
procedures. Use with caution in per-
sons with active tuberculosis or
known allergy to acacia. Vesicula-
tion, ulceration, or necrosis may
occur at the test site in highly sen-
sitive persons.

LEDERLE LABORATORIES
A Division of American Cyanamid Company, Pearl River. New York

472-9

BROADMOOR
yourselves

for the pure
pleasure of it all

!

Discover America’s finest resort facilities,

dining and accommodations, here within

5,000 acres of enjoyment at the gateway

to the Colorado Rockies.

The

BROADMOOR
Colorado Springs, Colorado
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A monthly news summary from the nation’s

capital by the Washington Office of the AMA.

A Federal Communications Commission pro-

posal to ban cigarette advertising on radio and
television put the issue squarely before Congress

again.

In 1965, Congress outlawed any federal or state

controls on cigarette ads as a provision of the

legislation that made mandatory that cigarette

packages carry the warning: “Caution: Cigarette

Smoking May Be Hazardous to Your Health.”

Proponents of the electronic advertising ban con-

tend that the package warning doesn’t make
enough impact.

Even before the FCC announcement, some
members of Congress were saying that the pro-

vision outlawing federal and state controls over

cigarette advertising should be allowed to expire

on June 3. However, congressional reaction to the

FCC ruling was mixed.

The American Medical Association House of

Delegates, at its meeting in Miami Beach last

December, declined to approve a resolution con-

demning cigarette advertising on TV. Instead,

it adopted a resolution urging that AMA members
“play a major role against cigarette smoking by
personal example and by advice regarding the

health hazards of smoking.” The adopted resolu-

tion also made it Association policy that the AMA
“discourage smoking by means of public pro-

nouncements and educational programs” and “take

a strong stand against smoking by every means
at its command.”

Anticipating censorship charges—which came
promptly from the tobacco and broadcasting in-

dustries, and some members of Congress, the FCC
said in announcing its proposal:

“We believe that in the case of such a threat to

public health, the authority to act is really a duty

to act. We stress again that our action is limited

to the unique situation and product; that we are

unaware of any other product commercials calling

for such action, and expressly disclaim any inten-

tion to so proceed against other product com-
mercials.”

*****
Robert H. Finch, the new secretary of Health,

Education and Welfare, is giving health care costs

a high priority in tackling the department’s prob-

lems.

Even before he was sworn in as secretary. Finch
made an unannounced call on chairman Wilbur D.

Mills (D., Ark.) of the House Ways and Means
Committee, which has jurisdiction over HEW’s
medicare and medicaid programs. Finch after-

wards said his staff would confer with Mills’ staff

to consider legislation or regulations that could
combat higher health care costs.

“His staff and my people are going into this

to see what we can do about the skyrocketing costs

—especially hospitalization where 70 per cent of

the costs are labor,” Finch said.

The former California lieutenant governor said

he was thinking about the pilot program in his

native state—which he called a para-medical pro-

gram—whereby long stays in the hospitals are

shortened by putting people in intensive care cen-

ters. If hospital stays could be shortened, he said,

“massive savings would result.”

Mills was reported as favoring broadened medi-
care benefits or hospital care to cover disabled

workers, who, by nature of their disabilities, re-

ceive Social Security payments—but because they

are under 65—are ineligible for medicare. He also

was reported to be concerned over increases in

hospital charges and doctors’ fees.

Several members of Congress have expressed

concern over increases in the federal costs of medi-
care and medicaid. The Johnson Administration’s

budget for fiscal 1970, starting next July 1, allots

$6.9 billion, up $636 million, for medicare and $3

billion, up $600 million, for medicaid.

A bill, introduced by Sen. George Aiken (R.,

Vt.), with Senate Majority leader Mike Mansfield

(Mont.) and Sen. Winston Prouty (R. Vt.), as co-

authors, would do away with the present “usual

and customary charge concept,” place all physi-

cians on assignment, and reimburse them through

the average payment for the same service pro-

vided by the local Blue Shield. Deductibles and
co-insurance would be eliminated, among many
other changes.

The Labor Department reported that medical

costs, including both hospitalization and physi-

cians’ fees, rose 7.3 per cent for the calendar year

1968.

Finch said the Nixon Administration’s HEW
budget requests would be about the same size as

the $17.5 billion submitted by the Johnson admin-
istration, but that there would be changes within

the overall total. Estimated total federal spending

in the health field will rise to $18.3 billion.

HEW said that national spending for health

care, both government and private, continued to

rise in fiscal 1968. The total for 1968 was $53.1

billion, $33.7 billion private and $19.4 billion gov-

ernment. This compared with $47.9 billion ($32.2

billion private and $15.7 government) for fiscal

1967. In fiscal 1960, it was $26.4 billion—$20 billion

private and $6.4 billion government.
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University of Colorado Medical Center

The Deafness Research Foundation of New
York City has announced a grant of $8,080 to the

Division of Otolaryngology of the University of

Colorado School of Medicine to support a research

project aimed at finding cures for deafness. The

grant will help support the research of Dr. Isamu

Sando, assistant professor of otolaryngology, who
is studying “Anatomical Communication in the

Inner Ear.” Dr. Sando is investigating the micro-

scopic communication channels around the organ

of Corti in the cochlea of the inner ear and their

relationships to hearing and deafness.

Now in its 11th year of operation, the DRF has

been responsible for directing more than $2,500,000

into otological research and related projects with

the objective of discovering new knowledge which

will benefit the one out of 10 Americans who has

subnormal hearing.

The foundation’s Temporal Bone Banks Pro-

gram, in which the CU Medical Center participates,

affords an invaluable means for the coordinated

attack on hearing disorders. The program is co-

sponsored by the American Academy of Ophthal-

mology and Otolaryngology and the Armed Forces

Institute of Pathology in cooperation with the

DRF. Under the program, bequeathed inner ear

structures of persons with hearing disorders are

studied for clues to deafness.

Inquiries about bequests of temporal bones from
persons who are deaf, hard-of-hearing or suffer

from other ear disorders may be directed to the

Division of Otolaryngology, University of Colorado

Medical Center, 4200 E. Ninth Ave., Denver 80220,

or to the foundation’s national headquarters at 366

Madison Ave., New York City 10017.

*****
A new gift in the amount of $9,575.30, to aid

sufferers from kidney disease requiring treatment

with the artificial kidney, has been presented by
the Kidney Foundation of the Rocky Mountain
Region to the Division of Renal Disease in the

University of Colorado School of Medicine. Dr.

Joseph H. Holmes said the gift will be used for

equipment and improvements in the Chronic

Dialysis (Artificial Kidney) Unit at the CU Medi-
cal Center and its home dialysis training program.

The check represents the foundation’s most re-

cent contribution in a continuing program of sup-

port for the artificial kidney unit, which currently

is sustaining the lives of 28 patients by regular

dialysis treatments. The Foundation’s previous

gifts have totaled nearly $7,500.

*****

Dr. Edward G. Billings, Denver psychiatrist,

has been elected 1969 president of the Medical

Board of the University of Colorado Hospitals to

succeed Dr. Lloyd V. Shields. Dr. Billings is an

associate clinical professor of psychiatry on the

volunteer faculty of the CU School of Medicine,

with which he has been affiliated since 1934.

Re-elected as vice president was Dr. E. Stewart

Taylor, professor and chairman of the Department

of Obstetrics and Gynecology. Don L. Arnwine,

director of University hospitals, serves ex-officio

as secretary of the board.

*:!:***
Dr. John Sbarbaro, director of disease control

for the Denver Department of Health and Hos-

pitals, has been appointed an assistant clinical pro-

fessor of preventive medicine and comprehensive

health care on the volunteer faculty of the Uni-

versity of Colorado School of Medicine. Dr. Sbar-

baro received his B.S. degree in 1958 from St.

Mary’s College in Winona, Minn., and his M.D. in

1962 from the Johns Hopkins University School of

Medicine. He also holds a Master of Public Health

degree, awarded last year by Harvard University.

Dr. Sbarbaro joined the Denver health depart-

ment in 1965 as tuberculosis control officer after

spending several years in research activities at the

University of Chicago ond Johns Hopkins. He be-

came director of disease control last July after

serving as acting director since late 1965. He is

also acting medical director of the East Side

Neighborhood Health Center.

University of New Mexico School of Medicine

A separate Department of Neurology has been

established at the University of New Mexico
School of Medicine, Albuquerque, with Dr. Joseph

M. Bicknell as acting chairman.

The school, now in its fifth year of teaching

medical students, previously has had a division of

neurology as part of the Department of Medicine.

The division has included seven full-time faculty

members, ten secretaries, four outpatient clinics

serving more than 2,000 patients a year, two teach-

ing wards with more than 60 beds, a three-year

residency training program with its own house

staff, separate undergraduate and postgraduate

educational programs, and several research and
clinical laboratories. The division also has been in

charge of a number of full-time projects such as

the Convulsive Disorder Unit, the Stroke Reha-

bilitation Project and the National Cooperative

Study of Cerebrovascular Disease.

The medical school will appoint a search com-
mittee to recommend a permanent chairman for

the department. Dr. Bicknell has been serving as

acting chief of the division of neurology.

Dr. Bicknell has been on the UNM medical

faculty since 1965, and also has served as chief of

the neurology section at Veterans Administration

Hospital, Albuquerque, since that date.

J|s * 45 *
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Ralph C. Williams, Jr., M.D., has been named
the new chairman of the Department of Medicine

at the University of New Mexico School of Medi-
cine. Dr. Williams will join the medical faculty

May 1. He currently is professor of medicine at

the University of Minnesota Medical School, Min-
neapolis.

The new chairman received his A.B. from
Cornell University and his M.D. from Cornell’s

Medical College. He is associate editor of the

Journal of Laboratory and Clinical Medicine and

is on the editorial board of Arthritis and Rheuma-
tism. Dr. Williams holds membership in Phi Beta

Kappa, national scholastic honorary; and in Alpha

Omega Alpha, national medical honorary.

He will succeed Dr. Solomon Papper, who re-

signed as chairman of the department several

months ago. Dr. Arnold Greenhouse is serving as

acting chairman.

University of Utah Medical Center
The first practical course on emergency aid

and transportation of ill and injured persons will

be held in Salt Lake City, April 16-18, 1969 at the

Veterans Administration Hospital and University

Medical Center.

Under the sponsorship of the Committee on In-

juries of the American Academy of Orthopaedic

Surgeons, the course will attract ambulance at-

tendants, nurses, policemen, firemen, safety en-

gineers, volunteer rescue squads, and others re-

sponsible for dealing with members of the public

ill or hurt in accidents, from the entire western

region.

The advanced training meeting is to be given

in cooperation with the University of Utah College

of Medicine, Utah State Medical Association, Utah
Committee on Trauma of the American College of

Surgeons, Utah State Division of Health, Veterans

Administration Hospital, Salt Lake City. Salt Lake
City Chapter American Red Cross, Salt Lake City

Police Department, and the Salt Lake County Fire

Department.

Faculty members of the University of Utah
Medical College, staff members of Latter-Day

Saints Hospital, Holy Cross Hospital, and St.

Mark’s Hospital, members of the Utah State Medi-
cal Society, Salt Lake City police and fire depart-

ments, and others will speak and demonstrate on

a wide range of subjects, including resuscitation,

cardiac massage, splinting of fractures, burns, and

other medical emergencies.

Aid to water accident victims, handling the

mentally disturbed, rescue from electricity, ex-

trication from crushed or overturned vehicles,

emergency cihldbirth, and even the legal aspects of

first aid will be covered.

For information and registration forms, those

interested may write to Dr. Andrew C. Ruoff, III,

954 Little Valley Road, Salt Lake City, Utah 84103.

Colorado

Dr, George H, Jardine, Denver physician, died

January 19, 1969 at the age of 55.

Born in Vincent, Iowa November 12, 1913, he

attended public schools in New Virginia, Iowa and

was graduated from the University of Iowa. He

received his medical degree from the University

of Colorado Medical School in 1947. Dr. Jardine

served in the United States Armed Forces from

1942 to 1947.

He was licensed to practice in Colorado and in

Iowa. He practiced for a time in Iowa and later

returned to Colorado and entered practice in

Denver. He was a member of the Denver and

Colorado Medical Societies and of the American

Medical Association.

Surviving in addition to his widow are a son,

George; two daughters, Mrs. Judy Twombly of

Denver and Miss Debbie of Bow Mar and two

grandchildren.

HISTO IS CONFUSING.
Histoplasmosis can mimic such unrelated diseases

as TB, leukemia, pneumonia and syphilis. Use the

blue Histoplasmin LEDERTINE'^ Applicator as the

first step in differential diagnosis and as a routine

step in physical examinations for the permanent rec-

ords of your patients.

HISTOPLASMIN, TINE TEST
(Rosenthal)

Precautions— Nonspecific reactions are rare, but may occur.
Vesiculation, ulceration or necrosis may occur at test site in

highly sensitive persons. The test should be used with cau-
tion in patients known to be allergic to acacia, or to thimero-
sal (or other mercurial compounds).

LEDERLE LABORATORIES, A Division of American
Cyanamid Company, Pearl River, New York

473-9
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‘ consistently scored high in degree and
dyratlon of introgasfric buffering
Employing aspiration ©f gastric iuice, indwelling electrode,
and/ or Heidelberg telemetering copsuie techniques,* studies
involving 79 subiects with or without proven peptic ulcer dis-

ease compared intragastric buffering capacity of Ge!usil-M
and 1 or the other or both of 2 leading ethical antacids, using
comparabie doses.*

AH thfBe antacids raised the pH above 3.5, on accepted cfi-

ferion for antacids. The amount of time above this pH helps
to characterize the buffering activity of an antacid. While if

is not implied that a direct therapButic correlofion exists,
these techniques do, however, objecfivefy demonstrate the
buffering characteristics of this new antacid in terms of onset
of action, peak pH, duration of buffering action.

Mean peak pH*
Gelusii-M, mean peak pH 6.6 (range: 5.6-7.8).

Antacid A, mean peak pH 5.5 (range: 4.2-7.5).

Anfedd B, mean peak pH 5.5 (range: 4.4-6.3).

Meon dyrotion of buffering action above pH 3.5*
Gelusil-M, 29.8 meon minutes (ranges 18.0-51.8 .minutes).

Antacid A, 24.6 mean minutes (ranges 6.3-48.0 minutes).

Antacid B, 23.3 mean minutes (ranges 5.9-50.0 minutes).

Mean duration of buffering action above pH 5.0*
Gelusii-M, 23.2 mean minutes (ranges 14.3-43:.9 minutes).
Antacid A, 10.1 mean minutes (ranges 6.7-12.2 minutes).
Antacid B, 16.3 mean minutes (ranges 8.0-24.2 minutes).

Onset ©f action*
!n speed of intragastric buffering oction, Geiusil-M, Antacid A,
and Antacid B were consistently ropid and not measurably
different.
References: Antacid stydies, dota on file, Wamer-Chileott Laboratories Division.

introducing new

GELUSICM
each 5 mi. teespoonfu! eontainst

500 mg. magnesium trisilieate, 250 mg. alyminum hydroxide
(Warner-Chikott), 200 mg. mognesiiim hydroxide
U.S. Patent No. 3 .326,755

a consistent buffering anticostivef antacid
t Avoids constipation.

Sae next page for prescribmg inlormafion i



Oelusif-M Liquid
especially for the constipation'*

prone patient

indications: Gelusi!-M is indicated for

prompt and dependable symptomatic

relief of peptic ulcer, gastritis, heart-

burn, hiatal hernia, esophagitis, and
other conditions for which control of

gastric hyperacidity is required.

Precaution: Prolonged or intensive

therapy in patients with severe renal in-

sufficiency may lead to hypermagne-

semia.

Dosage: One to two teaspoonfuls (5

ml. to 10 ml.) between meals and at

bedtime or whenever symptoms occur.

Certain conditions, such as acute peptic

ulcer, may require individualized dos-

age. If diarrhea occurs, reduce dosage

or discontinue use.

Supplied: Galusil-M (spearmint-fla-

vored)— light green bottles of 12 fl. oz.;

and a special hospital pack. Keep
tightly closed— shake vigorously.

Geiusir Tablets
the universal take-along antacid

Easy to take along / easy to take /

pleasantly mint-flavored. An antacid

with adsorbent and demulcent proper-

ties which contains in one tablet: 0.25

Gm. aluminum hydroxide (Warner-

Chilcott) and 0.5 Gm. magnesium trisili-

cate (USP).

Dosage: 2 tablets— or more—between
meals and at bedtime, or whenever

symptoms occur. Tablets should be

chewed.

Regular G@fysirL[qyfd
when constipation is not a problem

Pleasant mint flavor... ideal for hospi-

tal or home. Available in 12 fl. oz. and

6 fl. oz. bottles and a special hospital

pack. An antacid which contains adsor-

bent and demulcent agents in each 4

ml. teaspoonful: 0.25 Gm. aluminum

hydroxide (Warner-Chilcott), 0.5 Gm.
magnesium trisiiicate (USP).

Dosage: 2 teaspoonfuls ( 4 mi. each)—
or more— between meals and at bed-

time, or whenever symptoms occur.

Also Available: Gelusil® Flavor-Pack,

G@lusil"Lac®.

WARNIR-CHILCOTT
Morris Plains, New Jersey



With the
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broad Polycillin
(ampicillin th hydrate)

spectrum...

iTAPHVUOCOCCI

...you have
a lot going for you

in the wide
range of bacterial

infections.

PRESCRIBING INFORMATION. For complete
information consult Official Package Circular.
Indications: Infections due to susceptible strains
of Gram-negative bacteria (including Shigellae,
S. typhosa and other Salmonelfae, £. coli, H. in-
fluenzae, P. mirabilis, N. gonorrhoeae and N.
meningitidis) and Gram-positive bacteria (in-
eluding streptococci, pneumococci and nonpeni-
cillinase-producing staphylococci).
Contraindications: A history of allergic reac-
tions to penicillins or cephalosporins and infec-
tions due to penicillinase-producing organisms.
Precautions. Typical penicillin-allergic reactions
may occur, especially in hypersensitive pa-
tients. Mycotic or bacterial superinfections may
occur. Experience in newborn and premature
infants is limited and caution should be used
in treatment, with frequent organ function eval-
uations. Safety for use in pregnancy is not estab-
lished. In gonorrheal therapy, serologic tests
for syphilis should be performed initially and

monthly for 4 months. Assess renal, hepatic
and hematopoietic function intermittently dur-
ing long-term therapy.
Adverse Reactions: Skin rash, pruritus, urti-
caria, nausea, vomiting, diarrhea arid anaphy-
lactic reactions. Mild transient elevations of
SGOT or SGPT have been noted. Black tongue
has been noted in some patients receiving the
Chewable Tablets.
Usual Dosage: Adults—250 or 500 mg. q. 6 h.
(according to infection site and offending or-
ganisms). Children—50-100 mg./ Kg./ day in 3
to 4 divided doses (depending on infection site

Polycillin^
(ampicillin trihydrate)

and offending organisms). Bacterial meningitis
—150-200 mg./ Kg./ day in 6 to 8 divided doses.
Children weighing more than 20 Kg. should be
given an adult dose when prescribing orally.
In parenteral administration, children weighing
more than 40 Kg. should be given an adult dose.
Beta-hemolytic streptococcal infections should
be treated for at least 10 days.
Supplied: Capsules—250 mg. in bottles of 24 and
100. 500 mg. in bottles of 16 and 100. For Oral
Suspension~125 mg./5 ml. in 60, 80 and 150
ml. bottles. 250 mg./ 5 ml. in 80 and 150 ml.
bottles. Chewable Tablets—125 mg. in bottles
of 40. Injectable—for I.M./l.V. use—vials of
125 mg., 250 mg., 500 mg., and 1 Gm. Pediatric
Drops-lOO mg./ml. in 20 ml. bottles.

A- H.F.S. Category 8:12.16

BRISTOL LABORATORIES
Division of Bristol-Myers Co.
Syracuse. New York 13201

The penicillin you use like a broad-spectrum antibiotic

[BRISTOL



The asthmatic has
his own built-in

air pollution” problem...

COMPOSITION: Each Asbron Inlay-Tab and

each tablespoonful (15 ml.) of Asbron Elixir

contains theophylline sodium glycinate 300 mg.

(equivalent to 150 mg. theophylline); glyceryl

guaiacolate 100 mg. and phenylpropanolamine

hydrochloride 25 mg. The elixir supplies the

active ingredients in a solution containing

15% alcohol.

ACTION AND USES: Symptomatic relief

of bronchial asthma and asthmatic bronchitis

through the combined actions of two effective

bronchodilators and a superior expectorant.

ADMINISTRATION AND DOSAGE:
Adults

—

1 or 2 tablets or tablespoonfuls,

2 or 3 times daily

Administration after meals may reduce

the infrequent possibility of gastric distress

or CNS stimulation.

Children—
6 to 1 2—2 or 3 teaspoonfuls,

2 or 3 times daily

3 to 6— 1 to 1 % teaspoonfuls,

2 or 3 times daily

1 to 3—% to 1 teaspoonful,

2 or 3 times daily

PRECAUTIONS: Do not administer more

frequently than every 4 hours or within 1 2 hours

after administration of, or concurrently with,

other xanthine derivatives.

CAUTION: Ordinary large doses may cause

hypertension, headache, tachycardia, nausea,

vomiting, etc.

WARNING: Use with caution in patients

suffering from hypertension, cardiovascular

disease and hyperthyroidism.

HOW SUPPLIED: Asbron Inlay-Tabs, in

bottles of 1 00. Asbron Elixir, in pint bottles.



ASBRON' helps keep
airways open for

“replacement” air

Asbron opens the airways and
relieves bronchospasm, an

important factor in the asthmatic's

"air pollution" problem. Thus, the

patient is protected from asthma
symptoms with Asbron's "air

supply." This support is possible

because Asbron has a complete
formula that improves breathing . .

decreases coughing . . . lessens

wheezing . . . wins patient

acceptance. Made up of a xanthine,

a sympathomimetic and an effective

expectorant, Asbron's clinically

effective formula rarely causes

gastric upset or CNS stimulation.

Patients feel secure with Asbron

—

perhaps because their "air supply"

is protected. Available in tablets

for adults or elixir for children.

ASBRON lnlay-tabs®/Elixir

(theophylline sodium glycinate, glyceryl

guaiacolate and phenylpropanolamine

hydrochloride.)

Helps you put a little living back
into the life of your asthmatic patient.

DORSEY LABORATORIES • a division of The Wander Company • Lincoln, Nebraska 68501

*



So he'll breathe easier:

relieve anxiety
while you relieve pain.

Relief of pain is usually a major goal in traumatic conditions.

But often of importance, too, is alleviation of anxiety and
tension that may heighten patient discomfort.

Single-prescription, non-narcotic Equagesic may effectively

relieve pain. And ease anxiety and tension.

TABLETS

Equagesic'
(meprobamate and ethoheptazine
citrate with aspirin)

«

IN BRIEF.

Contraindications: History of sensitivity or severe intolerance to aspirin, meprobamate or ethoheptazine citrate.

Warnings: use in pregnancy : Safety for use during pregnancy or lactation has not been established
;
therefore,

it should be used in pregnant patients or women of child-bearing age only when the physician judges its use

essential to the patient’s welfare.

Precautions: Keep out of reach of children. Not recommended for patients 12 years old or less. Carefully supervise

dose and amounts prescribed, especially for patients prone to overdose themselves. Excessive prolonged use of

meprobamate in susceptible persons—as alcoholics, ex-addicts, severe psychoneurotics— has resulted in depen-

dence or habituation. Withdraw gradually after prolonged excessive dosage to avoid possibly severe withdrawal

reactions including epileptiform seizures. Warn patients of possible reduced alcohol tolerance, with resultant

slowed reactions and impaired judgment and coordination, if drowsiness, ataxia or visual disturbances (impair-

ment of accommodation and visual acuity) occur, reduce dose. If symptoms persist, patients should not operate

machinery or drive. After meprobamate overdose, prompt sleep, reduction of blood pressure, pulse and respiratory

rates to basal levels, and hyperventilation are reported. Give cautiously and in small amounts to patients with

suicidal tendencies. Treat attempted suicide (has resulted in coma, shock, vasomotor and respiratory collapse

and anuria) with gastric lavage and appropriate symptomatic therapy (CNS stimulants and pressor amines as

indicated). Two instances of accidental or intentional significant overdosage with ethoheptazine and aspirin have

been reported. These were accompanied by CNS depression (drowsiness and lightheadedness) but resulted in

uneventful recovery. On basis of pharmacologic data, CNS stimulation could be anticipated, with nausea, vomiting

and salicylate intoxication (requires induced vomiting or gastric lavage, specific parenteral electrolyte therapy

for ketoacidosis and dehydration, and observation for hypoprothrombinemic hemorrhage [usually requires whole

blood transfusions]).

Adverse Reactions: Ethoheptazine and aspirin may cause nausea with or without vomiting and epigastric

distress, in a small percentage of patients. Dizziness is rare at recommended dosage. Meprobamate may cause

drowsiness, ataxia and rarely allergic or idiosyncratic reactions. These reactions, sometimes severe, can develop

in patients receiving only 1 to 4 doses. Such patients may have had no previous contact with meprobamate and

may or may not have an allergic history. Mild reactions are characterized by urticarial or erythematous maculo-

papular rash. Acute nonthrombocytopenic purpura with cutaneous petechiae, ecchymoses, peripheral edema
and fever have been reported. If allergic reaction occurs, discontinue meprobamate; do not reinstitute. Severe

reactions, observed very rarely, include fever, fainting spells, angioneurotic edema, bronchial spasms, hypo-

tensive crises (1 fatal case), anaphylaxis, stomatitis and proctitis (1 case) and hyperthermia. These cases should

be treated symptomatically including, when indicated, such medication as epinephrine, antihistamineand possibly

hydrocortisone. A few cases of leukopenia, usually transient, have been reported on continuous use. Rarely,

aplastic anemia (1 fatal case), thrombocytopenic purpura, agranulocytosis, and hemolytic anemia have been

reported, almost always in presence of known toxic agents.

Overdosage: See precautions section for management of overdosage.

Composition: 150 mg. meprobamate, 75 mg. ethoheptazine citrate and 250 mg. aspirin per tablet.

Wyeth Laboratories Philadelphia, Pa.
Photo professionally posed.
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How high is the “index of suspicion” for E. co// in

urinary tract infections?

Recently it has been estimated that about 86 per

cent of positive cultures in first attacks of urinary tract

infection are E. coH} It has been similarly noted that

“The conform group, especially E. co//, accounts for

approximately 90 per cent of initial infections. .

.

Consider wide-spectrum Gantanol® (sulfamethoxazole)

for its high “index of confidence”— its proven

effectiveness against E. co// and other sensitive gram-
negative and gram-positive pathogens. Therapeutic

levels of Gantanol in blood and urine are achieved

within 2 hours after a 2-Gm starting dose, with ready

diffusion into interstitial fluids. Responsive infections

generally clear within 5 to 7 days, with relief of symptoms
usually seen within 24 to 48 hours.

Gantanol also earns its high “index of confidence”

because Gantanol therapy is relatively free from com-
plications, including the problem of bacteria! resistance.

Convenient, economical dosage schedule: b.i.d.

Artist's rendition of E. coli.
J

-4s with most strains of E. coli, these \

j

have flagella and are motile. \ >

,/f
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Forahighindex
ofconfidence:

Before prescribing, please consult
complete product information, a sum-
mary of which follows;

Indications: Acute and chronic urinary
tract, respiratory and soft tissue in-

fections due to susceptible microor-
ganisms; prophylacticaily following

diagnostic instrumental procedures
on genitourinary tract.

Contraindicated in sulfonamide-sensi-

tive patients, pregnant females at

term, premature infants, or newborn
infants during first 3 months of life.

Warnings: Use only after critical ap-
praisal in patients with liver or renal

damage, urinary obstruction or blood
dyscrasias. Deaths reported from hy-

persensitivity reactions, Stevens-
Johnson syndrome, agranulocytosis,
aplastic anemia and other blood dys-

crasias. In closely intermittent or pro-

longed therapy, blood counts and liver

and kidney function tests should be
performed. Clinical data insufficient

on prolonged or recurrent therapy in

chronic renal diseases of children
under 6 years.

Precautions: Occasional failures may
occur due to resistant microorga-
nisms. Not effective in virus and
rickettsial infections. Sulfonamides
not recommended for therapy of acute
infections caused by group A beta-
hemolytic streptococci. At present,
penicillin is drug of choice in acute
group A beta-hemolytic streptococcal
infections; although Gantanol (sulfa-

methoxazole) has produced favorable
bacteriologic conversion rates in this

infection, data insufficient on long-

term follow-up studies as to its effect

on sequelae of rheumatic fever or
acute glomerulonephritis. If other
treatment cannot be used and
Gantanol is employed in such infec-

tions, important that therapy be con-
tinued in usual recommended dosage
for at least 10 days. Observe usual
sulfonamide therapy precautions, in-

cluding adequate fluid intake. Use
with caution if history of allergies
and/or asthma. Follow closely pa-
tients with renal impairment since
this may cause excessive drug accu-
mulation. Need for indicated local

measures or surgery not obviated in

localized infections.

Adverse Reactions: Depending upon
the severity of the reaction, may with-

draw drug in event of headache,
nausea, vomiting, urticaria, diarrhea,
hepatitis, pancreatitis, blood dys-
crasias, neuropathy, drug fever,
Stevens-Johnson syndrome, skin rash,

injection of the conjunctiva and sclera,

petechiae, purpura, hematuria and
crystalluria.

Gantanol
(sul^methoxazole)

in antibactonal th£t:apy

References: 1. Vernier, R. L., in Patient Care
Feature: Patient Care, 1:20 (Feb.) 1967. 2. Bee-
son, P. B.; "The Infectious Diseases,” in Bee-
son, P. B., and McDermott, W. (eds.); Cecil-Loeb
Textbook of Medicine, ed. 12, Philadelphia,
W. B. Saunders Company, 1967, p. 230.

Roche
LABORATORIES

Division of Hoffmann-La Roche Inc.

Nutlev. New Jersey 07110



When
disability

strikes,

will you
have
an income
to live on?
Be sure! Offer your family the extra security of your

Society's own disability income protection plan.

PAYS up to $1,000.00 a month when you're sick or

hurt and can't work. This is TAX-FREE cash to spend

as you see fit—to meet those financial obligations

that continue whether you're able to work or not.

For complete details on this outstanding plan under-

written by Mutual of Omaha and endorsed by the

Colorado Medical Society, complete the coupon below

ond mail it today.

UNDERWRITTEN BY

^inohflS-/
The Gom/iami lhal paiji

Life Insurance Affiliate: United of Omaha

MUTUAL OF OMAHA INSURANCE COMPANY HOME OFFICE: OMAHA, NEBRASKA

Vincent Anderson Agency *

I Mutual of Omaha
j

I 2nd Floor, Railway Exchange Bldg.
|

j
Denver, Colo. 80202 I

I Please rush me full details on the Colorado Medical Society's |

j
Disability Income Protection Plan. I

I
Nome

I

I Address I

I
City State ZIP

j

1^
1-2-3-10-11-12-69 I
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Antroco! provides the prompt, predictable antisecre-

tory action of the belladonna alkaloid, atropine, forti-

fied with sedation and blended with Bensulfoid, con-

tributing to slow, even absorption.

Each Antrocol tablet or capsule contains 0.324 mg. of

atropine sulfate, which is twenty-four thousandths of

a milligram more than the smallest effective dose

specified in U.S.P., Vol. 17. This slight increase in the

smallest effective dose of the antisecretory factor

(atropine) is all the average patient can tolerate

without discomfort.

One Antrocol tablet or capsule taken three times

daily lessens emotional stress and maintains a gastric

function that is not conducive to the development of

peptic ulcer.

Antrocol is also useful in the treatment of peptic

ulcer. Dosage up to 8 tablets or capsules per day to

obtain the desired antisecretory titer. When ulcer has

healed, one Antrocol tablet or capsule morning and
evening gives protection against recurrence.

Each tablet or capsule contains;

Atropine Sulfate 0.324 rag.

Phenobarbital (may be habit forming) . . 16 mg.
Bensulfoid, see white section P.D.R. ... 65 mg.

Side-effects: Toxic levels of atropine may produce flush-

ing, dry mouth, blurred vision, tachycardia, or urinary

retention. Precautions: Do not use in glaucoma. Use
cautiously in prostatic hypertrophy.

Federal law prohibits dispensing without prescription.

WILLIAM P. POYTHRESS & CO., INC.
RICHMOND, VIRGINIA 23217

Monu/octurers of ethical pharmaceuticals since 1856

Antrocol

MilltSECBETOliy
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ACHROMYCIN*V
TETRACYCLINE HCl

Here, catch
these Cough

Calmers. You can
stay out there

for 6 to 8 hours
TAjif nCMil

Each Cough Calmer''^ contains the same active ingredients

as a half'teaspooniul of Robitussin-DM*: Glyceryl guaiaco-

late, 50 mg.; Dextromethorphan hydrobromide, 7.5 mg.

A. H. Robins Company, Richmond, Virginia 23220

AH'f^OBINS

ARABIAN HORSES -

This one is only five months old

—

but he will g^row up to be a splendid

Arabian horse.

Foals like this make wonderful com-
panions during their growing-up

period, and when fully developed

make the world’s best riding animal

—they are great for someone’s birth-

day, anniversary or graduation gift!

PARKER, COLORADO 80134

Lu and Burr Betts

Owners

Ranch: (303) 841-3204

Office: (303) 222-1861

(3V2 miles southeast of

Parker, Colorado — use

Hilltop Road) (County Road #71)
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Colorado Medical Society

OFFICERS 1968-69—Terms of Officers and Committeemen
expire at the Annual Session of the year indicated. Where no
year is indicated the term is for one year only and expires at
the 1969 Annual Session.

President: William M. Covode, Denver.

President-elect: John M. Wood, Englewood.

Vice President: Joseph S. Pollard, Colorado Springs.

Treasurer: Edward B. Liddle, Colorado Springs, 1971.

Constitutional Secretary: Marvin E. Johnson, Denver, 1969.

Delegates to the American Medical Association: Kenneth C.
Sawyer, Denver, Dec. 31, 1970 (Alternate; Robert E. McCurdy,
Denver) : Harlan B. McClure, Lamar, Deceased, Dec. 13,

1968, (vacancy to be filled): (Alternate: Vernon B. Bolton,
Colorado Springs); Gatewood Milligan, Englewood, Dec. 31,

1969, (Alternate Ray G. Witham, Craig),

Speaker, House of Delegates: Robert G. Bosworth, Jr., Denver.

Vice Speaker, House of Delegates: Harlan B. Huskey, Fruita.

Foundation Advocate: James P. Rigg, Sr., Grand Junction.

Historian; Richard Whitehead, Denver.

Historian Emeritus; Bradford Murphey, Denver.

Scientific Editor for Colorado and Chairman of the Editorial

Board, Rocky Mountain Medical Journal; Douglas W.
Macomber, Denver.

Assistant Scientific Editor for Colorado, Rocky Mountain
Medical Journal: Carl H. McLauthlin, Denver.

Executive Secretary: Donald G. Derry, 1809 E. 18th Ave.,
Denver, Office Telephone 399-1222 ( 303).

Montana Medical Association

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Mark B. Listerud, Wolf Point

President-Elect: Oscar A. Swenson, Sidney

Vice-President: Richard L. Peterson, Hamilton

Secretary-Treasurer: John A. Newman, Butte

Assistant Secretary-Treasurer: Robert P. Yost, Missoula

Delegate to the A.M.A.: Herbert T. Caraway, Billings

Alternate Delegate to the A.M.A.: Robert W. Thometz, Butte

Executive Committee: Mark B. Listerud, Wolf Point, Chair-
man; Herbert T. Caraway, BUlings; John A. Newman, Butte;
Richard L. Peterson, Hamilton; Oscar A. Swenson, Sidney;
Robert P. Yost, Missoula; Robert W. Thometz, Butte; Alfred
M. Fulton, BiUings; Albert L. Vadheim, Bozeman.
Scientific Editor, Rocky Mountain Medical Journal: Warren
D. Bowman, Jr., Billings

Associate Editor, Rocky Mountain Medical Journal: L. Russell
Hegland, Billings

Executive Secretary: L. Russell Hegland, 1236 North 28th St.,

(P. O. Box 1692) Billings 59103. Office Telephone 259-2585

Nevada State Medical Association
OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President; Harry J. McKinnon, Jr., Las Vegas.

President-elect: V. A. Salvadorini, Reno.
Secretary-Treasurer: John P. Sande, Reno.

Delegate to A.M.A.: Leslie A. Moren, Elko.

Alternate Delegate to A.M.A.: Kenneth E. Turner, Las Vegas.

Immediate Past President: Richard A. Petty, Carson City.

Scientific Editor for Nevada. Rocky Mountain Medical Journal:
Harry J. McKinnon, Las Vegas.

Assistant Scientific Editor for Nevada, Rocky Mountain Medical
Journal: Wesley W. Hall, Reno.

Associate Editor, Rocky Mountain Medical Journal: Nelson B.
Neff, Reno.

Executive Secretary: Mr. Nelson B. Neff, 3660 Baker Lane.
Reno. Telephone 323:6788.

EXECUTIVE COMMITTEE: Harry J. McKirmon, Jr., Las
Vegas; V. A. Salvadorini, Reno; John P. Sande, Reno; Leslie
A. Moren, Elko; Kenneth E. Turner, Las Vegas; Hugh C.
Follmer, Las Vegas; Thomas K. Hood, Elko; V. E. Elliott, Fal-
lon; Arthur E. Scott, Reno; Donald D. Wicker, East Ely;
Richard A. Petty, Carson City.

HOUSE OF DELEGATES: Clark County Medical Society:
Hugh C. Follmer, Chairman; Robert R. Belliveau; William
B. A. Bentley; Harold L. Boyer; Anthony J. Carter; William
B. Harris; Theodore Jacobs; Leonard H. Raizin; LeRoy A.
Wolever. Elko County Medical Society: Thomas K. Hood.
Lahontan Basin Medical Society: V. E. Elliott, Chairman;
R. Craig Dougan. Washoe County Medical Society: Arthur E.
Scott, Chairman; Robert V. Broadbent; John W. Callister;
William R. Feltner; George J. Furman; Donald F. Guisto;
Frank E. Roberts; Carl L. Sauls; George T. Smith. White
Pine County Medical Society: Donald D. Wicker.

COUNTY SOCIETY PRESIDENTS, SECRETARY-TREASUR-
ERS AND EXECUTIVE SECRETARIES: Clark County: An-
thony J. Carter, President; Alan J. Feld, Secretary-Treasurer;
Mrs. Dorothy Temple, Executive Secretary. Elko County:
John M. Read, President: Thomas K. Hood, Secretary-Treas-
urer; Mr. Kenneth Cook, Executive Secretary. Lahontan
Basin; Charles F. Veverka, President: Thomas K. Hines, Sec-
retary-Treasurer. Washoe County: Robert K. Myles, Presi-
dent; John M. Davis, Secretary-Treasurer; Mrs. Evelyn Hilsa-
beck. Executive Secretary. White Pine County: Reed J. An-
derson, President: Donald D. Wicker, Secretary-Treasurer;
Mr. Larry J. Dunton, Executive Secretary.

NSMA STANDING COMMITTEES
PROGRAM AND ARRANGEMENTS: J. Kendall Jones, Chair-
man; William B. Ririe; Donald D. Wicker; Reed J. Anderson.

CONSTITUTION AND BY-LAWS: James D. Barger, Chair-
man; John W. Grayson, Jr.; William B. A. Bentley; William
M. Tappan; Charles D. Banning; John P. Sande; Roger C.
Seyferth; J. Kendall Jones.

LEGISLATIVE: V. A. Salvadorini, Chairman; Fred M. Ander-
son; John W. Callister: Richard D. Grundy; Richard A.
Petty; John M. Read; Joseph M. George, Jr.; Thomas S.

White; Anthony J. Carter; James D. Barger; Charles D. Ban-
ning; Leslie A. Moren; William B. Ririe; Kenneth F. Maclean.

INSURANCE; Charles D. Banning, Chairman; William M.
Tappan; John M. Read; Joseph M. George, Jr.; Richard D.
Grundy: Jurgens H. Bauer; O. H. Christoffersen; Thomas S.

White; Arthur E. Scott; John W. Callister; Norman Venger;
Robert K. Myles; Glenn W. Tueller.

MILITARY AND VETERANS AFFAIRS: Thomas D. Armour,
Jr., Chairman; Quincy E. Fortier; Howard W. Zellhoefer; S.

N. Landis; Frederick D. Elliott.

FINANCE, BUDGET AND BUILDING: John M. Read, Co-
Chairman; William A. O’Brien, III, Co-Chairman; Joseph M.
George, Jr.; William M. Tappan; 'Thomas S. White; John P.
Sande.

PUBLIC HEALTH; Richard J. Browning, Co-Chairman; Rob-
ert F. Biglin, Co-Chairman; James D. Decker; Harold L.
Miller: James B. French; Reed J. Anderson; V. E. Elliott;

George T. Manilla; Remo Bedotto, Jr.; Mark L. Herman.
Tuberculosis: Richard J. Browning, Chairman; Reed J.

Anderson; James D. Decker; Harold E. Feikes; Robert
Locke: Karl S. Hazeltine; Ben B. Gelfand.

Cancer Commission: Hugh C. Follmer, Chairman, 1970;
Fred M. Anderson, 1970; Donald T. Hlubucek, 1970; Rob-
ert R. Belliveau, 1969; John W. Callister, 1969; Kenneth F.
Maclean, 1969; Harold L. Boyer, 1971; James D. Barger,
1971; Gawin B. Gardner, 1971; Hugh S. Collett, 1970.

Rural and Indian Health; V. E. Elliott, Chairman; Harry
V. Gibson; Nicholas A. Lorusso; J. Kendall Jones; Thomas
K. Hood.
Industrial Health: S^rl M. Best, Jr., Chairman; John R.
Connolly: William B. Ririe; Thomas K. Hood; Walter F.

Quinn, John C. Kelly: Otto Ravenholt.

PUBLIC RELATIONS: Kirk V. Cammack, Chairman; Donald
D. Wicker; Theodore Jacobs; Ellsworth P. Uhler; Jurgens
H. Bauer; Robert V. Plehn; Leo D. Nannini; Roderick D.
Sage: V. E. Elliott.

WOMAN’S AUXILIARY ADVISORY: M. A. Sonderegger,
Chairman; Olin C. Moulton; Ellsworth P. Uhler; William D.
O’Gorman; Hugh C. Follmer; V. A. Salvadorini; Gilbert G.
Lenz; Lawrence A. Russell.

CIVIL DEFENSE AND CATASTROPHIC DISASTER: John
W. Batdorf, Chairman; Frederick L. Coddington; J. Malcolm
Edmiston; John R. Ervin; Leo D. Nannini; William A. Teipner;
Leonard H. Raizin; Howell D. Miller: William B. Harris; Don
L. Christensen: John I. Pretto; William B. Ririe; George T.

Manilla.

HISTORIAN: Clare Woodbury, Chairman; Fred M. Ander-
son; Leslie A. Moren; Richard D. Grundy; William B. Ririe.

OBITUARY: Alan W. Feld, Chairman: John M. Read; Charles
F. Veverka: John M. Davis; Reed J. Anderson.
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SPECIAL COMMITTEES
AGING: Walter D. Bigford, Chairman; Frederick D. Elliott:

Lawrence A. Russell; Joseph S. LaMancusa; T. Nell Carmena;
Roger C. Seyferth.

ALCOHOLISM AND DRUG ABUSE: Leslie E. Soper, Chair-
man; Hugh C. Follmer; Kirk V. Cammack; Frederick W.
Allport; John M. Davis; Robert J. Morelli; Robert C. Hulse;
John L. Holmes.

BLOOD BANK: James D. Barger, Chairman; Robert R.
Belliveau; Hugh S. Collett: William R. King; Thomas E.
Hall; WUliam B. Ririe.

ADVISORY TO HOSPITALS, NURSING HOMES AND EX-
TENDED CARE FACILITIES: Ellsworth P. Uhler, Co-Chair-
man; Walter D. Bigford, Co-Chairman; John M. Read; V. E.
EUiott; Reuben Zucker; Kenneth E. Turner; Don L. Christen-
sen: William M. Tappan; Leslie A. Moren; Fred M. Ander-
son; David L. Roberts: John W. Grayson, Jr.; Lowell J. Peter-
son; Edward F. Crippen (ex-officio).

CRIPPLED CHILDREN’S ADVISORY: Armand J. ScuUy,
Chairman; Kermit J. Ryan; Thaddeus W. Cap; Emanuel
Berger; John C. Scott; William A. Teipner; Anthony J. Car-
ter.

MATERNAL AND CHILD HEALTH:
Maternal Health:

Northern Nevada: Donald J. Mohler, Chairman; Wil-
liam L. Bynum, Jr.; Tom M. MixUls; George L. Moore.
Southern Nevada; O. H. Christoffersen, Chairman; Jo-
seph A. Rojas; Robert L. Dreier; Kenneth E. Turner;
LeRoy A. Wolever; WiUiam G. Wixted.

Infant and Child Care: Emanuel Berger, Chairman; Rob-
ert V. Broadbent; Richard H. Baker; Robert C. Hulse;
Donald J. Romeo; John C. Kelly.

NURSE LIAISON: Lowell J. Peterson, Chairman; T. NeO
Carmena; Charles E. Fleming; Mark B. Raymond; Ray C.
Wixom; O, H. Christoffersen.

MEDICAL ADVISORY TO VOCATIONAL REHABILITATION;
Walter D. Bigford, Chairman; Leslie A. Moren; Jurgens H.
Bauer; Joseph S. LaMancusa; R. Craig Dougan; William A.
Teipner; Robert Locke.

MEDICINE AND RELIGION; Henry Stewart, Chairman; J.

Stephen Phalen; Leslie A. Moren; William B. Ririe.

MEDICAL ASSISTANTS ADVISORY: Richard E. Nilsen,
Chairman; Robert A. Oster; John R. Connolly; Thomas K.
Hood; Wesley W. Hall; Remo Bedotto, Jr.; Peter Rowe; John
P. Sande.

PROFESSIONAL EDUCATION, MEDICAL SCHOOLS AND
SCHOLARSHIPS: William A. O’Brien, III, Chairman; Louis
E. Lombardi; George T. Smith; Robert M. Taylor; Fred M.
Anderson; David L. Roberts; Robert J. Barnet; Hugh C. Foll-
mer; Jurgens H. Bauer; Hugh S. Collett; Richard D. Grundy;
Thomas S. White; Walter M. Tabar; Charles J. Kilduff;
Richard C. Sheretz; Reuben Zucker.

PUBLIC SAFETY AND EMERGENCY MEDICAL CARE: John
W. Batdorf, Chairman; Donald D. Wicker; William R. King;
James A. Gorman, Jr.; Thomas K. Hood; John C. Kelly; Gil-
bert G. Lenz; Leo D. Nsuinini; Donald J. Romeo.

MENTAL HEALTH COUNCIL: William D. O’Gorman, Chair-
man, 1969; J. Kendall Jones, 1970; Richard C. Gilmore, 1970;
Alan J. Roche, 1970; John M. Read, 1969; Eugene E. Mont-
gomery, 1969; ^ederick W. Allport, 1971; Jerome H. Schwartz,
1971; Henry Stewart, 1971.

ROCKY MOUNTAIN MEDICAL CONFERENCE: Harry J.
McKinnon, Jr., Chairman, 1970; Thomas K. Hood, 1969; Robert
V. Broadbent, 1970; William R. Feltner, 1971; Joseph M. George,
Jr., 1972.

AD HOC COMMITTEES:
Quackery: Charles D. Lanning, Chairman; Donald F.
Guisto; David S. LaMure, Sr.; J. Kendall Jones; George
T. Manilla; Anthony J. Carter; Alan W. Feld; John M.
Read; Reed J. Anderson; Charles F. Veverka; John M.
Davis.

Revision—Medical Practice Act: Kenneth F. Maclean, Chair-
man; John M. Read; Joseph M. George, Jr.; Richard D.
Grundy; Harry J. McKinnon, Jr.; William M. Tappan.

NEVADA PHYSICIANS SERVICE, INC.: Arthur E. Scott,
President; Richard C. Sheretz, Vice President; William M.
Tappan, Secretary-Treasurer; Reed J. Anderson; Joseph M.
George, Jr.; Richard D. Grundy; Charles D. Laiming; John
M. Read; Peter Rowe.

NEVADA MEDICAL CARE, INC.: John M. Read, President;
Jack S. Hirsh, First Vice President; Donald D. Wicker, Sec-
ond Vice President; Joseph M. George, Jr., Secretary-Treas-
urer; V. E. Elliott, Member-at-large.

NEVADA BLUE SHIELD PLAN: Harry J. McKinnon, Jr.,
President; Charles D. Lanning, Vice President; Mr. Jordan
Crouch, Secretary-Treasurer; Mr. Nelson B. Neff, Executive
Director: Mr. Arthur Smith; Mr. John Morman; Mr. Robert
McAdam; Richard D. Grundy; John W. Callister; William M.
Tappan; Arthur E. Scott, John M. Read; Thomas S. White.

New Mexico Medical Society

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and
expires at the 1969 Annual Session.

President: Earl B. Flanagan, Carlsbad
President-Elect: Hugh B. Woodward, Albuquerque
Secretary-Treasurer: John D. Abrums, Albuquerque
Immediate Past-President: Emmit M. Jennings, Roswell
Speaker, Bouse of Delegates: Ronald V. Dom, Albuquerque
Vice Speaker, House of Delegates: William J. Hossley, Deming
Delegate to A.M.A.: Allan L. Haynes, Clovis, January 1,

1967 to December 31, 1970

Alternate Delegate to A.M.A.: James C. Sedgwick, Albu-
querque, January 1, 1967 to December 31, 1968

Scientific Editor for New Mexico, Rocky Mountain Medical
Journal: Marcus J. Smith, Santa Fe
Assistant Scientific Editor for New Mexico: William S. Cur-
ran, Albuquerque.

Associate Editor, Rocky Mountain Medical Journal: Ralph R.
Marshall, Albuquerque
Executive Secretary: Mr. Ralph R. Marshall, 3010 Monte
Vista Blvd., NE, Albuquerque; Telephone 265-8494, area code
505.

Utah State Medical Association
OFFICERS 1968-69 — Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Homer E. Smith, Salt Lake City

President-elect: John H. Rupper, Provo
Secretary ’70: Alan E. Lindsay, Salt Lake City

Treasurer ’69: Ralph C. Richards, Salt Lake City

Additional Trustees: Box Elder County Medical Society, W. R.
Merrell, Brigham City; Cache Valley Medical Society, Merrill
C. Daines, Logan; Carbon County Medical Society, Roy W.
Robinson, Price; Central Utah Medical Society, Gene E.
Speakman, Mt. Pleasant; Davis County Medical Society, Noall
Z. Tanner, Layton; Salt Lake County Medical Society, Russel]
M. Nelson, Silt Lake City; Southeastern Utah Medical So-
ciety, Paul R. Mayberry, Moab; Southern Utah Medical So-
ciety, L. V. Broadbent, Cedar City; Uintah Basin Medical
Society, Terry M. Buxton, Roosevelt: Utah County Medical
Society, W. Doyle Cranney, Orem; Weber County Medical
Society, L. D. Nelson, Ogden.
Past President: Drew M. Petersen, Ogden
Delegate to AMA: Drew M. Petersen, Ogden
Alternate Delegate to AMA: Merrill C. Daines, Logan
Chairman of the Board, Blue Shield of Utah: Wallace S.
Brooke, Salt Lake City.

Speaker, House of Delegates: J. Clare Hayward, Logan
Vice Speaker, House of Delegates: William R. Christensen,
Salt Lake City

Scientific Editor for Utah, Rocky Mountain Medical Journal:
Alan E. Lindsay, Salt Lake City.

Associate Editor, Rocky Mountain Medical Journal: Mr.
Hoyt W. Brewster, Salt Lake City.

Executive Secretary: Mr. Hoyt W. Brewster, 42 South Fifth
East, Salt Lake City, telephone EL 5-7477.

Wyoming State Medical Society

OFFICERS—-1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Henry N. Stephenson, Newcastle.

President-elect: John J. Corbett, Casper.

Vice President: Fenworth M. Downing, Sheridan.

Secretary: William G. Erickson, Lander.

Treasurer: Duane M. Kline, Cheyenne.
Delegate to AMA: Harlan B. Anderson, Casper.

Alternate Delegate to AMA: Thomas A. Nicholas, Buffalo.

Speaker of the House: Roy W. Holmes, Casper.

Vice Speaker of the House: Goode R. Cheatham, Jr., Casper.

Scientifii: Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Francis A. Barrett, Cheyenne.
Associate Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Mr. Arthur R. Abbey, Cheyenne.
Legal Counsel: Byron Hirst, Cheyenne.
Public Relations Consultant: Mr. Bill Anderson, Cheyenne.
Executive Secretary: Mr. Arthur R. Abbey, Cheyenne.
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WANT ADS

CARDIOLOGIST TRAINED in right and left heart catheter-
ization, coronary arteriography, clinical cardiology seeks

position in cardiac catheterization laboratory in Colorado, New
Mexico or Arizona. Write: Box 269-2-2B, Rocky Mountain Medi-
cal Journal, 1809 E. 18th Avenue, Denver, Colorado 80218.

269-2-2B

GEINEatAL PRACTITIONER: (U. S. or Canadian trained) To
establish practice in Blue Spring Hills of southeastern Idaho

in the town of Malad City (110 miles on Interstate 15 to Salt
Lake City). Fully accredited, 17-bed, short-term general
hospital, with approved funding for new 11-bed, short-term
and 14-22 bed long-term hospital to serve community area
population of 5,000. Six-room suite in existing hospital will

be remodeled and provided for office and clinic. Experienced
UN’s are available. Reply to: Administrator, Oneida Hospital,
Malad City, Idaho 83252. 269-3-3B

PATHOLOGY RESIDENCIES AND INTERNSHIPS available
in 600 bed general hospital. Fully approved four year pro-

gram in anatomical and clinical Pathology. Average annual
specimens and tests—348,587. Interns—$6,300; residents—$8,100

up. Board and laundry. Charles B. Mitchell, M.D., Director
of Laboratories, Harris Hospital, 1300 West Cannon, Fort
Worth, Texas 76104. 169-7-12B

VAIL SKI CHALET—2 bedroom, sleeps 6. Fireplace, modem,
3 day minimum, $35.00 day. Contact: James Langley, M.D.,

(303) 287-5551. 169-3-3B

BRECKENRIDGE SKI HOME—4 bedroom, sleeps 10-13. Modern,
all electric home with perfect fireplace, view and location.

Some available time remans for season. $35.00 day 5 persons
($5.00 each additional) 3 day minimum. Prefer family or
small group on approval. Write Box 169-4-3B, Rocky Mountain
Medical Journal, 1809 E. 18th Avenue, Denver, Colorado 80218.

169-4-3B

OOTSTANDING OPPORTUNITY FOR PEDIATRICIAN in
Broadmoor Skyway Area in Colorado Springs. One suite

still available in professional building now under construction.
Budding oriented to children’s dental and medical care. Quality
building, ample parking. For information, contact Box 269-7-
4B, Rocky Mountain Medical Journal, 1809 E. 18th Avenue,
Denver, Colorado 80218, or phone (219) 484-6676. 269-7-4B

INTERNIST: Board certified or eligible for group in central
Wyoming. Prefer young man with military obligation com-

pleted; salary leading to early partnership. Well equipped
facilities include a 65-bed J.C.H.A. accredited county hospital.
Progressive community, new Jr. college, area population
20,000; imlimited outdoor recreational opportunities. Send
resume and references to Medical Director, Wind River Medi-
cal Group, 1202 East Jackson, Riverton, Wyoming 82501.

269-6-2B

GENERALISTS, SPECIALISTS NEEDED desperately for solo
or associate practice in this medium sized delightful Great

Plains community. 50 bed modem hospital. Contact: B. S.
Bordman, M.D., Box 551, Lamar, Colorado 81052. Phone: (303)
336-7423. 269-5-TPB

ANESTHESIOLOGY RESIDENCIES available—FuUy approved
two year program in 600 bed general hospital includes

neurosurgery, thoracic, and cardiovascular surgery. Annual
anesthetics administered—over 13,000. Stipend—$8,100 and
$9,300. Board and laundry. A. N. Heinrichs, M.D., Director,
Department of Anesthesia, Harris Hospital, 1300 West Can-
non, Fort Worth, Texas 76104. 169-8-12B

“SKIING DOCTOR” year around position for General Practice
Associate in famous ski resort. New clinic building. AU

outdoor sports within walking distance. Apply Dr. Thomas I.

Steinberg, P. O. Box 36, Vail, Colorado 81657. 1168-4-TFB

CENTRALLY LOCATED
For the raedical and. dental professions

REPUBLIC BUILDING CORPORATION

Here, in the heart of down-
town Denver, the Republic Build-

ing is the best-known Medical-

Dental Center in the Rocky
Mountain West, complete with

24-hour operation, X-ray; patho-

logical and dental laboratories,

pharmacy, drug and supply

stores.

With the completion of the

new 500-car, self-service parking

facility, the Republic Building

—

designed and operated for the

medical and dental professions

—

offers the ultimate in patient-con-

venience and medical facilities.

Space is available. Ask for

illustrated brochure.

1624 TREMONT PLACE. DENVER, COLORADO 80202
PHONE 534-5271
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TUCSON-INTERNAL MEDICINE RESIDENCY — Newly ap-
proved 3-year program; 360 bed GM&S hospital of which

241 are assigned to Medical Service; affiliation for pediatric

and female medicine at Davis Monthan AFB Hospital, Tucson,
Arizona; affiliation with the new University of Arizona Col-
lege of Medicine whose faculty is responsible for supervision
of the program and consultation in the sub-specialties; active
research service, full time staff of 11 board certified internists;

ECFMG certificate required of foreign graduates not engaged
in Exchange Visitors Program. Salaries: first year, $6,300;

second year, $6,500; third year, $7,100. Contact: Chief Medical
Service, VA Hospital, Tucson, Arizona 85713. Equal Oppor-
tunity Employer. 269-1-3B

NOTICE: Approximately twelve hundred square feet of choice
office space for sale in well-located, professional building

at 1801 High Street, Denver. Space involves waiting room,
three offices, four examining rooms, laboratory, secretarial
office separate from the waiting room, lavatory, fluorscopy
room, with individual hallway and closets. Ownership of suite
includes part ownership in two parking areas. Advantageous
buy and sell agreement protects heirs in event of imexpected
death. On No. 40 bus line, west bound. For further information
contact: Walter E. Vest, Jr., M.D., L. Loring Brock, M.D.,
or Donald P. Anderson, M.D., at 322-7741. 369-9-lB

PSYCHIATRIST OR INTERNIST—Chief of Geriatrics Division.
Two 25-bed units providing full range of transitional services

in community-oriented program. Emphasis on short-term treat-
ment with utilization of extramural facilities. $21,000-25,500.
Write: Samuel B. Schiff, M.D., Fort Logan Mental Health
Center, 3520 West Oxford, Denver, Colorado 80236 3S9-8-1B

GENERAL PRACTITIONER—desires physician with surgical
knowledge. Located in the Heart of World’s best hunting

and fishing, also wonderful skiing. Exceptional opportunity

—

could use two physicians immediately. Office space in hos-
pital building. Contact: S. A. Thomas, Administrator, Star
Valley Latter-day Saints Hospital, Afton, Wyoming 83110.

369-10-5B

WANTED: General Surgeon for association with an established
group near Denver. Opportunity for full partnership.

Write: Box 369-1-6, Rocky Mountain Medical Journal, 1809
E. 18th Avenue, Denver, Colorado 80218. ^9-1-6

WANTED: G. P. to join Fort Morgan Medical Group, Fort
Morgan, Colorado 80701. Opportunity for full partnership.

Write: Box 369-2-6, Rocky Mountain Medical Journal, 1809
E. 18th Avenue, Denver, Colorado 80218. 369-2-6

COLORADO SPRINGS—Excellent general medical practice
available in growing residential area. An outstanding oppor-

tunity. Many desirable features. Leaving for residency. Will
stay to introduce. Reply to Box 369-3-2, Rocky Mountain
Medical Journal, 1809 E. 18th Avenue, Denver, Colorado 80218.

369-3-2

AVAILABLE: Large practice in Colorado. Completely equipped
office . . . Ideal for general practice and obstetrics. Near

great skiing . . . fishing . . . boating and recreational facilities.

Please reply to: Box 339-4-1, Rocky Mountain Medical Journal,
1809 E. 18th Avenue, Denver, Colorado 8o213. 369-4-1

OPENINGS FOR TWO INTERNISTS for medical service of
active 127-bed GM&S hospital in city of 52,000. Recreation

facilities and schools excellent; nine colleges within hundred-
mile radius. Pleasant climate and ideal living conditions.
Salary based on qualifications; excellent fringe benefits. Li-
censure in one of the 50 states is required. Inquire: Chief of
Staff, VA Center, 2360 E. Pershing Blvd., Cheyenne, Wyoming
82001, an equal opportunity employer. 369-5-2B

WANTED: A general practitioner to practice in a town of
10,000 with a new 110-bed hospital. Independent clinic with

$15,000 annual salary plus free furnished office for six months.
Pleasant, stable community in northern Rocky Mountain area
with good schools and communications. Write: W. H. Randall,
M.D., Miles City Clinic, Miles City, Montana 59301. 369-6-6

G. P. OR INTERNIST WANTED to associate with 20 year
established G. P. until fully introduced. Then take over

practice for sale or lease of office building and equipment.
Patient records are free. Whole office fully equipped. Excel-
lent collections. 30,000 population in New Mexico. Open staff
accredited hospital 3 minutes away. Wisn to retire. Reply to
Box 369-7-1, Rocky Mountain Medical Journal, 1809 E. 18th
Avenue, Denver, Colorado 8i.218. 369-7-1

Newton Optical

Company
Catering to

Medical Profession Patronage

309 16th Street

Denver 80202

Telephone

534-8714

THERAPEUTIC HYPNOSIS COURSE
o Course will cover hypnosis “basics” for the

professional practitioner. (Of special interest
will be a demonstration of a Russian-type
electro -sleep-inducer.)

• Restricted to physicians (M.D.), dentists and
psychologists.

• Offered in Denver in five three-hour evening
sessions during the week of June 2 through 6,

1969. Place to be announced.
• Instructor will be Hallack McCord, Ph.D.,

F.A.S.P.D.M., F.A.S.C.H., F.A.A.M.D., ABEPH
Diplomate— Experimental Hypnosis. Former
Co-Editor, Journal of the American Society
of Psychosomatic Dentistry and Medicine.

• Tuition: $100.00.

For farther information, contact Halloek McCord, 2055
South Hazel Court, Denver, Colorado 80219—or tele-

phone 922-3111.

Prompt, professional service 24 hours

a day, every day! A complete line of

hospital beds, wheelchairs, traction

equipment, oxygen, crutches, walkers,

commodes, lamps, whirlpools— every-

thing to help patients get well faster.

We Process MEDICARE
Equipment Claims

DENVER

733-5521

350 Broadway
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PUBLICATION PRINTING . . .

N EWSPAPERS • MAGAZINES

ANNUALS • QUARTERLIES

BOOKLETS • BROCHURES

REPORTS • ROSTERS • PROGRAMS

HANDBOOKS • CATALOGUES

t

EDITORIAL ASSISTANCE • BINDING

ART DEPARTMENT • MAILING

Publishers Press, Inc.
Randall 0. Hunt
Charles O. Voigt, Jr.

1830 CURTIS DENVER 534-4257

Speer g:f Acorno * Denver • 534-0631

r Discriminating Doctors
everywhere specify

SXEELCASE
Oystom L.irie

Office Furniture
Doctors ore enthusiastic about their offices being

furnished with the New Custom Line Office Furni-

ture. Let us show you how you con "individual-

ize" your office.

Stop In soon— or phone and our representative will call

THE EMORY JOHN BRADY HOSPITAL
401 Southgate Road COLORADO SPRINGS, COLORADO 80906 MElrose 4-8828

E. JAMES BRADY, M.D., Medical Director CAMPBELL F. RICE, Superintendent

For the care and treatment of Psychiatric disorders.

Individual and Group Psychotherapy and Somatic Therapies.

Occupational, diversional and outdoor activities.

X-ray, Clinical Laboratory and Electroencephalography.

Francis A. O’Donnell, M.D.
Robert W. Davis, M.D.
Richard L. Conde, M.D.
Gilbert 0. Horn, M.D.
Paul A. Draper, M.D.
Charles W. McClellan, M.D.
James E. Edwards, M.D.
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now
she can
cope***

thanks to

SODIUM®

(SODIUM BUIABAOBIIALI

the ^^daytime sedative^^ for

everyday situational stress

When stress is situational—environmental pressure,

worry over illness—the treatment often calls for an
anxiety-allaying agent which has a prompt and
predictable calming action and is remarkably well

tolerated. Butisol Sodium (sodium butabarbital)

meets this therapeutic need.

After 30 years of clinical use . i . still a first choice

among many physicians for dependability, safety and
economy in mild to moderate anxiety.

Contraindications: Porphyria or sensitivity to

barbiturates.

Precautions: Exercise caution in moderate to severe

hepatic disease. Elderly or debilitated patients may
react with marked excitement or depression.

Adverse Reactions: Drowsiness at daytime sedative

dose levels, skin rashes, “hangover” and systemic

disturbances are seldom seen.

Warning: May be habit forming.

Usual Adult Dosage: As a daytime sedative,

15 mg. (M gr.) to 30 mg. (3^ gr.) t.i.d. or q.i.d.

Available for daytime sedation: Tablets, 15 mg. (li gr.),

30 mg. {'A gr.); Elixir, 30 mg. per 5 cc. (alcohol 7%).

BUTICAPS® [Capsules Butisol Sodium (sodium butabarbital)]

15 mg. {K gr.), 30 mg. ()4 gr.).

( McNEIL

)

McNeil Laboratories, Inc., Fort Washington, Pa,



BSP® DISPOSABLE UNIT
I
HW&D BRAND OF SODIUM SULFOBROMOPHTHALEIN INJECTION, USP

I

:.?

(50 mg. per ml.)

''4

'if

I;

s

BROMSULPHALEIN®

IN A COMPLETE,

STERILE,

DISPOSABLE,

& ECONOMICAL

BSP, one of the more valuable single

laboratory procedures for determining

hepatic function, is now packaged in a

complete individual patient-unit.

The BSP Disposable Unit contains a

sterile syringe with the dosage schedule

imprinted on the barrel, a sterile needle,

alcohol swab and a 7.5 ml. or 10 ml. size

ampule of terminally sterilized BSP

solution. Each unit contains complete

directions for use, precautions and

contraindications.

PATIENT-UNIT. This all-inclusive disposable put-up

lessens the chance of cross-infection and

saves time and labor — the most

costly commodities.

HYNSON, WESTCOTT & DUNNING, INC.
BALTIMORE, MARYLAND 21201< e5Pa3

)
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In the complex picture

of moderate to severe anxiety...

there is a Inewl reason
for prescribing

effectiveness in

mixed anxiety- depression

Long recognized for its usefulness in the

treatment of moderate to severe anxiety,

Mellaril is now also known to be effective

against mixed anxiety-depression.

Often the symptoms of anxiety states are

difficult to sort out—even with the most careful

probing. The patient may manifest symptoms of

agitation, restlessness, insomnia, somatic

complaints. But what of the depression that may
be mixed in the total picture? It is reassuring

to know that Mellaril may be prescribed—with

strong possibilities of success—when there is

anxiety alone or a mixture of anxiety

and depression.

Before prescribing or administering, see Sandoz

literature for full product information, including

adverse reactions reported with phenothiazines. The

following is a brief precautionary statement.

Contraindications: Severe central nervous system

depression, comatose states from any cause,

hypertensive or hypotensive heart disease of

extreme degree.

Warnings: Administer cautiously to patients who
have previously exhibited a hypersensitivity reaction

(e.g., blood dyscrasias, jaundice) to phenothiazines.

Phenothiazines are capable of potentiating central

nervous system depressants (e.g., anesthetics,

opiates, alcohol, etc.) as well as atropine and

phosphorus insecticides. During pregnancy,

administer only when necessary.

Precautions ; There have been infrequent reports of

leukopenia and/or agranulocytosis and convulsive

seizures. In epileptic patients, anticonvulsant

medication should also be maintained. Pigmentary

retinopathy may be avoided by remaining within the

recommended limits of dosage. Administer

cautiously to patients participating in activities

requiring complete mental alertness (e.g., driving).

Orthostatic hypotension is more common in females

than in males. Do not use epinephrine in treating

drug-induced hypotension. Daily doses in excess of

300 mg. should be used only in severe

neuropsychiatric conditions.

Adverse Reactions: Central Nervous System-
Drowsiness, especially with large doses, early in

treatment; infrequently, pseudoparkinsonism and

other extrapyramidal symptoms; nocturnal

confusion, hyperactivity, lethargy, psychotic

reactions, restlessness, and headache. Autonomic

Nervous System—Dryness of mouth, blurred vision,

constipation, nausea, vomiting, diarrhea, nasal

stuffiness, and pallor. Endocrine System—
Galactorrhea, breast engorgement, amenorrhea,

inhibition of ejaculation, and peripheral edema.

Skin-Dermatitis and skin eruptions of the urticarial

type, photosensitivity. Cardiovascular System—
Changes in the terminal portion of the

electrocardiogram have been observed in some

patients receiving the phenothiazine tranquilizers,

including Mellaril (thioridazine hydrochloride).

While there is no evidence at present that these

changes are in any way precursors of any significant

disturbance of cardiac rhythm, several sudden and

unexpected deaths apparently due to cardiac arrest

have occurred in patients previously showing

electrocardiographic changes. The use of periodic

electrocardiograms has been proposed but would

appear to be of questionable value as a predictive

device. Other—

A

single case described as

parotid swelling.

Mellaril
(Thioridazine HCl)
25 mg.t.i.d.

for moderate to severe anxiety
and mixed anxiety-depression

SANDOZ PHARMACEUTICALS, HANOVER, N. J. 68-170
ASANDOZ



Nose clear as aThistle
(THANKS TO DIMETAPP*)

Dimetapp Extentabs® does an outstanding job of helping to

dear up the stuffiness, drip and congestion of colds and upper

respiratory allergies and infections. Each Extentab keeps

working up to 12 hours. And for most patients drowsiness or

overstimulation is unlikely. Try Dimetapp. It clearly works.

UP TO 12 HOURS CLEAR BREATHING ON ONE TABLET

DimetappExtentabs"
Dimetane® (brompheniramine maleate), 12 mg.; phenylephrine

HCl, 15 mg.; phenylpropanolamine HCl, 15 mg.

FOR UPPER RESPIRATORY ALLERGIES AND INFECTIONS

Indications: Dimetapp is indicated for symptomat-
ic relief of the allergic manifestations of respira-

tory illnesses, such as the common cold and bron-
chial asthma, seasonal allergies, sinusitis, rhinitis,

conjunctivitis, and otitis.

Contraindications: Hypersensitivity to antihista-

mines. Not recommended for use during pregnancy.
Precautions: Until patient’s response has been de-

termined, he should be cautioned against engag-
ing in operations requiring alertness. Administer
with care to patients with cardiac or peripheral

vascular diseases or hypertension.
Side Effects: Hypersensitivity reactions including

skin rashes, urticaria, hypotension and thrombo-
cytopenia, have been reported on rare occasions.

Drowsiness, lassitude, nausea, giddiness, dryness

of the mouth, mydriasis, increased irritability or

excitement may be encountered.
Dosage: 1 Extentab morning and evening.
Supplied: Bottles of 100 and 500. ^

A.H. ROBINS COMPANY /l'H'I70BINS
RICHMOND, VA. 23220 l\



Picture of

torticollis

treated with
Parafon Forte ™bleis

Paraflex® (chlorzoxazone)* 250 mg.

Tylenol® (acetaminophen) 300 mg.

Parafon Forte tablets help to relieve pain,

restore mobility. . . stop pain-spasm feedback

by providing:

a nonsalicylate analgesic equal to aspirin for the relief

of pain, ^>2 yet unlikely to produce the irritation to the

gastric mucosa so often associated with salicylate

therapy^

and a skeletal muscle relaxant shown to have up to a

6-hour span of action^. ..to retain effectiveness even

on continued administration^... but not likely to have

the central effects of tranquilizing compounds.®
1

Prescribe Parafon Forte for effective spasmolysis

and analgesia in sprains, strains, myalgias, low back

i pain, bursitis and other musculoskeletal disorders.

f
Your patients will appreciate the restored comfort

I and freedom of movement it usually provides.

Contraindications: Sensitivity to either component. Precautions;

E.xercise caution in patients with known allergies or history of

drug allergies. If a sensitivity reaction or signs or symptoms sug-

gestive of liver dysfunction are observed, the drug should be

stopped. Adverse Reactions: Occasionally, drowsiness, dizziness,

lightheadedness, malaise, overstimulation or gastrointestinal

disturbances may be noted; rarely, allergic-type skin rashes,

petechiae, ecchymoses, angioneurotic edema or anaphylactic

reactions. In rare instances, Paraflex (chlorzoxazone) may pos-

sibly have been associated with gastrointestinal bleeding. While

Paraflex (chlorzoxazone) and chlorzoxazone-containing prod-

ucts have been suspected as being the cause of hepatic toxicity

in approximately eighteen patients, it was not possible to state

that the dysfunction was or was not drug induced. Usual Adult

Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets,

imprinted “McNEIL”— bottles of 100.

References: 1. Batterman, R. C., and Grossman, A. J.: Fed. Proc. J.4'316,

1955. 2. Goodman, L. S., and Gilman, A., ed.: The Pharmacological Basis of

Therapeutics, ed. 3, New York, The Macmillan Company, 1965, p. 331. 3. Roth,
J. L. A., et al.: Gastroenterology .4.4*146,

1963. 4. Berman, H. H., et al.: Dis. Nerv.
Syst. j25:430, 1964. 5. Friend, D. G.: Clin.

Pharmacol. Ther. 5:871, 1964.

*U.S. PATENT NO. 2.895,67?

( McNEIL

)

MCNEIL LABORATORIES, INC., FT. WASHINGTON, PA. 19034





for help in control ofacute pain ofmild to

moderate severity ordinarily not

requiring the use ofnarcotics

PONSTEL—INDICATIONS: PONSTEL (mefenamic acid) is indicated for short-term

administration, not exceeding seven days, for relief of pain in conditions ordinarily not

requiring the use of narcotics. PONSTEL—-A SINGLE ENTITY: PONSTEL is a single

entity with a single indication— pain. The analgesic activity of PONSTEL has been
demonstrated in pharmacologic studies, clinical trials, and widespread clinical use.

PONSTEL-EFFECTIVE IN CLINICAL TRIALS: PONSTEL has been effectively

used in the control of back pain, headache, muscular aches and sprains, bursitis, and pain

of miscellaneous origin.

Contraindications: PONSTEL is contraindicated in patients with intestinal ulceration. The use of

PONSTEL in women of childbearing potential is contraindicated. It should not be given to children

under 14 years of age until the pediatric dose has been established.

Warning: If diarrhea occurs, the drug should be promptly discontinued. The patient so affected is

usually unable to tolerate the drug thereafter.

Precautions: Administer with caution in patients with abnormal renal function or inflammatory disease

of the gastrointestinal tract. Withdraw the drug promptly if rash occurs. Use with caution in known
asthmatics (see Adverse Reactions).

Adverse Reactions: Complaints are dose-related, being more frequent with higher doses. Associated

side effects were relatively mild and infrequent in clinical studies with doses up to 1,500 mg. per day.

Most frequently reported side reactions in 3,205 observations on 1.985 subjects over a period of from
1 to 238 days were drowsiness (43 subjects), nausea (41), dizziness (32), nervousness (28), gastro-

intestinal discomfort (28), and headache (7). There were single reports of vomiting, facial edema,
dyspnea, urticaria, and insomnia, and two instances each of diarrhea, blurred vision, gas, and perspira-

tion. Mild toxicity to the renal, hepatic, and hematopoietic systems was evidenced by lowering of

hemoglobin, hematocrit, and leukocyte count; occasional eosinophilia; red and white cells and albumin
in urine. It is recommended that hematopoietic, renal, and hepatic function studies be done. There
have been single unconfirmed reports of agranulocytosis, thrombocytopenic purpura, and megaloblastic

anemia. Other side effects included central nervous system symptoms (unsteadiness and confusion)

and single reports of hematuria and increased insulin requirement. Intestinal ulceration was induced

in four of ten subjects after 44 to 74 days of supratherapeutic doses; sigmoidoscopic examinations,

three to seven days after medication was stopped, indicated lesions were completely healed or healing.

TWo patients receiving 2,000 mg. per day, who did not stop the drug when diarrhea occurred, developed

sigmoidal hyperemic mucous membrane which bled when touched. Three of six known asthmatic

patients had acute exacerbations following administration of PONSTEL.
Administration and Dosage: PONSTEL is administered by the oral route. Recommended regimen for

adults and children over 14 years of age is 500 mg. as an initial dose followed by 250 mg. every six

hours as needed. PONSTEL is indicated for short-term administration not exceeding one week of

therapy. Margin of safety is reduced at higher doses and for longer administration.

PONSTEL is available in Kapseals of 250 mg., bottles of 100.

The Blue band on Ivory capsule combination is a trademark of Parke, Davis & Company.
PARKE, DAVIS 8e COMPANY, DETROIT, MICHIGAN 48232

PARKE-DAVIS 463R68





Shouldweput
Noiuhistine

Expectorant

in hini^-lookuig

bottles?

We were kids ourselves once. That's why
we're always thinking of ways to make
Novahistine® Expectorant more appealing to

your young patients.

On the other hand, medicine is medicine.

And it has to work. We never forget that.

You'll find that Novahistine Expectorant

doesn't have to come in funny-looking bottles

to get where it needs to go. And you'll find

that it is particularly well-tolerated and effec-

tive in liquefying tenacious exudates and
encouraging expectoration in the young patient

suffering bronchitis. In addition, it provides

decongestant action and controls the cough.
Each 5-ml. teaspoonful of Novahistine Expec-
torant decongestant-antitussive contains

codeine phosphate, 10 mg. (warning: may be
habit-forming); phenylephrine hydrochloride,

10 mg.; chlorpheniramine maleate, 2 mg.;

glyceryl guaiacolate, 100 mg.; chloroform,

13.5 mg.; l-menthol, 1 mg.; alcohol 5%.
Use with caution in patients with severe

hypertension, diabetes mellitus, hyperthy-

roidism or urinary retention. Caution ambula-
tory patients that drowsiness may result.

Continuous dosage over an extended period

is contraindicated, since codeine phosphate

may cause addiction.

PITMAN-MOORE Division of

The Dow Chemical Company, Indianapolis



YOUR SECRETARY will burn up
90 FEWER CALORIES PER DAY, IF

SHE SWITCHES FROM A MANUAL TO
AN ELECTRIC TYPEWRITER.
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CONTROL FOOD AND MOOD ALL DAY LONG WITH A SINGLE MORNING DOSE

One Ambar Extentab before breakfast can

help control most patients’ appetite for up

to 12 hours. Methamphetamine, the appe-

tite suppressant, gently elevates mood and

helps overcome dieting frustrations. Pheno-

barbital, the sedative in Ambar, controls irritability and

anxiety... helps maintain a state of mental calm and equa-

nimity. Both work together to ease the tensions that erode

the willpower during periods of dieting.

Also available: Ambar #1 Extentabs®—methamphetamine

hydrochloride 10 mg., phenobarbital 64.8 mg. (1 gr.) (Warn-

ing: may be habit forming).

AMBAR'2
EXTENTABS

methamphetamine HCI 15 mg.,
phenobarbital 64.8 mg. (1 gr.)

(Warning: may be habit forming).

BRIEF SUMMARY/Indications: Ambar
® suppresses appetite and helps offset emo-

tional reactions to dieting. Contraindica-

tions: Hypersensitivity to barbiturates or

sympathomimetics; patients with advanced

renal or hepatic disease. Precautions: Administer with cau-

tion in the presence of cardiovascular disease or hypertension.

Side Effects; Nervousness or excitement occasionally noted,

but usually infrequent at recommended dosages. Slight drows-

iness has been reported rarely. See package insert for further

details. a. h. robins company, il.H-’DriR IN

^

RICHMOND, VA. 23220 /Tl n



With the

VuNDUt^roR^
BACTERf

broad Polycillin

(ampicillin trinydrate)

spectrum...

...you have
a lot going for you

in the wide
range of bacterial

infections.

STAPHVEOCOCCI

PRESCRIBING INFORMATION. For complete
information consult Official Package Circular.

Indications; Infections due to susceptible strains

of Gram-negative bacteria (including Shigellae,

S. typhosa and other Salmonellae, £. coli, H. in-

fluenzae, P. mirabilis, N. gonorrhoeae and N.
meningitidis) and Gram-positive bacteria (in-

cluding streptococci, pneumococci and nonpeni-
ciilinase-producing staphylococci).
Contraindications: A history of allergic reac-
tions to penicillins or cephalosporins and infec-

tions due to peniciliinase-producing organisms.
Precautions. Typical penicillin-allergic reactions
may occur, especially in hypersensitive pa-
tients. Mycotic or bacterial superinfections may
occur. Experience in newborn and premature
infants is limited and caution should be used
in treatment, with frequent organ function eval-

uations. Safety for use in pregnancy is not estab-
lished. In gonorrheal therapy, serologic tests
for syphilis should be performed initially and

monthly for 4 months. Assess renal, hepatic
and hematopoietic function intermittently dur-
ing long-term therapy.

Adverse Reactions: Skin rash, pruritus, urti-

caria, nausea, vomiting, diarrhea and anaphy-
lactic reactions. Mild transient elevations of

SGOT or SGPT have been noted. Black tongue
has been noted in some patients receiving the
Chewable Tablets.

Usual Dosage: Adults—250 or 500 mg. q. 6 h.

(according to Infection site and offending or-

ganisms). Children—50-100 mg./Kg./day in 3
to 4 divided doses (depending on infection site

Polydililf
(ampicillin trihydrate)

and offending organisms). Bacterial meningitis
—150-200 mg./Kg./day in 6 to 8 divided doses.
Children weighing more than 20 Kg. should be
given an adult dose when prescribing orally.

In parenteral administration, children weighing
more than 40 Kg. should be given an adult dose.
Beta-hemolytic streptococcal infections should
be treated for at least 10 days.
Supplied: Capsules—250 mg. in bottles of 24 and
100. 500 mg. in bottles of 16 and 100. For Oral
Suspension—125 mg./ 5 ml. in 60, 80 and 150
ml. bottles. 250 mg./ 5 ml. in 80 and 150 ml.
bottles. Chewable Tablets—125 mg. in bottles
of 40. Injectable—for I.M./I.V. use—vials of
125 mg., 250 mg., 500 mg., and 1 Gm. Pediatric
Drops—100 mg./ ml. in 20 ml. bottles.

>1-1/2/63 A.H.F.S. Category 8:12.16

BRISTOL LABORATORIES
Division of Bristol-Myers Co.
Syracuse, New York 13201

BRISTOL

The penicillin you use like a broad-spectrum antibiotic



tWarning: May be habit forming.

*15 mg. of 5(/f/jo/(butabarbitai), plus the other ingredients, in outer

layer; 15 mg. of Butisol 'm a specially coated core for delayed release,

to approximately equalize duration of action for all components.

Contraindications; Sensitivity to any component, porphyria, peptic

ulcer, ulcerative colitis, mental depression, renal impairment or

shutdown. Warnings; Consider the possibility of sensitivity reac-

tions in patients with history of allergy or bronchial asthma. Coated

potassium tablets, sometimes administered in conjunction with

antihypertensive therapy, may be associated with small bowel

lesions, which have led to obstruction, hemorrhage and perforation.

Surgery has frequently been required and deaths have occurred.

Such tablets should be used only when indicated and when ade-

quate dietary supplementation is not practical. They should be

discontinued immediately if abdominal pain, distention, nausea,

vomiting, or g.i. bleeding occur. Use in Pregnancy: Exercise cau-

tion, since thiazides cross the placental barrier and may cause

fetal or neonatal hyperbilirubinemia, thrombocytopenia or altered

carbohydrate metabolism; adverse reactions seen in the adult may

occur in the newborn. Use reserpine in women of child-

bearing age only when essential to patient welfare. In-

creased respiratory secretions, nasal congestion, cyano-

sis, and anorexia may occur in infants born to reserpine-

treated mothers. Precautions; Butiso! (butabarbitai) —
Exercise caution in moderate to severe hepatic disease.

Elderly or debilitated pa-

tients may react with

marked excitement or de-

pression. Hydrochlorothi-

azide — induce elec-

trolyte imbalance; when
used with digitalis or one

of its glycosides and in pa-

tients with severe hepatic

insufficiency, cardiac ar-

rhythmias or symptoms of

impending hepatic coma may
occur. Discontinue and in-

12 Rocky Mountain Medical Journal



The “beauty”of Butiserpazide® is that it adds

the mildly sedative effect of Butisol® (butabarbital)

to the classic thiazide/reserpine formula.

“It \\ ould appear that the addition of an

anxiety-relieving agent [Butisol] to a drug

combination utilizing w ell-established

compounds proved useful in reducing hypertensive

symptoms in over half the patients. .

.

That’s the “Buti”of

BUTISOL® (butabarbital) 30 mg. + reserpine 0.1 mg. + hydrochlorothiazide 25 or 50 mg.

You have a choice of 2 strengths. Just one tablet once or t\wice a day is usually sufficient.

Butiserpazide-25 Prestabs® ‘Tablets

BUTISOL® (butabarbital) 30 mg.t; hydrochlorothiazide 25 mg.; reserpine 0.1 mg.

Butiserpazide-50 Prestabs® ‘Tablets

BUTISOL® (butabarbital) 30 mg.t; hydrochlorothiazide 50 mg.; reserpine 0.1 mg.

stitute appropriate countermeasures if prolonged use produces

hypokalemia or (likely with sodium restriction) hyponatremia and

hypochloremic alkalosis. (Ammonium chloride, used to reverse hy-

pochloremic alkalosis, is contraindicated in hepatic disease.) May

produce elevated serum uric acid levels (and, infrequently, gout) or

reduce glucose tolerance, altering insulin requirements in dia-

betics. Reserpine—Observe for signs or symptoms of peptic ulcer or

ulcerative colitis. Discontinue at first sign of mental depression;

keep in mind possibility of suicide. Exercise extreme caution in

history of mental depression. May produce cardiac arrhythmias

when used with digitalis and quinidine, or may precipitate biliary

colic in patients with gallstones. Discontinue 1 to 2 weeks before

surgery; inform the anesthetist in event of emergency surgery. Ex-

ercise caution in history of epilepsy. Discontinue 1 to 2 weeks be-

fore ECT. General— Exercise caution in coronary artery disease.

Adverse Reactions: Dizziness, drowsiness, weakness, nasal conges-

tion, leg cramps, nausea, palpitations, superficial skin bruises,

palmar erythema, headache, dehydration, skin rash, “hangover,”

systemic disturbances, diarrhea, itching, vomiting, paresthesia.

photosensitivity, pancreatitis, jaundice, xanthopsia, purpura, throm-

bocytopenia, leukopenia, agranulocytosis, aplastic anemia, anorexia,

gastric irritation, abdominal cramping, constipation, glycosuria,

vertigo, cutaneous vasculitis, orthostatic hypotension (potentiated

by alcohol, barbiturates, or narcotics), increased salivation and

gastric secretion, increased intestinal motility, loose stools, angina-

like syndrome, arrhythmias, bradycardia, flushing, hypotension, ner-

vousness, paradoxical anxiety, rarely atypical Parkinsonian syn-

drome, central nervous system sensitization (manifested by dull

sensorium, deafness, glaucoma, uveitis, optic atrophy), dryness of

mouth, syncope, epistaxis, weight gain, and impotence or decreased

libido. Usual Adult Dosage: Butiserpazide®-25 or BUTISERPAZIDE®-

50: 1 tablet daily or b.i.d. When used with other antihypertensive

agents reduce dosage of both drugs about 50% and observe care-

fully for changes in blood pressure. / - . - - Y
Before prescribing or administering. I 1^’fijVVTT, I

see package insert. I j
1 . Coodley. E. L.: Curr. Therap. Res. mcneil laboratories, inc.

4:460, 1962. fort Washington, pa. 19034

( McNEIL
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HOW TO GET PAID FOR
TREATING MILITARY PATIENTS _

Payment to civilian sources for emergency pro-

fessional services rendered to military personnel

who are on active duty (as contrasted to retired,

or inactive members of the National Guard or

Reserve) is the responsibility of the Surgeon of

the geographical area in which such services are

provided. Collection cannot be made from the

Office for the Civilian Health and Medical Pro-

gram for the Uniformed Services (OCHAMPUS),
Denver, Colo., or its fiscal agents, who are respon-

sible only for the payment of medical care ren-

dered to authorized dependents and retired mili-

tary personnel.

When a patient is identified as an Army mem-
ber, on active duty, notification should be made
immediately by telephone to the appropriate Army
headquarters, as listed below, reporting where
the individual is and the nature of the treatment

required. The cost of the telephone call will be

reimbursed with the other charges.

The Army headquarters will advise the caller

about the administrative management of the pa-

tient, and how to submit the bills for service.

XEW MEXICO

HEAIXICARTEKS POCRTH V. S. ARMY
Comiuaiidiim' General

Fourth I'nited State.s .\riiiy

ATTX : Surjjeon

Fort Sam Houston, Te.va.s 78234
Telephone: (Area Code J>]2)

AVeekdays: 221-4323 or 221-2013

Xi^i'hts, ^reekends and holidays: 221-274.>

COEORADO-WX'OMIXG

HEAUaCARTERS FIFTH F. S. ARMY
Coininanding' General
Fifth Fnited State.s Army
.VTTX': Surjseon

Fort .Sheridan, III. 60037

Telephone: (Area Code 312)

Weekdays : 026-3675

Xig'hts, ^veekends and holidays: 026-2238

MOXTAXA-XEVADA-FTAH

HEADQUARTERS SIXTH U. S. ARMY
Commandinjv Generai

Sixth United States Army
.\TTX: Surseon
Presidio of San Fr:ineiseo, Calif. 04120
Telephone: (Area Code 415)

Weekdays: 5(>l-3845 or 561-4287

Xis'hts, «eekends and holidays: .561-2407 or .561-2780

Milpath'
‘MILPATH’-400: tridihexethyl chloride 25 mg.

+ meprobamate 400 mg.
‘MILPATH’-200: tridihexethyl chloride 25 mg.

+ meprobamate 200 mg.

Usual Adult Dosage: 1 ‘Milpath’-400 tablet, 3

times a day at mealtimes and 2 at bedtime. For
greater anticholinergic effect, 2 ‘Milpath’-200

tablets, 3 times a day at mealtimes and 2 at bed-
time. Doses of meprobamate above 2400 mg.
daily not recommended.
Contraindications: Tridihexethyl chloride: Uri-
nary bladder-neck obstructions, e.g., prostatic

obstruction due to hypertrophy; pyloric obstruc-
tions because of reduced motiHty and tonus;
organic cardiospasm (megaesophagus); glau-
coma; possibly in stenosing gastric or duodenal
ulcers with significant gastric retention. Mepro-
bamate: Previous allergic or idiosyncratic reac-
tions to meprobamate.
Precautions; Tridihexethyl chloride: Use cau-
tiously in elderly males (possible prostatic hyper-
trophy). Meprobamate: Carefully supervise dose
and amounts prescribed. Consider possible de-
pendence or habituation (reported occasionally
after excessive use), particularly in severe psy-
choneurotics, alcoholics, ex-addicts. Withdraw
gradually (1 or 2 weeks) after excessive dosage
for weeks or months to avoid recurrence of pre-
existing symptoms (e.g., anxiety, anorexia, in-

somnia) or withdrawal reactions (e.g., vomiting,
ataxia, tremors, muscle twitching; rarely, epilep-
tiform seizures, more likely in those with CNS
damage or latent convulsive disorders). If drows-
iness or visual disturbance occurs, reduce dose
and advise against activity requiring alertness
(driving, machinery operation). Effects of excess
alcohol may be increased. Grand mal seizures

possible in persons with both petit and grand
mal. Prescribe cautiously in small amounts to
patients with suicidal tendencies. Prescribe with
caution to patients with known sensitivity to
compounds of similar chemical structure, e.g.,

carisoprodol.
Side Effects: The following side effects of com-
ponents may occur with ‘Milpath’. Tridihex-
ethyl chloride: Severe effects rare on recom-
mended dosage. Anticholinergic effects: dry
mouth (fairly frequent at oral doses of 100 mg.),
constipation or “bloated” feeling. Possible:
tachycardia, dilation of pupils, increased ocular
tension, weakness, nausea, vomiting, headache,
drowsiness, urinary hesitancy or retention, dim-
ness. Meprobamate; Drowsiness, sometimes with
ataxia, usually controlled by decreasing dosage,
occasionally with aid of central stimulants
(e.g., amphetamine). Rarely, allergic or idiosyn-
cratic reactions (usually after 1-4 doses); in mild
form: itchy, urticarial or erythematous maculo-
papular rash, generalized or confined to groin.

Acute nonthrombocytopenic purpura with cuta-
neous petechiae, ecchymoses, peripheral edema
and fever, transient leukopenia, and 1 fatal
bullous dermatitis (after meprobamate and pred-
nisolone) reported. More severe, ve^ rare hy-
persensitivity; fever, chills, fainting spells,

angioneurotic edema, bronchial spasms, hypo-
tensive crises (1 fatal), anuria, anaphylaxis,

stomatitis and proctitis. Treat symptomatically
(e.g., epinephrine, antihistamines, possibly hydro-
cortisone); stop and do not restart the drug.
Isolated agranulocytosis, thrombocytopenic pur-
pura, 1 fatal aplastic anemia reported, but only
in presence of known toxic drugs; porphyric
symptoms reported but relationship not estab-

lished. Fast EEG activity, usually after excessive

dosage. Impairment of visual accommodation
reported by 1 observer. Fixed drug eruption
with meprobamate and cross reaction to cari-

soprodol reported. Suicidal attempts may pro-

duce drowsiness, lethargy, stupor, ataxia, coma,
shock, vasomotor and respiratory collapse, and
death. Excessive dosage has led rapidly to sleep,

then reduction of vital signs to basal levels.

Empty stomach, and if respiration becomes very
shallow and slow, cautiously give CNS stimu-
lants (e.g., caffeine, pentylenetetrazol, ampheta-
mine); also pressor amines if indicated.

Before prescribing, consult package circular.

WALLACE PHARMACEUTICALS/ Cranbury, N.J.m



To calm the patientand curb his pain

helps relieve cramping G.l. pain by reducing spasm and excess secre-

tion/ helps allay the anxiety-tension

that precipitates, aggravates, or

results from G.l. distress

5 CU UL.M Ig 0\Jao \ I ! a! lU OC^I C*

MILPATH
WALLACE PHARMACEUTICALS / Cranbury, N. ,1. 08512

See adjacent page for brief summary of prescribing information.

(tridihexethyl chloride + meprobamate)



the
thousandth
teaspoonful
Peptic ulcer patients find

the thousandth dose of,

this antacid as effective

and easy-to-take as the first!
Optimal neutralization^ — provided by the combination of aluminum and mag-
nesium hydroxides. !

Unfailing good taste— confirmed by 87.5% of 104 patients in one study, after'

a total of 20,459 documented days on Mylanta Liquid or tablets.

2

Concomitant relief of G. I. gas distress— provided by the proven antiflatulent

action of simethicone^.

Dosage: One or two tablets {well chewed or allowed to dissolve in the mouth); one or twoteaspoonsful

to be taken between meals and at bedtime, or as directed by physician,

References: 1. Merck & Co., Merck Chemical Division: Antacid Literature Survey, Rahway, New Jersey.

(MM3041
,
R-1286-K REV 463.) 2. Danhof, I. E., report on file. 3. Hoon, J.R.: Arch. Surg. 93:467 (Sept.) 1966.

16 Rocky Mountain Medical Journal



vacation in

a vial:

the spasm

reactors

in your practice

deserve

“the^Tkmnatal
each tablet, capsule or eachDonnatal each

5 cc. of elixir (23% alcohol) No. 2 Extentab®

hyoscyamine sulfate 0.1037 mg.
atropine sulfate 0.0194 mg.
hyoscine hydrobromide 0.0065 mg.
phenobarbital (H gr.) 16.2 mg.
(Warning; may be habit forming)

0.1037 mg. 0.3111 mg.

0.0194 mg. 0.0582 mg.

0.0065 mg. 0.0195 mg.

(y2 gr.) 32.4 mg. (% gr.) 48.6 mg.

Brief Summary. Blurring of vision, dry rhouth, diffi-

cult urination, and flushing or dryness of the skin may
occur on higher dosage levels, rarely on usual dosage.

Administer with caution to patients with incipient

glaucoma or urinary bladder neck obstruction. Contra-
indicated in acute glaucoma, advanced renal or hepatic

disease or a hypersensitivity to any of the ingredients.

A. H, ROBINS COMPANY, RICHMOND, VIRGINIA 23220



30 Capsules

AllbeewithC

290 tangerines

or30 Allbee*with6.
Your patient would have to peel and eat 290 tangerines a month,

almost 1 0 every day, to get as much Vitamin C as is contained in just

one bottle of 30 Allbee with C capsules (taken one capsule daily)

.

In addition, each capsule provides full therapeutic amounts of the

B-complex vitamins. For example, as much niacin as 2 pounds of sirloin

steak. This handy bottle of 30 Allbee with C capsules gives your patient

a month’s supply at a very reasonable cost. Also the economy size of

100. Available at pharmacies on your prescription or recommendation.

A.H. Robins Company, Richmond,Va. 23220

Each capsule Contains:

Thiamine mono-

nitrate (Vit, B,) 15 mg
Riboflavin (Vit. B2)

10 mg
Pyridoxine hydro-

chloride (Vit, Be) 5 mg
Niacinamide 50 mg
Calcium pantothenate 10 mg
Ascorbic acid (Vit. C) 300 mg

AHR



Photo professionally posed.

No injection after all!

This penicillin produces high, fast levels—orally.
Pen*Vee® K is usually so rapidly and com-
pletely absorbed that therapeutic penicillin

levels are attained within 15 to 30 minutes.

Thus it can often obviate the need for peni-

cillin injections. The higher serum levels

produced generally last longer than with those

of oral penicillin G.

Indications; infections susceptible to oral penicillin G; prophylaxis

and treatment of streptococcal infections
; treatment of pneumococcal,

gonococcal, and susceptible staphylococcal infections; prophylaxis of

rheumatic fever in patients with a previous history of the disease.

Contraindications; Infections caused by nonsusceptible organisms;
history of penicillin sensitivity.

Warnings; Acute anaphylaxis (may prove fatal unless promptly con-

trolled) is rare but more frequent in patients with previous penicillin

sensitivity, bronchial asthma or other allergies. Resuscitative (epineph-

rine, aminophylline, pressor amines) and supportive (antihista-

mines, methylprednisolone sodium succinate) drugs should be
readily available. Other rare hypersensitivity reactions include

nephropathy, hemolytic anemia, leucopenia and thrombocytopenia.

In suspected hypersensitivity, evaluation of renal and hematopoietic

systems is recommended.
Precautions; In suspected staphylococcal infections, perform proper

laboratory studies including sensitivity tests. If overgrowth of

nonsusceptible organisms occurs (constant observation is essential),

discontinue penicillin and take appropriate measures. Whenever
allergic reactions occur, withdraw penicillin unless condition being

treated is considered life threatening and amenable only to penicillin.

Penicillin may delay or prevent appearance of primary syphifitic

lesions. Gonorrhea patients suspected of concurrent syphilis should

be tested serologically for at least 3 months. When lesions of primary

syphilis are suspected, dark-field examination should precede use of

penicillin. Treat beta-hemolytic streptococcal infections with full

therapeutic dosage for at least 10 days to prevent rheumatic fever

or glomerulonephritis. In staphylococcal infections, perform surgery

as indicated.

Adverse Reactions; (Penicillin has significant index of sensitiza-

tion); Skin rashes, ranging from maculopapular eruptions to exfolia-

tive dermatitis; urticaria; serum sickness-like reactions, including

chills, fever, edema, arthralgia and prostration. Severe and often fatal

anaphylaxis has been reported (see "Warnings”).

Composition; Tablets—125 mg. (200,000 units), 250 mg. (400,000
units), 500 mg. (800,000 units); Liquid--125 mg. (200,000 units) and
250 mg. (400,000 units) per 5 cc.

Wyeth Laboratories Philadelphia, Pa.

oral pen.vee®K
(potassium phenoxymethyl penicillin)



The asthmatic has
his own built-in

“air pollution” problem...

COMPOSITION: Each Asbron Inlay-Tab and

each tabtespoonful (1 5 ml.) of Asbron Eiixif

contains theophylline sodium glycinate 300 mg.

(equivalent to 150 mg. theophylline); glyceryl

guaiacolate 100 mg. and phenylpropanolamine

hydfochioride 25 mg. The efixir supplies the

active ingredients in a solution containing

1 5% alcohol.

ACTION AND OSES; Symptomatic relief

of bronchial asthma and asthmatic bronchitis

through the combined actions of two effective

broHchodilators and a superior expectorant.

ADMINISTRATION AND DOSAGE;
Adults—-

1 or 2 tablets or tabfespoonfuls,

2 or 3 times daily

Administration after meals may reduce

the infrequent possibility of gastric distress

or CNS stimulation.

Children—

•

6 to 1 2—2 or 3 teaspoonfuls,

2 or 3 times daily

3 to 6—1 to 1 % teaspoonfuli,

2 Of 3 times daily

1 to 3—% to 1 teaspoonful,

2 or 3 times daily

PRECAUTIONS: Do not administer more

frequently than every 4 hours or within 12 hours

after administration of, or concurrently with,

other xanthine derivatives.

CAUTION: Ordinary large doses may cause

hypertension, headache, tachycardia, nausea,

vomiting, etc.

WARNING: Use with caution in patients

suffering from hypertension, cardiovascular

disease and hyperthyroidism.

HOW SUPPLIED: Asbron Inlay-Tabs, in

bottles of 100. Asbron Elixir, in pint bottles.



ASBRON' helps keep
airways open for

“replacement” air

Asbron opens the airways and
relieves bronchospasm, an

important factor in the asthmatic's

"air pollution" problem. Thus, the

patient is protected from asthma
symptoms with Asbron's "air

supply." This support is possible

because Asbron has a complete

formula that improves breathing . .

decreases coughing . . . lessens

wheezing . . . wins patient

acceptance. Made up of a xanthine,

a sympathomimetic and an effective

expectorant, Asbron's clinically

effective formula rarely causes

gastric upset or CNS stimulation.

Patients feel secure with Asbron

—

perhaps because their "air supply"

is protected. Available in tablets

for adults or elixir for children.

ASBRON lnlay-tabs®/Elixir

(theophylline sodium glycinate, glyceryl

guaiacolate and phenylpropanolamine

hydrochloride.)

Helps you put a little living back
into the life of your asthmatic patient.

DORSEY LABORATORIES a division of The Wander Company Lincoln, Nebraska 68501



Additional information

available upon request.

Eli Lilly and Company
Indianapolis, Indiana 46206.

Darvon"
Compound-65
Each Pulvule® contains 65 mg. propoxyphene
hydrochloride, 227 mg. aspirin, 162 mg. phenac-
etin, and 32.4 mg. caffeine.



Anesthesia in the

Intermountain

States

1. HE SURVEY made by the University of Utah

and the Intermountain Regional Medical Pro-

gram, published in the February 1968 issue

of the Rocky Mountain Medical Journal, rela-

tive to the distribution of anesthesiologists,

brought to the atten-

tion of the medical

profession some inter-

esting findings. Re-

sults of the survey

serve to emphasize many facts that have

been well-knovm to those physicians \vho

have served in rural hospitals for many years.

The University of Utah School of Medicine

and Intermountain Regional Medical Pro-

gram are to be congratulated on the time and

effort spent to complete and summarize this

important study. The survey disclosed that

most of the anesthetics in the rural hospitals

are being administered by family doctors

with inadequate training in anesthesiology

during their internships and by nurses who
have had minimum training under the guid-

ance of the family physician for whom they

work.

Following this survey, the Department of

Anesthesiology of the University of Utah and

the Intermountain Regional Medical Program
have instituted a program of continuing edu-

cation for physicians who are administering

anesthetics in the rural hospitals. Under this

program the generalist or family doctor goes

to the University of Utah Department of

Anesthesia for a briefing and interview. He
is given a home-study program and is re-

quired to spend one day each week with the

Board Anesthesiologist most geographically

acceptable who has agreed to teach these

physicians practical anesthesiology. At the

end of the one year the family physician re-

turns to the University of Utah for rebriefing

and an assessment of his skill and ability in

anesthesiology. This is an excellent program.

The well-trained men who are devoting time

and talent in giving a practical training in

anesthesiology to these rural physicians de-

serve the thanks and admiration of the entire

medical community. The rural communities

in which these men practice will benefit ma-
terially by the training in anesthesiology, and

the end result will be better patient care—the

ultimate goal of every dedicated individual in

the field of health care.

Because of the work load or other prob-

lems there are only two physicians in the

entire area of Western Colorado who have

availed themselves of this training. This ex-

cellent program will meet the needs of two

communities in Western Colorado but it will

take care of only a small fraction of the real

need in this field.

At the annual meeting of the Colorado

Medical Society on September 11, 1968, we
were told of the interest of the American

College of Anesthesiologists in exploring the

possibility of an intensively oriented course

in anesthesiology. This action on the part of

the American Society of Anesthesiologists

has greatly interested those of us who are

giving our professional lives in the rural

health care field. The Committee is chaired

by Carl E. Wasmuth, M.D., Cleveland Clinic,

2020 East 93rd Street, Cleveland, Ohio, Presi-

dent of the American Society of Anesthesi-

ologists. Every one who recognizes this tre-

mendous need hastens to congratulate the

American Society of Anesthesiologists on

their awareness of this tremendous void in

rural health care.

There is no question that there is tre-

mendous enthusiasm on the part of doctors

practicing in rural hospitals relative to the

possibility of intensively trained young men
and women with academic and practical

training geared to the needs of the rural hos-

pitals. This new member in the field of anes-

thesiology would relieve doctors and nurses

of the tremendous load of responsibility dur-

ing surgical procedures. The quality of anes-

thesia would be greatly improved and the

value of this technical skill would soon be

felt in the medical manpower field. The use

of these people at this level of anesthesiology

would relieve inadequately trained registered

nurses for other duties. It is hoped that Dr.

Wasmuth’s committee would consider 24

months of intensive training without breaks

for vacations. This would help to relieve this

tremendous void in rural medical practice.
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It is possible that a year of academic training

and a year of practical work under the direct

supervision of a Board Anesthesiologist

would be feasible. The academic year could

be geared to the schools already functioning

in the health care field; for example, at Mesa
Junior College School of Nursing in Grand
Junction, Colorado, and other institutions over

our state and nation. The time allotted to the

academic training could include the studies

directed to the various facets of anesthesia.

They should, of course, include pharmacology

with special emphasis on drugs used in anes-

thesia, anatomy, and physiology. The student

should have three or four weeks in one of our

intensive courses in heart care and resuscita-

tion; e.g., Colorado-Wyoming Regional Medi-

cal Program and the Intermountain Regional

Medical Program. It would require time, dedi-

cation, and interest on the part of the Board

Anesthesiologist to work with these care-

fully selected and intelligent people on a

voluntary basis, under federal funding or

other means of support and remuneration.

During the past few years we have learned

many things relative to the involvement of

tax funds for continuing medical education.

I have not heard one word of disapproval

relative to the use of tax money for the train-

ing of nurses and physicians in intensive

heart care. Neither have I known of a single

instance in which the staff physicians of rural

hospitals as well as urban hospitals have felt

that the nurses taking these courses have not

raised the standard of heart care in our

institutions. These nurses have done this by
actual involvement in the care of patients in

our hospitals and by teaching our staff mem-
bers who have not had the benefit of attend-

ing these excellent courses of study. With the

background of many years of rural practice

and having just completed a term as Presi-

dent of the Colorado Medical Society, I have

become acutely aware of this problem in the

Intermountain West and I am sure that these

same problems exist in every area of the

United States.

It is unrealistic and impossible to expect

Board-certified Anesthesiologists to cover

their own hospitals’ anesthetics needs and

those of distant rural hospitals. Some of our

urban colleagues have suggested that Corps-

men discharged from the Armed Services

who have been adequately trained in anes-

thesiology could be of value. They could be

a special source of candidates for the inten-

sive training geared to the need of rural hos-

pitals.

It would not be the intention of this edu-

cational program to produce anesthesiologists

to function in surgical procedures involving

open heart surgery, organ transplants, etc.

Rather it would be hoped that these people

could meet the needs of the rural institutions

in routine but necessary surgical procedures

involving general anesthesia. Much of the

work in rural hospitals is of an emergency
nature and is not the elective type of surgery

that requires the services of an anesthesi-

ologist who has spent years in college, medi-

cal school, internship, and residency or years

in nursing school before their anesthetic

training. Many lives are lost in the rural

areas every year because of the absence of

someone skilled in doing an immediate in-

tubation with confidence and dispatch.

I have discussed this possibility with many
of our physicians and surgeons practicing

in rural hospitals. They generally agree that

there would be less emotional strain and

anxiety on their part with an anesthesiologist

with 24 months of intensive training who
could assume a part of the responsibility that

the physician now carries. As the survey

pointed out, most of the anesthesia in rural

hospitals are given by nurses without formal

training or by physicians who have had only

the minimum training offered during their

internship.

Following the 1968 annual meeting of the

Colorado Medical Society, a young man came

to me and expressed great interest in practic-

ing in a rural community hospital. However,

he was not able to do so because of the lack of

personnel trained in anesthesiology. Another

physician said that he had given up his rural

hospital practice after six years because of

this same problem. We discuss improvement

in rural health care at almost every medical

meeting.
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Anesthesia is the greatest roadblock to

comprehensive rural health care and yet we
continue to avoid discussing this great vacu-

um. Many of us believe that this problem of

anesthesia is the most neglected factor in

our efforts to attract physicians to rural areas.

Since the need in the rural areas is so acute

and since the American Society of Anesthesi-

ologists is taking the lead in assessing this

need we should do everything possible to sup-

port this fine and sensitive organization and

the committee appointed for this study. We
should be willing to spend time required to

make our needs known, to make information

available, and proceed with current surveys

if this information is desired and needed.

It is possible that around these anesthe-

siologists in the rural hospitals could be

built a career economically as well as emo-

tionally satisfactory to the individual. The

new anesthesiologist might well serve two

or more rural hospitals. His duties in the

health care field could include some admin-

istrative responsibilities, the less technical

x-ray work, and laboratory procedures which

must be done with intelligence and dispatch.

Since he would also have had 3 or 4 weeks

training in intensive coronary care he would

be qualified to assist with this type of pa-

tient. Salary-wise, I think that there would

be no question that the average rural hospital

could meet this economic factor admirably.

Those of us who have given this great need

some thought and study, feel that the anes-

thesiologist, by assuming interesting and

challenging responsibilities in the rural hos-

pital could make himself indispensable to

the community.

With regard to the legal responsibility of

the new, intensively trained anesthesiologist,

I ask you to consider seriously who takes the

responsibility for the inadequately trained

nurse anesthetist or the physician who has

had little or no training in anesthesiology?

The surgeon assumes the responsibility, na-

turally. This responsibility and tension could

be minimized and the quality and safety of

anesthesia tremendously improved by the

anesthesiologist geared to the needs of rural

hospitals.

It is quite possible that anesthesiologists

receiving this training would require special

licensing as is planned by the Pediatric Nurse

Assistant. If this program is worked out by
the American Society of Anesthesiologists

and those interested in the academic training

of these people, enabling legislation for li-

censure, it would be enthusiastically sup-

ported by scores of rural physicians as well

as citizens who likewise feel this need at a

community level. Without doubt, the rural

physician in the rural hospital would be in-

volved with much less risk with an inten-

sively well-trained anesthesiologist than un-

der our present system. Unlike many pro-

grams that are being offered in the health

care field, these people would be working

with and adjacent to the surgeon and his

assistant. The decision relative to the patient’s

physical condition and the risk involved will

have been assessed previous to surgery by
the physician responsible for the patient’s

health care. Spinal anesthesia and nerve

block is now and would continue to be done

by the surgeon and his skilled assistant. The
anesthesiologist could capably watch the vi-

tal signs during surgery under these circum-

stances. Let me repeat again, the physical

status of the patient would be the responsi-

bility of his physician.

We are all interested in the ultimate in

standards of health care, yet we must be

realistic. We must avoid setting standards by
law and by directives that in 1969 or even

during this decade will be impossible to meet
with the present available manpower. This

program is one of great need and with the

cooperation of the American Society of Anes-

thesiologists it could be worked out to be one

of the most effective programs that we have

sponsored, especially in our quest for ways to

multiply our medical manpower and to raise

the quality and quantity of health care. We
have made a big step from that time when, in

rural medicine the husband gave the anes-

thesia and the hired man held the lantern.

What we are searching for now is a safer and
more efficient step toward better anesthesia

in the rural hospital.

More information will be obtained from
the Northern New England states, e.g.. New
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Hampshire and Vermont, where a similar

program, we understand, has been in effect

for some time. We have learned from mis-

sionary physicians that many of the anes-

thetics in the foreign missionary hospitals are

given by trained native dressers or corpsmen

and that the quality of the anesthetics given

by these more intelligent native people is

acceptable.

I do sincerely hope that if you have an

interest in this tremendous need in rural

health care that you will sponsor or co-spon-

sor a resolution relative to a feasibility study,

at the next meeting of the House of Delegates

of your state’s medical society for considera-

tion and action. Henry H. Zeigel, M.D.*

Collbran, Colo.

•Immediate Past President, Colorado Medical Society;
Medical Director, Plateau Valley Congregational Hospital.

1R.ECENTLY OUR “Tell IT LIKE IT is” depart-

ment heard on radio recitation of the follow-

ing parable. Mr. Hugh B. Terry, President of

KLZ, Denver, furnished us a copy of the origi-

nal as published in The Thief River, Minne-

sota, Times:

Once upon a time

there were two men who
The lived on farms across the

Equalizer road from each other.

One of these men labored

from early to late to

plant and tend his crops, care for his livestock,

improve his buildings and repair his machinery.
His wife took part-time employment in the nearby
town to supplement the family income and provide
for the education of their children.

The other man preferred to rise at his con-

venience, spent many of his days in the nearby
town playing cards, talking on the street comer
or relaxing in an air-conditioned bar. His crops

—

seeded later than his neighbor’s—were infested

with weeds. He had no livestock, for they were
too much work and his buildings were in too

poor repair to keep them. His wife joined him in

town or went on her own way, letting the house-

work slide and neglecting her children.

By virtue of his effort, enterprise and initiative,

the first man harvested a good crop, his livestock

and their products brought top prices and his

farmstead had a neat, orderly appearance. Because
of his indolence and carelessness, the second man
harvested only a little crop and his buildings

deteriorated.

Then along came a being called Equalizer. He
looked upon the second man and said, “Your

children are undernourished and underclothed, I

will provide you with sustenance for yourself and
for them. You are poverty-stricken because you
have little income; I will give you more money.
Your house is in poor condition; I will build you
a new one.”

He looked upon the first man and said, “You
have more income than you require to provide
your family with necessities; I will take the re-

mainder from you. Your land and buildings and
machinery are of great value; I will exact pay-
ment in relation to their value. Your production

has created surpluses; next year I shall restrict the

acreage you may plant. I shall take much of what
you have and give it to your neighbor who is less

fortunate than you.”

Other neighbors heard what the being called

Equalizer had to say and they reasoned thus: “Why
should we labor when the returns of our labor

are taken from us? Why should we not do as we
please, forsaking our labors, when the being

called Equalizer will care for our wants and edu-

cate our children? Let us then pursue the course

of leisure and pleasure.”

Now the country in which this parable took

place was called the United States of America and
the being called Equalizer was the government.

And the people grew lazy and dependent upon the

Equalizer, and he lost his power to sustain them
and they disappeared from the face of the earth.

Yes, loss of incentive is a disease, both

contagious and malignant. We are a long way
down the road now. Perhaps the next four

years will retard this relentless trend.

X_7ARLY IN January a weather-beaten old

gentleman entered the main entrance of one

of our large general hosiptals. He had a prob-

lem—and he looked it as he asked if he could

see one of the doctors. The clerk at the admis-

sions desk directed

Picture him to the Emergency

of Room where he told

Bewilderment his story. It was a cold

day, he was not ade-

quately clothed, and he only had a dollar in

his pocket. But he did have his Medicare

card.

He was told at the admission desk and

again at the Emergency Room that Medicare

could not possibly help him, especially so

early in the year. He had not needed, wanted,

or requested—let alone paid for—$50 worth

of medical care. He was treated with every

courtesy at both desks, but no one could get
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through to him why Medicare could not help

him. He thought it was legal tender as far

as his predictable health requirements are

concerned, and he could not understand his

obvious disappointment. He was offered the

names and addresses of three physicians,

but he had no way to get there. It was still

cold outside and he needed his dollar for

food rather than taxi fare. Back went the

Medicare card into a shabby pocket as he

expressed soft and courteous gratitude for

the time he had consumed. It simply wasn’t

worth it, said he, but thank you just the same.

This small story has, at least in part, oc-

curred in the offices of every one of us, and

it is usual in hospitals and clinics. No doubt it

has occurred many thousands of times, and

it will be repeated many thousands more.

People of more and better education and to

whom the world has been more kind than to

our character above cannot understand all

the things that Medicare does not do. It was
sold to them, they voted for it, and all of us

are paying for it and will pay. We tried to

tell them, but the voters heard and followed

more and louder voices than ours. So now
the politicians want it for everybody and

their forces are moving in that direction.

More paper work, fewer doctors; more taxes,

and more bewilderment about the definition

of the bill of goods our country bought! A
part of our changing economy? Indeed it is

—

quite a part!

I HAVE LIVED IN THIS AREA SINCE 1936, and dur-

ing that time I have been involved in trying

to get all sorts of injured people out of

wrecked vehicles. It can be quite a distance

from the road down to the injured people.

The slope can almost

go to a 75 degree angle

since we live in a

mountainous terrain,

and the vehicle usual-

ly comes to a stop

quite a distance below the road. A Stokes

wire basket litter with straps is used to secure

the person so as to bring him back up to road

level.

Our emergency vehicles each carry a

100 ft. length of rope. In my own car I have

a pulley with a long chain and hook on it that

can go around a car bumper or highway
guardrail, if it is still intact. The rope is

run through the puUey and down to the

Stokes wire basket litter in which the patient

has been strapped. The rescuers do not run

the risk of being injured if they will use the

rope in their descent from the road level to

the patient. We descend the rope slowly and

wear gloves so we don’t burn our hands. The

rope is tied in to the head of the litter with

a Bowline knot. That knot is always checked

by someone else before we start back up the

slope because it is amazing what kind of knots

can be tied by amateurs. We instruct the

people at road level to run the rope through

the pulley and then to start walking slowly

down the road. If a car is handy the driver

is instructed, after the rope has been tied

to his bumper and run through the pulley, to

drive very slowly down the road.

The easiest way of getting the injured

person back up to road level is for me and

one other man to get on the foot of the litter

as it proceeds up the hill. The rope will lift

the head of the litter and with both of us

leaning backward it tends to raise the lower

end of the litter. It is better to get on the

foot end of the litter because it is lighter than

the head. This method works well and is

easier than trying to carry the injured person

up the hill. If the patient were to be pulled

up hand-over-hand he would be jerked all

the way, and one can’t choose the footing as

one goes back up the slope leaning back up

against the foot end of the litter.

Another thing found very useful in our

country is a skier’s backpack in which the

necessary equipment can be carried down
to the injured person rather than trying to

carry a bag in one hand and hang on with

the other. A person’s hands are both free so

that he can hang on to the rope and not run

such a risk of getting injured himself on the

way down. Hard hats should be worn by

rescuers working on the lower levels to pre-

vent injury from rocks falling on their heads.

Freeman D. Fowler, MD
Idaho Springs, Colorado

Method of

Transporting Auto

Accident Victims

Back to Road Level
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ARTICLES

Ambulatory therapy for chronic
airway obstruction*

Thomas L. Petty, MD, Denver

Effective ambulatory therapy for patients

with emphysema and chronic bronchitis,

together called chronic airway obstruction

(CAO), requires the development of a

systematic care program which is

physiologically oriented.

Patients with CAO have the chronic prob-

lem of expiratory airflow obstruction due to

collapsing airways/*^ mucous gland hyper-

plasia,^ and probably retained secretions.'^ Be-

cause of inactivity imposed by dyspnea, pa-

tient clinical activity often deteriorates to an

unacceptable level of physical fitness;®-®

and patients develop inefficient breathing ha-

bits.®-® Finally, intercurrent problems such as

infection (acute bronchitis, bronchiolitis, and

pneumonitis) pulmonary thromboembolism,

secondary polycythemia, and bouts of con-

gestive heart failure demand specific therapy.

The most important aspect in ambulatory

therapy is patient education.'^-® The enlight-

ened patient can begin to cope with his

disease and to function as a member of his

own health team. Specifically, patients must

be taught methods of bronchial hygiene,'^-®

retrained in their breathing pattern, and have

prescribed an organized program of physical

reconditioning.

Bronchial hygiene involves the inhalation

of bronchodilator drugs (usually Isoproter-

enol, Isoetharene with phenylephrine, or

racemic epinephrine). The purpose of bron-

chodilator inhalation is to combat mucosal

edema, release muscular bronchospasm, and
probably to promote mucociliary clearance.

*From the Respiratory Care Unit, Department of Medicine,
University of Colorado Medical Center, Denver, Colorado
80220. Supported in part by PHS Grant No. 108-66-227.

Generally, patients inhale at least ten deep

breaths of dilute bronchodilator (usually one

or two with water) by a variety of devices.

We generally employ the simplest device

which demonstrates clinical effectiveness.

Most commonly we use a simple hand-

bulb nebulizer (DeVilbiss No. 40). A simple

IPPB device, the Hand-E-Vent, is useful in

very obstructed patients. For patients re-

quiring more aid with their therapy, auto-

matic IPPB devices are employed.

After inhalation of bronchodilator, mois-

ture inhalations will thin secretions. Again

we use simple devices whenever possible. A
simple baby bottle warmer with steamer at-

tachment used in conjunction with an alum-

inum foil cone will often suffice. If not, pump
driven nebulizers such as the Heated Main-

stream Nebulizerst are used. For patients

with thick secretions, a variety of ultrasonic

nebulizers, which have become practical and

convenient, are used at home. Following

moisture inhalation, which should take at

least ten minutes, we employ expulsive

coughing maneuvers and/or postural drain-

age using simple positions. The details of the

bronchial hygiene program need to be indi-

vidualized for each patient. Experience has

dictated that effective removal of secretions

can be accomplished by the triple sequence

of bronchodilator drug followed by moisture

followed by expulsive coughing measures.

This sequence is generally practiced each

morning and each evening and at additional

times during the day when patients perceive

retained secretions. It is particularly neces-

sary during exacerbations of bronchitis or

broncholitis.

tOhio Medical Products, Madison, Wisconsin or Puritan-
Bennett Co., Kansas City, Missouri.

for April 1969 29



Breathing training involves the use of

abdominal diaphragmatic breathing to help

empty the lungs and elevate the diaphragm,

and of pursed lip exhalation to slow respira-

tions and probably provide back pressure on

the airways to prevent excessive collapse.

The exact mechanism of the pursed lip man-
euver is not known, but studies in our labor-

atory indicate improved alveolar ventilation,

a lower minute ventilation and improved gas

transport using this maneuver. Patients can

learn to use their breathing pattern not only

during periods of stress but throughout the

day, employing a regular habit without much
conscious effort.

Daily graded exercises in the form of

planned walks on the level, on treadmill or

on stairs, improves exercise tolerance to a

great degree. The average patient with chron-

ic airway obstruction can double his walk
tolerance and improve his work capacity by
a factor of three or four following a two-week
period of physical retraining.^^ This occurs in

spite of the fact that marked improvement
in pulmonary function is not expected in

chronic airway obstruction. Patients learn to

perform the same standard exercise at a

lower heart rate, and lower minute ventila-

tion. In short, they become more efficient.

Oxygen-supported exercise and continuous

ambulatory oxygen therapy are useful in a

limited number of patients with chronic air-

way obstruction and hypoxemia, particular-

ly for patients who reside at altitudes above

3,000 feet. Oxygen has been shown to reverse

reactive pulmonary hypertension, control

secondary polycythemia, and greatly im-

prove exercise tolerance.^®’^® Oxygen is con-

veniently administered with the liquid oxy-

gen walker system.! In brief, a reservoir is

kept in the home, and a lightweight, seven-

poimd cannister, containing two to three

hours oxygen supply, is used for oxygen-

supported exercise. At rest, oxygen is con-

sumed from the main reservoir. Patients

generally receive oxygen at two liters at rest

by double nasal prongs, and four liters at

exercise. The adequacy of these flow rates

should be determined by arterial blood gas

analysis to give just sufficient flow to cor-

tLinde Division, Union Carbide Corporation, New York,
New York 10017.

rect the hypoxemia, i.e., to provide an ar-

terial PO 2 of 55-65. Patients who are working
have a second cannister at their place of

employment, so that repeated refills are

possible.

The cost of continuous oxygen is approxi-

mately $150 per month, but this is much less

expensive than hospitalization or nursing

home care. The comfort afforded as well as

the potential for vocational pursuits make
this form of therapy highly desirable for the

severely disabled hypoxemic individual with

reactive pulmonary hypertension and second-

ary polycythemia. Although oxygen admin-

istration must be physiologically oriented,

there is no absolute arterial oxygen tension

which demands continuous oxygen therapy.

For example, we have observed patients who
are quite symptomatic, with oxygen ten-

sions in the low 50’s at rest and high 40’s dur-

ing exercise, achieve great benefit with con-

tinuous ambulatory oxygen therapy. On the

other hand, patients with a similar degree of

hypoxemia may be asymptomatic and fail to

show any stigmata of severe hypoxemia. The
difference in the two groups of individuals

probably has to do with oxygen transport

mechanisms, including the adequacy of car-

diac output and lack of hypoxia induced re-

active pulmonary hypertension. The relative-

ly pure emphysema patient, who is markedly

dyspneic but not hypoxemic, benefits little

or not at all from oxygen therapy. This is

because he cannot improve his oxygen trans-

port a significant degree by increasing car-

diac output or oxygen staturation.^^

Digitalis and diuretic drugs are useful in

congestive right heart failure^® but are dan-

gerous in the face of electrolyte abnormali-

ties. Particularly, potassium depletion must

be avoided. Also, digitalis is much more effec-

tive and safe if the myocardium is well oxy-

genated.^®

Antibiotics are used for specific deep chest

infections. Prophylactic antibiotic therapy is

not recommended. Generally, we employ am-

picillin four grams daily for two days fol-

lowed by two grams daily at the sign of

deep chest infection (purulent sputum, fever,

and leukocytosis). An alternative is tetra-
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cycline in half the dose by weight. The usual

duration of therapy is seven to ten days.

Corticosteroids are particularly valuable

for patients who have a bronchospastic com-

ponent disease. These individuals frequently

have an asthmatic background years before

they develop chronic airway obstruction. In

addition, the patients who are most likely to

have reversible obstruction are those with a

relatively short duration of disease (usually

less than five years), a fair degree of bron-

chodilator response (increase in maximum
mid expiratory flow judged by spirogram fol-

lowing bronchodilator administration of >66
per cent), and who manifest episodic wheez-

ing dyspnea as part of their chronic symptom
complex.^^ Generally, Prednisone 30 mg daily

for two days followed by a maintenance dose

of 5-10 mg daily will suffice. Objective func-

tional improvement will guide the further

use of steroid drugs.

In general, tranquilizers and sedatives are

dangerous in chronic airway obstruction due

to their ability to depress respiration. Pa-

tients with agitated depression may respond

well to small doses of amitriptyline (Elavil ^)

or imipramine (Tofranil R).

Oral bronchodilators containing ephedrine

or xanthine and saturated solution of potas-

sium iodide are of little use in chronic airway

obstruction.

TABLE 1

CHARACTERISTICS OF 182 PATIENTS
AT THE TIME OF ENTRY TO THE PROGRAM

Average Range
Age-Years 61 s.d. 9 (33-81)

Sex 87.3% male
Weight 142 s.d. 29 (88-265)

Height 67.9 s.d. 3.0 (58.5-75)

VC (liters) 2.58 s.d. .79 (1.22-5.17)

FEVi (L/sec) .94 s.d. .38 (.26-2.21)

MMF (L/sec) .41 s.d. .22 (.11-1.77)

MW (L/min) 35.5 s.d. 15.1 (6.4-80.9)

TABLE 2

CLINICAL CHANGE
(per cent in parentheses)

Vn-
Better Same Worse known Total

6 Months 101 (70) 32 (22) 9 ( 6) 2 (1) 144

12 Months 64 (62) 29 (28) 10 (10) (-) 103

18 Months 43 (55) 21 (27) 14 (18) (-) 78

24 Months 8 (32) 10 (40) 7 (28) (-) 25

Effectiveness of Ambulatory Therapy

To test the efficacy of the type of care

described above, 182 patients with emphy-

sema or chronic bronchitis fulfilling the clin-

ical criteria of the American Thoracic So-

ciety^*^ were accepted for out-patient man-

agement. The background factors for the

group are listed in Table 1.

Symptomatic benefit judged by each pa-

tient 6, 12, 18, and 24 months after entry

into the program is listed on Table 2. In order

to be “better,” patients had to increase their

baseline walk tolerance or stair climb ability

by greater than 50 per cent and be able to

do so without appreciable symptoms. The

TABLE 3

PRELIMINARY vs. 12-MONTH DATA—103 PATIENTS
Initial Tests 12-Month Tests

Test N Mean Std. Dev. Mean Std. Dev. P

VC 96 2.65 .82 2.65 .85

FEV, 96 1.01 .40 .95 .51

MMEF 96 .45 .24 .41 .31

MVV 95 40.2 15.1 37.4 20.5

pH 62 7.40 .04 7.40 .04

pCO, Non O, 62 38.2 6.1 39.2 5.0

Patients

pOa 57 59.0 7.5 61.9 0.3 .04

Og Saturation 62 88.8 5.1 90.0 4.1

Walk Tolerance (ft.) 77 649. 603. 1,323. 903. .0005

No. Stairs 64 41.6 25.4 68.5 34.4 .0006

Work on Stairs

(kgm) 64 482. 326. 812. 455. .0008

Weight 79 144. 25. 145. 25.

pH 10 7.37 .06 7.36 .04

pCO, O, 10 53.5 11.9 63.4 15.5

Patients

pOj 6 52.9 12.0 60.8 24.0

O
2 Saturation 10 87.2 11.9 86.6 7.7
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same or lesser degree of improvement in

exercise tolerance but with continued dysp-

nea was judged “the same.” Failure to im-

prove at all or deterioration was termed

“worse.”

Ventilatory function tests and blood gas

analyses at rest, with and without oxygen,

showed no statistical change over a one-year

period of observation, as shown in Table 3.

It may be noteworthy that resting pOg in

patients not receiving exogenous oxygen is

significantly improved at one year.

The most striking improvement is in walk
tolerance, stair climbing ability, and calcu-

lated work on stairs (kilogram-meters). This

is possible in spite of no striking improve-

ment in pulmonary function and is likely a

phenomenon of training.®-^^

Numerous other clinical and physiological

observations have been made in this group of

study patients and will be the subject of

later reports.^^

Summary

In summary, physiologically-oriented, sys-

tematic care for chronic airway obstruction

is effective from the standpoint of symp-
tomatic benefit in most, improved walk tol-

erance in most, and improved objective func-

tional improvement in some. The essence of

ambulatory therapy involves patient edu-

cation, bronchial hygiene, breathing retrain-

ing, physical reconditioning, and in some
hypoxemic individuals, continuous ambula-

tory oxygen therapy. Ancillary medical ther-

apy for congestive right heart failure, sec-

ondary polycythemia, and reactive broncho-

spasm is beneficial. •
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Physiological observations in residents

of Bogota, Colombia, altitude 8700 feet*

J. Hernando Ordonez, MD, Bogota, Colombia

This review presents interesting medical

observations on a South American population

living at an altitude comparable to many

communities in the Rocky Mountain area.

The city of Bogota, Colombia, is located at

an altitude of 8,700 feet above sea level, and

the atmospheric pressure is reduced to 560

mmHg. Associated with this is a decrease in

the alveolar oxygen tension (P^02) to 67-70

mmHg, but because of the shape of the oxy-

hemoglobin dissociation curve, the arterial

blood is still 90 per cent saturated.*'^ Since

arterial desaturation is not present in healthy

people, at least at rest, one would expect very

little stimulation of the mechanisms of adap-

tation to altitude. However, since the normal

in Bogota is already at the shoulder of

the oxyhemoglobin dissociation curve, any

factor which lowers P . O „ will cause a shift

into the steep part of the curve, and conse-

quently arterial oxygen saturation will fall.

Cardiovascular Findings in Normal People

The systemic arterial blood pressure is

no different in Bogota than at sea level.®’^-®

7,8,9 Apparently one must go to higher alti-

tudes to observe the lowering of systemic

blood pressure reported from La Oroya, Peru,

at 12,600 feet.i"

•From the Department of Physiology, School of Medicine,
National University, Bogota, Colombia. This review was
translated by Dr. Robert F. Grover, Assoc. Prof, of Medi-
cine, with the assistance of Eva Toyos and Sharon Snider,
from the High Altitude Research Laboratory, Division of
Cardiology, University of Colorado School of Medicine,
Denver, Colorado, U.S.A. Excellent secretarial assistance
in preparing the manuscript was provided by Audrey
Mathis.

Pulmonary arterial pressures are of par-

ticular interest, since the chronic hypoxia of

high altitude is known to produce pulmonary

hypertension.^’'^ Del Portillo'^ studied 18

normal residents of Bogota; 9 were between

14 and 20 years of age, 6 were 20 to 30 years

old, and 3 were between 30 and 60 years old.

The average resting pressures in the right

heart were as follows:

Right atrium mean 2.6 Hz 2.4 mmHg
Right ventricle systolic 25.1 ± 4.2

Main pulmonary systolic 20.9 + 3.5

artery diastolic 9.2 + 2.7

Pulmonary capillary Mean 6.0 + 1.9

The zero reference point was midway be-

tween sternum and spine. These pressures

are not higher than those found at sea level

at rest; observations were not made during

exercise. Therefore, it appears that Bogota

at 8,700 feet is still below the threshold for

producing high altitude pulmonary hyper-

tension.

No increase in heart size has been found.

The diameters of the cardiac silhouette are

not increased, according to the radiological

studies of Esguerra.''^ Also, in people dying in

accidents or from wounds, autopsy at the

Institute of Legal Medicine revealed no car-

diac enlargement.'®

The electrocardiogram is also normal at

8,700 feet, according to Ordonez.'® Heart rate

and the form of the waves are not remark-

able. When tachycardia is present, the Q-T

interval is a little shorter than seen with

the same heart rate at sea level."' A slight

tendency to right axis deviation has been

observed as in other populations living high-

er than sea level.'®
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The altitude of 8,700 feet at Bogota is not

sufficient to produce clinical polycythemia.

Although hematocrit and hemoglobin may
be slightly higher than values at sea level,

the difference is not significant.^® This fol-

lows from the absence of arterial desatura-

tion, and so the red cell mass would be ex-

pected to be normal.

Pulmonary Function Studies in

Normal People

An increase in minute ventilation has

been reported by BernaP^ and is reflected by

the reduction of alveolar carbon dioxide ten-

sion (P^COg) to 33-35 mmHg. The spirometric

studies carried out by Del Portillo^® yielded

the following in people 18 to 25 years of age:

Vital Capacity % of

Surface Area Observed V.C. Predicted

1.50-1.60 m2 3.54 ± .42L 88-93%
1.60-1.70 m2 3.68 ± .27L 87-93%
1.70-1.80 m2 3.82 ± .42L 85-99%
1.80-1.90 m2 4.19 ± .47L 88-93%
1.90-2.00 m2 4.76 ± .IIL 84-99%

Maximum Breathing Capacity

Surface Area M.B.C.

1.50-1.60 m2 128 + 4 L/min
1.60-1.80 m2 133 + 13 L/min
1.80-2.00 m2 144 + 2 L/min

Regarding the central nervous system, no

one has found a definite influence of the alti-

tude of Bogota. A few tourists complain of

weakness and a certain apathy during the

first days in Bogota, but we cannot exclude

psychologic factors, since many of them ar-

rive with the preconceived idea that they are

going to feel sick at this altitude. On the

other hand, there are many people who
maintain that they felt no sickness at all

which can be attributed to altitude.

The chemical constants, such as glucose,

BUN, calcium, phosphorus, potassium, so-

dium, creatinine, cholesterol, uric acid, bili-

rubin, globulin, albumin, are equal to those

observed at sea level. Mezey and Staffed®

have reported an increase of catalase values

at this altitude. We do not know the signifi-

cance of this, but since catalase and hemo-

globin are produced together in the bone

marrow,^^ this may reflect an increase in

hemoglobin production.

With respect to the digestive tract, there

are no statistical data to confirm an increased

incidence of peptic ulcer, as has been claimed

by some authors.^® Nevertheless, many peo-

ple complain of minor digestive symptoms
which disappear when they go down to lower

altitudes. No one knows if this relief of symp-
toms is due to the increased barometric pres-

sure, or the increased temperature, or some
other factor at low altitude.

Ordohez^®'’^ has described an unusual

melanosis in Bogota in persons with malnu-

trition, that simulates the melanodermia of

Addison’s Disease. This melanosis is present

in all skin, with greater intensity in all

covered parts, such as mucous membranes,

the conjunctiva, oral mucosa, and vulva (with

exception of the vaginal mucous membrane),
also the fingernail, and some other tissues,

such as in the lung and central nervous sys-

tem. This pigmentation disappears if the pa-

tient receives a normal diet. Studying the

etiology, Ordonez and Duehas^® concluded

that it is not due to an increase of the melan-

otropic hormone of the pituitary hypophysis,

which suggests the possibility that the alti-

tude, or perhaps the lack of some nutritional

factor, may have something to do with the

cause. We make this suggestion in order to

call attention to these disturbances of the

pigmentation and question whether they are

also present in other altitudes.

In addition, I believe that it is worth men-
tioning the following negative data: I have

not observed in Bogota any patient with the

symptoms of “acute mountain sickness,” or

any cases of acute pulmonary edema of alti-

tude.

Diseases of the Heart and Lungs

We have seen that in the case of normal

persons and persons at rest at the altitude

of Bogota, no special problems of adaptation

are presented. It is not the same for patients

with cardiac or pulmonary disease in whom
the values of the partial pressure of O 2 and

CO 2 are altered in the alveolar gas as well

as in the blood.

The hemoglobin-oxygen dissociation curve

is sigmoid in shape; above an oxygen pres-

sure (PO 2 ) of 70 mmHg the curve is rela-

tively flat, whereas at the values of PO 2 be-

low 70, this curve is quite steep. At sea level.
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the alveolar PO 2 is normally about 100

mmHg, so an impairment of ventilation which

causes a 25 mmHg decrease in PO 2 is not

associated with any significant fall in arterial

O 2 saturation. In Bogota, however, where the

alveolar PO 2 is normally 67-70 mmHg, this

“reserve” is no longer present. Consequently,

a condition which caused a 25 mmHg fall in

alveolar PO 2 would be reflected by a marked

fall in saturation. For this reason, patients

with cyanotic heart disease or lung disease

will be influenced unfavorably by the alti-

tude of Bogota. It also follows that such pa-

tients will show an obvious improvement

when they go down to sea level. As far as

we know, this subject of patients changing

altitude has not been studied adequately.

Ordonez^® has called attention to the practical

importance of this subject, since today air

travel permits such patients to change alti-

tude with ease. This, then, poses a question

to the physician, namely, what advice does

he give the patient about changing altitude?

With regard to congenital heart disease,

Bernal Tirado, Isaza Botero and Rueda®® have

reported that there is an increase in the fre-

quency of incomplete right bundle block on

the electrocardiogram.

Altitude and Adrenal Activity

Many authors have related the mechan-

ism of adaptation to altitude with the gen-

eral phenomena of stress of Selye. Such

studies generally refer to altitudes greater

than 10,000 feet. However, we have observed

relatively frequently that in many healthy

people from Bogota who go down to sea

level, edema of the limbs appears, which

could be interpreted as due to a hypersecre-

tion of aldosterone, such as Conn observed

studying the adaptation to heat.®^’®®

Exercise and Altitude

This important theme has not been studied

by us. Dr. Ochoa,®® an expert in “sports medi-

cine,” has given me his impression of what
he has observed in the athletes who arrive

from sea level to the altitude of Bogota. Exer-

cise capacity is almost normal during the first

24 hours, then it decreases for 5 to 8 days, and
then it returns to normal. Similar observa-

tions have been made at comparable alti-

tudes.®^

Summary

We have been studying the physiological

characteristics of residents at medium alti-

tude in Bogota, Colombia, at 8,660 ft. above

sea level. At this altitude, the partial pres-

sure of O 2 in the alveolar air is reduced to

67-70 mmHg, and the partial pressure of

alveolar CO 2 is 33-35 mmHg. With these par-

tial pressures, an oxygen saturation of 90

per cent in the arterial blood is found, which

is almost as high as at sea level. In Bogota, no

alterations were observed in systemic ar-

terial blood pressure, or in right heart pres-

sures including the right ventricle, the pul-

monary artery and the pulmonary capillary;

in particular, there was no pulmonary hyper-

tension. The diameters of the heart were not

increased, the thickness of the walls was not

altered, and the electrocardiogram was nor-

mal. Pulmonary vital capacity was not in-

creased, nor was hemoglobin or hematocrit.

No symptoms or signs were observed attribut-

able to the altitude. An unexplained increase

in blood catalase was observed.

HISTO IS CONFUSING.
Histoplasmosis can mimic such unrelated diseases

as TB, leukemia, pneumonia and syphilis. Use the

blue Histoplasmin LEDERTINE^^ Applicator as the

first step in differential diagnosis and as a routine

step in physical examinations for the permanent rec-

ords of your patients.

HISTOPLASMIN, TINE TEST
(Rosenthal)

Precautions— Nonspecific reactions are rare, but may occur.
Vesiculation, ulceration or necrosis may occur at test site in

highly sensitive persons. The test should be used with cau-
tion in patients known to be ailergic to acacia, or to thimero-
sal (or other mercuriai compounds).

LABORATORIES, A Division of American
Cyanamid Company, Pearl River, New York

473-9
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The behavior of patients with cardiac or

pulmonary disease at altitude was discussed,

as well as the problem of muscular exercise.

The relatively frequent appearance of

edema in persons from Bogota who go down

to warm climates at sea level was reported

and it was suggested this may be caused by
an adrenal factor, possibly aldosterone. A
generalized melanosis was described in per-

sons with malnutrition. •
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Non-diagnostic or “normal”
electrocardiogram after multiple

myocardial infarctions

Jacobus H. Verhave, MD, Clovis, New Mexico

Case report illustrating changing

electrocardiographic patterns in a young

man with four myocardial infarcts.

One of the major diagnostic applications of

the electrocardiogram is the recognition of

an acute as well as an old myocardial infarc-

tion. However, a normal electrocardiogram

does not rule out an impending myocardial

infarction, and therefore a series of follow-up

tracings should be made if the medical his-

tory is suspicious. On the other hand, an

abnormal diagnostic electrocardiogram ini-

tially showing all recognized signs of an

acute or a nonacute myocardial infarction

may change to one within normal limits.

Regression and finally disappearance of diag-

nostic Q-waves (at least 0.04 sec. in duration)

is presumed to occur when the infarcted area

gradually shrinks during healing and viable

myocardium covers the scarred tissue through

the development of adequate collateral cir-

culation, resulting in improvement of the

conduction system.

Recently Kalbfleisch et al.,^ in a review of

serial electrocardiograms of 775 patients

followed one month to 10 years after myo-
cardial infarction, reported complete disap-

pearance of abnormal Q-waves in a 6.7 per

cent and equivocal Q-waves in an additional

5.2 per cent; therefore, about 12 per cent of

the original 775 cases became nondiagnostic

of previous infarction. The mortality experi-

ence of this study indicates that those patients

with normal or nondiagnostic E C.G.’s follow-

ing myocardial infarction do not have a more
favorable prognosis. Another reason for the

disappearance of diagnostic Q-waves follow-

ing myocardial infarction is the develop-

ment of left bundle branch block masking
the electrocardiographic evidence of a pre-

vious myocardial infarction. Finally a sub-

sequent myocardial infarction may neutralize

significant Q deflections of a previous in-

farction if an opposed area of the myocardium
is infarcted so that reciprocal cancellation of

all electrical abnormalities takes place.

The following case report is an example of

the last category, in which four subsequent

myocardial infarctions resulted in a non-

diagnostic electrocardiogram.

CASE REPORT
A 42-year-old white salesman was seen May 1,

1968, with complaints of tiredness and shortness

of breath when walking half a block, gradually

changing to substernal pain. Resting or sublingual

nitroglycerin usually gave him relief. The chest

pain on exertion started after a two-day hospital-

ization in June, 1964, because of sudden onset of

chest pain, radiating to his left shoulder and left

arm. He was readmitted for acute substernal pain

from March 13 to March 20, 1966 again from
August 19 to August 21, 1967, and for the fourth

time from August 23 to September 2, 1967.

Physical examination revealed moderate obe-

sity, normal hemogram and sedimentation rate,

serum uric acid 9.5 mgs. total cholesterol 285 mg
per cent, fasting blood sugar (pure glucose method)
104 mgs. per cent and two hour postprandial blood

sugar 142 mg. per cent. His blood pressure was
150/105 in the supine position. The heart sounds

were muffled, and the second sound was louder

than the first sound at the apex, a sign of hyper-

tension. The radiologist reported the lung fields

to be clear and the heart and mediastinum to be
within normal limits. No extracardiac disease to

explain his chest pain was found. A standard
E.C.G. with additional leads and (Fig. 7)

on May 1, 1968, showed incomplete right bundle
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branch block (QRS 0.10 sec and rSriSi in with
wide S waves in L^, AVL, and Vg through Vg)
which is not a rare finding in normal young adults
according to Dimond.^ No electrocardiographic evi-

dence of myocardial ischemia or previous infarc-
tion were present. However the clinical impression
was that the patient having chest pain on exertion,

relieved by rest and nitroglycerin, hyperurecemia,
moderate hypertension and slight postprandial hy-
perglycemia, was suffering from coronary artery
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disease. Because previous electrocardiograms cov-
ering a period of about four years were available
it was decided to refrain from subjecting the pa-
tient to a two-step Master test.

The first available E.C.G. (Fig. 1) on June 2,

1964, showed incomplete right bundle branch block,
although the patient was admitted for sudden chest
pain radiating into his left shoulder and left arm.
The same day his S.G.O.T. of 42 units was equivo-
cal. Two days later the next E.C.G. (Fig. 2), on
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Fig. 6. August 28, 1967.

June 4, 1964, revealed rsRi pattern with a Ri of 4

mm not seen in the first E.C.G., indicating that an
acute “true” or high posterior wall infarction had
developed.®'^ Lead (electrode placed 2 cm. to the
left of the spine at the level of V3), not available,

probably would have produced a significant Q de-
flection seen in high posterior wall infarction as

described by Bayley.^

Fig. 7. May 1, 1968.

The third E.C.G. (Fig. 3) on March 11, 1966,

made during his next hospitalization showed an

acute anteroseptal myocardial infarction with QS
waves and ST segment elevation in V, through

Vg. The QSr pattern in Vj showed that the R' of

4 mm (Fig. 2) had disappeared.

The fourth E.C.G. (Fig. 4) on August 19, 1967,

made during a two-day hospitalization because of

severe substernal pain, was nondiagnostic, and
his S.G.O.T. was in the normal range (28 units).

The QS waves in Vj through Vg, present in the

third E.C.G. had disappeared. After 2 days the

patient was readmitted and the fifth E.C.G. (Fig.

5) on August 23, 1967, revealed an acute infero-

septal myocardial infarction with Q waves in the

1st and 3rd cycle of lead 3 and ST segment eleva-

tion in lead 2, lead 3 and A.V.F. There is a Qr
in Vj, but not (yet) a Q in A.V.F. Five days later

the next E.C.G. (Fig. 6) on August 28, 1967, re-

vealed a significant Q wave in A.V.F.; there were

Q waves in the 2nd, 4th, and 5th cycle of

Lead 3. ST segment elevation in LgLg and A.V.F.,

while a rRi pattern reappeared in V^; an additional

QS wave and ST segment elevation appeared in

Vg. Therefore not only an acute inferoseptal myo-
cardial infarction was present but also a lateral

wall infarction with high posterior wail extension

had developed. No S.G.O.T. tests were available.

The last E.C.G. (Fig. 7) on May 1, 1968, was
again nondiagnostic because it showed incomplete

right bundle branch block just like the first E.C.G.

of June 4, 1964, but it did show a markedly lower
voltage in the precordial leads and lead 2.
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Discussion

The last modification of the Vineberg re-

vascularization operation,® i.e., the right in-

ternal mammary artery “tunneled” or im-

planted into the right ventricular wall and

the left internal mammary artery into the

left ventricular wall, combined with epicar-

diectomy and free omental graft, has a low

mortality rate and is highly successful in

patients with multiple coronary artery dis-

ease. This procedure should be seriously con-

sidered in younger crippled cardiac patients

under 50 years of age like the patient dis-

cussed above.

Conclusions

This case report clearly demonstrates the

following:

1. A normal or nondiagnostic electro-

cardiogram made during prolonged severe

chest pain does not rule out an impending

myocardial infarction even when the S.G.O.T.

values are in the normal range. Serial trac-

ings after hours or days may lead to a posi-

tive diagnosis of acute myocardial infarction.

2. Subsequent myocardial infarction (s)

may result in a nondiagnostic electrocardio-

gram, and when the medical history is sus-

picious of coronary insufficiency previous

tracings may prove coronary artery disease.

However, if previous studies are not avail-

able or nondiagnostic, the time-honored two-

step test of Master will reveal existing coro-

nary disease in a high percent of these pa-

tients. •
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Myocardial infarction*

Problems in diagnosis and treatment

Gerald S. Berenson, MD, New Orleans, Louisiana

This paper presents useful clinical aids

in the diagnosis and management of the

coronary patient and a provocative

discussion of prevention.

Atherosclerosis, coronary occlusion, myo-

cardial infarction, and the resulting myocar-

dial dysfunction represent the most serious

and complex problems in clinical medicine in

this country. These problems are more com-

mon in the male and often involve the young

father, businessman, or executive who is

just beginning to reach the prime of his pro-

ductive career. The mortality rate for acute

myocardial infarction, distressingly high, has

remained about the same over the past 30

years, and it is only in the last few years that

this rate can be reduced significantly.

It is interesting to follow the evolution of

clinical concepts associated with coronary

atherosclerosis. It is still possible to remem-
ber sudden deaths that were attributed to

“acute indigestion.” Although the picture of

myocardial infarction is now well defined,

it has not been long since Herrick described

the clinical features of angina and coronary

insufficiency.^ At times, terminology is still

confusing, and myocardial scars resulting

from cardiomyopathies are not always dis-

tinguished clearly from those arising from

coronary artery disease. The diagnosis and

approaches to treatment of coronary athero-

sclerosis have undergone considerable change

during the past two decades. The value of

Presented at the Wyoming State Medical Society meeting,
September. 1968. From the Department of Medicine,
Louisiana State University Medical Center, Charity Hos-
pital of New Orleans, and Hotel Dieu, New Orleans, La.
This study was supported by funds from Natl. Heart
Institute, USPHS (HE 02942).

anticoagulants, diets, drugs to lower serum

lipids, the effect of smoking, relationship of

a number of disease states, and application

of electronics have all come under intensive

study during the past few years. In fact, the

rehabilitation of patients following myocar-

dial infarction has now been given another

look—one toward the direction of increased

activity rather than the once-recommended

sedentary existence. Surgery, dramatic in

application, is a lay social conversation piece.

Coronary heart disease presents a spec-

trum of conditions which might be considered

(Fig. 1.). First, there are the factors which

have been linked with the development of

atherosclerosis, certain are recognized as

useful for detection of coronary disease

proneness, and others concern treatment. The

clinical manifestations present as coronary

insufficiency, actual occlusion and infarction,

accompanying arrhythmias and, ultimately,

congestive heart failure. Three areas of this

spectrum will be briefly surveyed. They are

problems arising in diagnosis of myocardial

infarction, certain recent advances in the

diagnosis and treatment, and lastly considera-

tion of prevention.

SPECTRUM OF CORONARY HEART DISEASE

ASSOCIATED FACTORS CLINICAL MANIFESTATIONS

Dietary

Angina

Vent, aneurism
Vent, dysfunction

Recurrent episode

Fig. 1. Various clinical aspects which are to he

considered under coronary artery disease.
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Vagaries in the diagnosis

Myocardial Infarction at a Young Age:

In practicing medicine, it is not difficult to

recognize that many textbook descriptions

of coronary disease do not always fit classic

observations. Myocardial infarction in the

male over 50 years is usually emphasized.

However, it is known that atherosclerosis be-

gins in childhood^ and occasionally reaches

a degree to become symptomatic very early.

It is also known that there are contributory

factors to development of atherosclerosis

distinct from the aging process. Age and sex

alone do not dictate whether an individual

will develop the disease. Unfortunately, only

complications, end-stages of the disease, are

recognized. The following are two examples

of severe coronary artery disease in young

persons.

Case 1. A 28-year-old white male, with hyper-

tension of some duration, was overweight most

of his life and gave a long history of smoking one

pack of cigarettes per day. On 4/26 he developed

recurrent chest pains and an ECG was within

normal limits. X-rays of his chest were normal.

On 5/6 he was admitted to the hospital with an-

other attack of chest pain and at this time the

ECG (Fig. 2) indicated the presence of an acute

anterior infarction. WBC 16,000, hematocrit 50.5

per cent, 16.5 gm per cent hemoglobin, cholesterol

250 mg per cent, SGOT 157, 85, 58, 53 units on

successive days.

This is an example of a young male de-

veloping an acute and extensive myocardial

infarction. Similar cases are not uncommon
and even occur in teen years.

Case 2. One year before observation at Charity

Hospital, a 39-year-old white female gave history

of chest pain and numbness of the left arm. This

required hospitalization for 14 days in a neigh-

boring city, and during the admission she had

recurrent bouts of numbness of the left arm, chest

pain, and pain radiating to the jaw. She was told

she had hardening of the arteries and something

wrong with her heart; advised not to smoke, and

was put on a low fat diet. She had smoked at

least two packs per day for 23 years. Four weeks

prior to admission, she again had a bout of sub-

sternal pain radiating into her left arm. With the

onset of this illness, she noted pedal edema. There

was a questionable hyperlipidemia. Her family

history indicated that her father died at the age

of 52 from a heart attack and a grandmother died

in her forties. An ECG (Fig. 3) was interpreted

as evidence of an anterior infarction. The circum-

stances suggested the possibility of a vasculitis

vs an anomalous coronary artery. Because of pe-

riodic episodes of dyspnea, pulmonary embolism
was also considered. Her course while being ob-

served in an intensive care unit was unstable.

Her blood pressure was 98/80; she had recurrent

bouts of tachypnea and dyspnea, palor and

anxiety, and nine days after admission, shortly

after a bout of sudden chest pain, expired.

28 yps. Chest pain Acute anterior Infarction

Fig. 2. Electrocardiogram from a 28~year-old W.
M. (Case 1 ) indicating changes on an acute anterior

myocardial infarction.

Fig. 3. Electrocardiograms from a 39-year-old W.
F. (Case 2 ) indicating an acute anterior myocardial

infarction. The limb leads are mounted across

the top, and six V-leads are in order in the two

lower rows. Please refer to text for further de-

tails.

Fig. 4 illustrates the aorta and coronary arteries

of this young woman; 70-75 per cent of the surface

of the aorta was involved with advanced athero-

sclerotic disease, including complicated lesions of

the abdominal aorta. The coronaries illustrated

patchy atherosclerosis in both the right and left

coronaries with an acute thrombus present in the

anterior descending branch of the left coronary

vessel. The anterior free wall of the left ventricle

and septum were extensively scarred at the site
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Fig. 4. Aorta and main coronary arteries from
Case 2. Note the extensive atherosclerotic disease

involving the vessels and an acute thrombus in the

left coronary system.

of the old infarction and, additionally, fresh hemor-
rhage into this area was noted, evidence of an

acute extension.

These are examples of myocardial infarc-

tion occurring in young individuals. The lat-

ter case, coming to necropsy, showed how ex-

tensive atheromatous disease can be at a

young age.

Infarction in the presence of a normal ECG
or without diagnostic QRS changes. Consider-

able reliance is placed on the ECG for an

accurate diagnosis of myocardial infarction,

and when the ECG is normal, doubt may be

cast upon history. The reversion of an ab-

normal ECG with QRS changes of infarction

back to one considered normal has been noted

often.^'^ A history of a previous myocardial

infarction, unless one is closely familiar with
the illness or has evidence of abnormal ECGs
or confirmatory laboratory data, may be dis-

counted. The diagnosis by the ECG may also

be missed if the location of an infarction is

“blind” to the ECG, e.g. a high lateral, intra-

mural, or subendocardial infarction. The dif-

ficulty of diagnoss in the presence of marked
QRS changes, i.e. an LBBB, is readily appre-

ciated. Furthermore, the clinician is often

hesitant to subject an individual to exercise

stress to provoke diagnostic ECG abnormali-

ties. Even in the presence of advanced cor-

onary artery disease, the ECG may not be-

come abnormal except with exercise suffi-

cient to produce a heart rate of around 150.

Perhaps the more widespread use of coronary

angiography with recognition of its degree

of resolution and limitations will aid in diag-

nosis of these situations. At least the plea

not to abuse the ECG should be stressed.®

Impending Infarction: Individuals may
have advanced coronary artery disease from

atherosclerosis and tell-tale symptoms of im-

pending occlusion of a vessel. At times such

individuals demonstrate a picture of angina

pectoris with increasing intensity but without

clear evidence of the actual coronary occlu-

sion by ECG or laboratory data. The condi-

tion may persist over a period of several days

or even months prior to the actual occlusion

and the subsequent infarction. The following

is an example of an individual who developed

a myocardial infarction after recurrent bouts

of epigastric pain sufficient for admission to

the hospital four months earlier. At that time

the ECG was normal.

Case 3. A 68-year-old white male gave a his-

tory of epigastric pain on 1/1 and 1/26, occurring

shortly after eating. The episodes were associated

with slight shortness of breath and nausea, and
the pain radiated to the left arm. His diagnoses

included atherosclerotic heart disease, chronic

bronchitis, and emphysema. Five serial ECGs on

successive days (Fig. 5 shows one example) were
reported as normal, as were the WBC and SGOT
levels. On 4/30 the patient was readmitted because
of prolonged chest pain, and an ECG then indi-

cated an acute anterior infarction. SGOT was 62

units. During the course of the second hospitaliza-

tion, approximately 10 days after admission, he
had a recurrent bout of chest pain described as

somewhat different from the pain on admission

and which was associated with shortness of breath.

The episode was consistent with pulmonary em-
bolism and is illustrated by the ECG on the right

in Fig. 5.

The diagnosis of an impending infarction

is rather important to establish, since it has

been suggested that anticoagulant therapy

with heparin may help avert an actual cor-

onary occlusion.®

These types of problems, infarction with-

out characteristic QRS changes, are relative-

ly comimon and can be encountered often in
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Fig. 5. Electrocardiograms from 68-year-old W.
M. (Case 3), 4 months apart, with the clinical syn-

drome of an impending infarction. The electro-

cardiogram (1-26-68) is within normal limits, and
on 5-11-68 was consistent with an acute anterior

infarction. Additional details are described in the

text.

a private hospital where imdue reliance for

a diagnosis may be placed on the “Heart Sta-

tion.” For proper management of a patient,

all of the general clinical features must be

evaluated.

Advances in diagnosis of coronary disease

Coronary Arteriography: It is difficult to

recognize the extent of coronary artery dis-

ease and accompanying myocardial damage,

but coronary arteriography has now increased

clinical dimensions to a point where more ef-

fective information can be obtained. In the

past few years coronary arteriography has

proved to be a valid technic for clinical use

and it is now possible to visualize coronary

vessels even to the size of approximately

200 micra in diameter. Most of the push for

use of coronary arteriography can be attri-

buted to Sones,^ and the procedure has now
become a requisite for evaluation of patients

for revascularization procedures, i.e. Vine-

berg.® With increasing experience the risk

of coronary arteriography and coronary ar-

tery surgery will be progressively reduced,

and their limitations and applications more

clearly defined.

Members of our Department of Pathology

and others are attempting to develop quanti-

tative methods to assess coronary artery dis-

ease at necropsy for correlation with clinical

observations. The type of information which

can be obtained is illustrated by the follow-

ing case study.

Fig. 6. Electrocardiograms recorded several hours
apart on 58-year-old N. F. (Case 4). Marked tech-

nical differences between the two tracings were
noted but both were abnormal. The limb leads are

mounted as the top row. No characteristic changes

of an infarction were noted in either, although ana-
tomical changes of an infarction were noted in

either, although anatomical studies (see text)

showed obstruction to the right coronary artery.

Case 4. A 58-year-old Negro female with long-

standing diabetes mellitus, being maintained with

NPH insulin, because of edema which had de-

veloped over the past few months, had been
treated with digitalis. She gave a history of a

heart attack one year earlier. On this admission

she developed substernal pain radiating to both

shoulders, dyspnea, nausea, and sweating. Her
pain decreased after one to two hours with nitro-

glycerine. Shortly after being admitted, BP 150/90,

FBS 262 mg per cent, WBC 23,200, SCOT 82 and

later 280 units. She rapidly deteriorated and died

18 hours after admission. EGG (Fig. 6) indicated

left ventricular hypertrophy and marked S-T and

T-wave changes. Repeat EGG showed considerable

technical difference but, in addition, a disappear-

ance of the marked S-T and T-wave changes.

Myocardial infarction by QRS changes was not

diagnosed. At necropsy an X-ray of the heart

(Fig. 7) showed extensive calfication in both the

left and right coronary arteries and branches. By
an injection technic the right coronary system

demonstrated an occlusion, with a decrease of the

smaller branches in the posterior wall of the heart.

The heart slices are also shown with the injected

material in coronary system, and X-rays of these

sections demonstrated a decrease of the terminal

branches, particularly in the septum and posterior

wall of the heart. The gross appearance of the

slices indicated fibrosis present in the posterior

aspect of the heart, in the septum and sub-endo-

cardial region. There was extreme, advanced

atherosclerotic disease in the aorta and coronary

vessels. It was interesting that firm evidence of

an old infarction and the recent extension were

not clearly evident on the EGG.
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Fig. 7. (At left) Anatomical studies of coronary
vessels of Case 4: (a) X-ray of heart showing
marked calcification in both right and left coro-

nary arteries and branches; (b) by injection with
radiopaque material, X-ray studies indicated ob-
structions within the right coronary artery; (c)

similar studies of heart slices showed marked de-
crease of vascularization of septum and posterior

myocardium.

These types of studies, when correlated

with the clinical application of coronary ar-

teriography, will help to determine accuracy

of coronary arteriography as a clinical pro-

cedure.

Serum Enzymes: The laboratory adapta-

tions for study of serum enzymes in the past

fev/ years represent a significant advance in

clinical medicine. The contribution of serum
enzymes and isoenzymes to diagnose myo-
cardial infarction was excellently summar-
ized in Modern Concepts of Cardiology.^ It

is now possible to study enzymatic activity

by electrophoretic separation of isoenzymes

to pinpoint more specifically myocardial ne-

crosis as well as being able to study the time-

course of disease. The rapidly moving frac-

tions of lactic dehydrogenase correlate more
closely with myocardial disease, although the

creatine phosphokinase and glutamic oxalo-

acetic transaminase are more sensitive during

the immediate period after infarction. It is

anticipated that further improvement in these

diagnostic studies will become available. The
enzymes help considerably in resolution of

problems with myocardial infarction and aid

diagnosis of pulmonary infarction or disease

of other organs.

Intensive Care. Continual observation by
electronic monitoring, allowing aggressive

management of patients with acute myocar-
dial infarction, has been developed in many
hospitals over the past few years. Experience

is now sufficient with this new advance to

recognize its place in medical care. Until re-

cently, and still in hospitals where careful

monitoring of patients with acute myocardial

infarction is not available, the mortahty rate

of patients surviving after being admitted to

the hospital exceeds 30 per cent and may ap-

proach 50 per cent. Fig. 8 demonstrates mor-
tality of this disease in Charity Hospital of
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Louisiana in New Orleans taken from a one-

year survey. The rate is approximately 50

per cent for both males and females. Yet,

the aggressive management, which includes

continual monitoring of patients by nurses

trained to work in coronary care units, mor-

tality rates have been reduced to approxi-

mately 15 per cent.

MORTALITY FROM MYOCARDIAL INFARCTION (1965-66)

CHARITY HOSPITAL IN NEW ORLEANS

Fig. 8. Observations of mortality from acute myo-
cardial infarction for males and females admitted

for one year at a large community hospital.

It is evident that there are three major

problems which account for a high mortality

—arrhythmias, cardiogenic shock, and conges-

tive heart failure when the heart is unable to

function adequately as a pump. The latter two
problems, that of shock and progressive de-

terioration of the myocardium, are problems

which are under intensive investigation at

the present time and the recommended ap-

proaches of therapy are quite controversial.

The significant advance that has been made,

however, is the rescue of individuals who
heretofore would have died, often within the

first 3-4 days, from unrecognized arrhyth-

mias. The serious ventricular arrhythmias

that can be reversed if recognized and treat-

ed rapidly, need to be emphasized. Without

elaborating in detail, life-saving procedures

can be made available with relatively httle

equipment. However, it is necessary for in-

tensive management to have both physicians

and nurses knowledgeable in the use of car-

diac drugs, i.e., I. V. xylocaine for the ven-

tricular tachyarrhythmias; atrophine and

isuprel for the bradycardias and blocks;

adrenaline, bicarbonate, and Ca+ for cardiac

arrest; and in the use of electronic pacemak-
ers and a D. C. defibrillator. These are the

minimum requirements in modern manage-
ment of patients with myocardial infarction.

Can we prevent coronary artery disease?

A completely different aspect of this spec-

trum of coronary artery disease needs con-

sideration, and this subject would seem to

have application to physicians generally. As
you know, most of the recommendations by
the United States Public Health Service or

American Heart Association for diagnosis and

prevention of atherosclerosis are directed to

adult medicine. Perhaps pediatricians need

to be equally informed of the problems as-

sociated with atherosclerosis.

Take, for example, conditions proposed to

detect an individual who has a high risk of

developing a myocardial infarction from cor-

ornary heart disease. If there is a combina-

tion of hypertension, elevated cholesterol,

cardiomegaly, left ventricular hypertrophy,

and if the person is a smoker, there is a four-

fold or greater increase of having myocardial

infarction over a person without any of these

factors. It is also possible to categorize indi-

viduals based on various serum lipid frac-

tions, i.e., triglycerides and lipoprotein pat-

terns, and whether or not an individual is

subclinically diabetic. Carbohydrate intoler-

ance without overt diabetes further points to

a susceptibility to coronary artery disease.

Similarly, a uric acid level is of prognostic

significance. Yet, these observations arise

from studies which are made largely on pa-

tients who have had infarctions or on the

families of these patients. It should be clear

from the nature of atherosclerotic disease that

many changes which finally become recog-

nized in the adult are already irreversible. In

the bulk of the population who have no de-

tectable abnormality, even in the young and

middle age group, there is still a greater in-

cidence of coronary disease than in popula-

tions of other countries. What then are the

environmental factors that are significant?

The question is raised whether anything can

be done to temper the process of atheroscler-

osis. What data can be used to study families
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and children to direct prevention? And, from

our existing knowledge what can we do now?
There has accumulated over the past 20

years significant but undramatic observations

which indicate that individuals in the United

States lead a “normal” life which is actually

on a collision course with the development of

coronary artery disease. The fact of the mat-

ter suggests that we are living “too high on

the hog.” Two factors, at least, are prominent

—our eating is in excess, quantitatively in

calories, qualitatively in saturated fatty acids,

and our energy expenditure is deficient.

TABLE 1

MALNUTRITION OF EXTREMES
Starvation Glut

Retarded growth Obesity

Disease susceptibility Hypertension

Cirrhosis Atherosclerosis

Avitaminosis Diabetes

Gout

If we are to alter environmental factors,

they must be begun at a young age, and it is

largely a matter of reorientation of our die-

tary habits and exercise programs. Unfor-

tunately, there seem to be extremes, either

starvation or glut (Table 1). One might note

the current Senatorial investigations of the

deprived in the South, but there are equal if

not greater problems with the general popu-

lace. For those of us who are able to take

advantage of this land of plenty, we seem to

be living on the side of glut and are walking

a tightrope between excessive or abnormal

types of food and inadequate amounts of

exercise.

Table 2 shows that our choices for preven-

tive measures are rather limited and this list

would suggest that for the majority a proper-

ly modified diet coupled with adequate and

regular exercise is the alternative to drug

therapy or drugs which have not been thor-

oughly evaluated.

TABLE 2

APPROACHES TO PREVENTIVE THERAPY
OF ATHEROSCLEROSIS

1. Drug inhibition of lipid metabolism:

Sitosterol

Mer 29

Clofibrate

2. Heparin:

3. Hormonal:

4. Dietary:

5. Exercise

6. Surgery—GI shunt

Nicotinic acid

Neomycin
Cholestyramine

Lipid clearing

decrease sludging

estrogen

D-thyroxine

low cholesterol

low fat

low calorie

highly unsaturated

fatty acids

low simple CHO

Summary

Coronary artery disease and atheroscler-

osis are the most fascinating of all problems
in cardiology and clinical medicine. This dis-

cussion has attempted to show that there are

many phases of coronary artery disease that

are under consideration. Many areas dealing

with coronary artery disease need to be ex-

plored. In contrast to the very dramatic and
costly medical and surgical care worthy of

headlines that can only be applied to a few
individuals, there are certain mundane pre-

ventive programs which are now indicated,

and are being sadly neglected, in the clinical

practice of medicine. •
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Thrombophlebitis after

intravenous infusion*

Factors affecting its incidence

Jack T. Swanson, BS, and J. Antonio Aldrete, MD, Denver

Thrombophlebitis occurring at the injec-

tion site of venoclysis is not a rare complica-

tion. The reported overall incidence varies

from 18 to 75 per cent.^'^^ Sex, age, type of

needle or catheter, and duration of the in-

fusion have independently been incriminated

as possible causes for the resulting phlebitis.

This complication is manifest by erythema,

painful induration and limitation of move-
ments of the involved extremity. Pulmonary
embolus and sepsis are possible, but for-

tunately, not frequent sequelae.

In this study, an attempt was made to de-

termine the importance of some of the vari-

ables involved in the etiology of this compli-

cation, including the possibility that infec-

tion caused by the introduction of skin flora

organisms might play a major role. The size

of the needle or catheter used, the duration

and the site of infusion, as well as the age of

the patients were also considered.

Materials and Methods

One hundred twenty-three male patients

admitted to the Denver Veterans Administra-

tion Hospital comprised the population of this

study. The intravenous solution consisted of

5 per cent dextrose in lactated Ringer’s and

was administered through indwelling cathe-

ters or needles, selected according to the de-

mands of the anesthetic technic, the clinical

condition of the patient and the type of sur-

gery contemplated. The usual aseptic technic

was followed for the percutaneous puncture.

The area of skin puncture of forty patients

was cleansed (“wiped”) with 70 per cent

ethyl alcohol. Hexachlorophene (Phisohex)

was used in 37 patients and benzalkonium

•Dr. Aldrete is Assistant Professor in Anesthesiology, Uni-
versity of Colorado Medical Center and the Veterans
Administration Hospital, Denver. Jack T. Swanson served
as Preceptee in Anesthesiology and is presently a Medical
Student at the University of Iowa.

chloride (Zephiran chloride) 1:1000 solution

was utilized for 46 patients. In these latter

two groups, the skin area was scrubbed

(“rubbed”) for twenty seconds.

The type and gauge size of disposable

needles and catheters used included numbers
15 G (Gauge), 16 G and 18 G plastic cathe-

ters and 19 G metal disposable needles.

After the institution of venoclysis, all

patients were anesthetized (by regional or

general anesthesia technics) and underwent

surgical procedures. Thereafter, the patients

were visited daily and their injection sites

inspected for at least 72 hours after the

needle or catheter was removed. The criteria

for diagnosis of phlebitis was the finding of

erythema and painful induration noted along

the pathway of the vein, proximal to the

puncture site.

Results

Of the 123 patients included in this study,

34 developed thrombophlebitis (28 per cent).

The number and per cent of cases of phlebitis

occurring in the three groups of patients

whose skin was cleansed with the different

antiseptics is shown in Fig. 1. No significant

difference was observed between these three

groups.

ANTISEPTIC FOR SKIN PREPARATION

Fig. 1
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CATHETERS

NEEDLE AND CATHETER SIZE

Fig. 2

The incidence of phlebitis as related to

the type and gauge size of the catheters and

needles used is shown in Fig. 2.

Table 1 correlates the time that the intra-

venous catheter or needle was left in place

with the frequency of phlebitis seen. The

periods were divided into two categories: a.

less than 24 hours (20 per cent) and b. greater

than 24 hours (68 per cent). All the metal dis-

posable needles stayed in place less than 24

hours.

TABLE 1

' %of
Cases that

No. No. developed Signi-
Time Period Cases phlebitis phlebitis ficance

Less than 24 hrs. 104 21 20.2

P= ^.01
Greater than 24 hrs. 19 13 68.4

Table 2 correlates the number of cases of

phlebitis with the various age groups.

TABLE 2

Age No. Cases

No. of
Cases with
Phlebitis

Percentage
of Phlebitis

21-29 12 2 16.6

30-.39 15 5 33.3

40-49 25 8 30.8

50-59 26 6 23
60-69 13 2 15.3

70-79 26 11 42.7

80-86 3 0 0.0— — —
TOTAL Ill 34 27.6

Table 3 shows the incidence of phlebitis

in the various anatomical areas where needles

and catheters were inserted. In this series,

there was no instance of septicemia that

could have been attributed to the indwelling

catheters.

Site

TABLE

No-. Cases

3

No. of
Cases with
Phlebitis

Percentage
of Phlebitis

Hand-dorsal 26 9 34.6

Wrist-dorsal 46 15 32.5

Forearm 36 7 19.4

Antecubital 9 3 33.3

Jugular 6 0 0.0— —
TOTAL 123 34 27.6

Discussion

Skin Antisepsy: The main purpose of this

study was to find whether the frequency of

thrombophlebitis could be lessened by the

use of antiseptics other than alcohol in an

effort to decrease skin organisms introduced

at the time of puncture. Three different skin

preparations were used in an attempt to

evaluate their effectiveness in eliminating

skin pathogens. Seventy per cent ethyl alco-

hol is probably the most frequently used anti-

septic for this procedure. Ethanol is a good

antiseptic but the time period required for

evaporation and application of its full bac-

tericidal action is almost never allowed in

the usual skin cleaning. The other two chem-

icals used were the detergents Phisohex and

Zephiran. These substances are also satisfac-

tory antiseptics commonly used in the surgi-

cal preparation of the skin. They owe their

actions to their ability to affect the surface

tension of the skin’s flora organisms, classi-

fied accordingly to the position of the ionic

charge on their hydrophilic group. Phisohex

is a combination of phisoderm (sodium octyl-

pheno-oxyethoxy-ethylether sulfonate) and

hexachlorophene, which is considered an ani-

onic detergent since it contains a negatively

charged hydrophilic group. As the detergents

work best in their unionized form, Phisohex’s

activity is favored in an acid medium, which

is the usual pH of the skin. However, Phi-

sohex is effective only against gram-positive

and acid-fast organisms. Zephiran chloride

(benzalkonium chloride) is a cationic deter-

gent, postively charged that works best in an

alkaline medium. It is effective against both

gram-positive and gram-negative organisms.

Our results suggested that the material

used for skin preparation had no measurable

effect on the incidence of phlebitis, since the

two detergent skin preparations were no

more effective in reducing the incidence of

phlebitis than the alcohol, and, in fact, benzal-

konium chloride was even less effective.

Needle and catheter size: As noted in Fig. 2

and Table 1, the per cent of phlebitis with the

larger catheters was significantly higher than

when smaller 19G needles were used (p=

< .01). Several investigators have also in-

criminated the size of the needle or catheter
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as a contributing factor of phlebitis. This fact

could be explained as an inflammatory re-

sponse caused by injury to the vein wall.

Collins et al.,'* noted that fewer cases of septi-

cemia were associated with the use of stain-

less-steel needles as compared with poly-

ethylene catheters.

Duration of infusion: The time which the

catheter remained in place also seems to be

a definite factor in causing phlebitis. Thirteen

out of 19 catheters (68 per cent) left longer

than 24 hours showed phlebitis, while only

21 out of 104 (20 per cent) of those left in

place for less than 24 hours developed phle-

bitis (p=<.01). Partially, this can be at-

tributed to the fact that larger catheters were
generally used for infusions of longer dura-

tion; nevertheless, the incidence of phlebitis

observed with the longer periods of infusion

was still greater than that attributed to cathe-

ter size alone. Two reasons can probably ex-

plain the role of in situ duration of catheters

in the etiology of phlebitis; first is the trauma

resulting from the continuous presence of the

catheter and second would be the continuous

infusion of irritant chemicals into the venous

lumen. Other authors^’^’®-® have suggested

these same potential causes and recom-

mended that indwelling catheters not be left

in place for longer than 12 to 24 hours.

Hastbacha et al.,^ found 56 per cent phlebitis

when catheters remained longer than 12

hours and only 3 per cent with a duration of

less than eight hours. Similarly, Bentlye and

Leppe^'* showed that indwelling venous cathe-

ters that remained in place over 24 hours

might have been the cause of significantly

greater incidence of septicemia than when
they were removed earlier. Also, Smits and

Freedman^® reported a higher frequency of

catheter-related septicemias when the same
catheters were left in place for over 48 hours.

These observations, together with our

findings of little difference in phlebitis inci-

dence when skin was prepared more elabor-

ately than usual, suggest that the entrance in-

to the blood stream of pathogen organisms is

facilitated by the continuous skin-venous lu-

men communication around the indwelling

catheter instead of sudden introduction at the

time of percutaneous puncture. This possi-

bility is further supported by the few cases

of phlebitis (7 per cent) noted in patients

who had metal needles inserted, which usual-

ly did not stay in the venous lumen for long

periods. The application of an antibiotic

ointment preparation on the puncture site and
the early recognition of phlebitis followed by

removal of the catheter has been suggested^'*

to prevent the development of phlebitis and
subsequent sepsis.

Age I Our results concerning the possibility

of an age factor showed no consistent trend

between age and the incidence of phlebitis.

In similarity, no definite trend has been re-

ported by other authors.^-'^

Site of infusion: Phlebitis was seen more in-

frequently when the veins of the forearm

were used rather than those on the posterior

wrist or hand. No phlebitis was seen when
catheters were inserted into the jugular veins,

even though large catheters were used. Hast-

bacha et al.,^ found a 40 per cent incidence of

phlebitis on the back of the hand and only a

9 per cent incidence of the antecubital area.^

Eerola and Pontinen* found a 41.8 per cent

incidence on the back of the hand and 26.1

per cent in the antecubital fossa. The oppo-

site was found by Fonkalsrud'^ who observed

an average of 18.1 per cent of phlebitis when
venoclysis was placed on the hand and 23.4

per cent on the forearm. Most of these find-

ings support the theory that rapid blood flow

niakes for a lower incidence of phlebitis.

Injection of irritating substances : Another
aggravating factor has been suggested by
several authors^’®'^-'^’® ®’^® who indicated that in

phlebitis, chemical irritation causes much of

the inflammation. The number of cases of

phlebitis has been decreased to one-third by

buffering the solutions used in normal in-

fusions (usual pH 4 to 6) to pH 7.4.'^ A higher

incidence of phlebitis was noted when bar-

biturates with alkaline pH were used in the

infused solution.

These observations when related to each

other, might suggest that in areas of more
rapid flow, irritant materials are quickly

diluted and carried away faster, with less
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chance for irritation. The relationship and

sequence between phlebitis and septicemia

secondary to venous indwelling catheters

could be explained by the development of

locally infected focus through a continuous

skin-vein communication. Predisposition to

phlebitis can be anticipated when an inflam-

med vein, irritated by the presence of a for-

eign body receives the infusion of medication

with extreme pH’s.

Summary

An attempt has been made in this study to

elucidate some of the causes of phlebitis fol-

lowing intravenous infusions. Our results

suggested that introduction of bacteria at the

time of percutaneous puncture is unlikely,

since our attempts to control the bacterial

flora on the puncture site did not reduce the

frequency of phlebitis. If possible, the small-

est size needle or catheter consistent with the

demands of fluid and blood replacement and
the clinical condition of the patient should be

used, since the phlebitis is less frequent when

a smaller catheter is used. Also, whenever
possible, the indwelling catheter should be

discontinued or changed within 24 hours of

insertion, because development of infection

at the puncture site and or septicemia can

be facilitated in an inflammed, irritated vein

by the continuous phlebo-cutaneous com-

munication. No definite trend was observed

concerning age and phlebitis. Finally, since

a more rapid flow dilutes chemical irritants

quickly, it appears that the larger veins in

the forearm and neck are less susceptible to

develop phlebitis, than are those on the dor-

sum of the hand or wrist.

Conclusion

There is not one definite cause for thrombo-

phlebitis resulting from intravenous infu-

sions. Attempts toward control call for a

combination of efforts including smaller cath-

eter size, atraumatic insertion, short dura-

tion and specific placement of indwelling

catheters. •
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Liver hematoma*

Diagnosis by isotope liver scan

Positive evidence of liver hematoma

was provided by radioisotope liver

scans in three cases.

Radioisotope scanning of the liver using Rose

Bengal or colloidal substances has been pre-

viously demonstrated to be of value in the

demonstration of space-occupying lesions of

the liver. The most frequent use of this diag-

nostic technic has been with suspected malig-

nant disease of the liver, either primary or

secondary; inflammatory lesions causing

space-occupying deformities have also been

identified. This report is presented to reveal

the importance of this technic in the diag-

nosis of subcapsular hematoma of the liver.

The use of the scanning technic for diag-

nosis of bleeding into the biliary system was

suggested by Schatzki in a report in 1961.^

He did not, however, use the technic diagnos-

tically. In 1963, Ruskin and Saenger reported

the first clinical usage of liver scanning in

traumatic hematobilia, with a report of two

cases.

^

Three cases of subcapsular hematoma of

the liver form the basis of this report. In each

instance the radioisotope scan provided posi-

tive evidence of hematoma within the liver

when evaluated in conjunction with the clin-

ical findings of decreasing hematocrit and

abdominal pain. All cases were proved sur-

gically.

From the Division of Nuclear Medicine, Department of

Radiology, U. of Ne-w Mexico School of Medicine, Albu-
querque, N. M.

Jon D. Shoop, MD, Albuquerque, New Mexico

CASE REPORTS
Case 1: C. H., a seven-year-old female, was
struck by an automobile on the afternoon of ad-

mission. Examination revealed abrasions and ec-

chymosis over the upper abdomen. No mass or

organomegaly was palpable; some tenderness was
present. Initial hematocrit was 24 per cent. No
radiographs were made.

The following day, falling blood pressure, rapid

pulse, and bloody fluid on paracentesis prompted
exploration. Splenic rupture and contusion of the

right lobe of the liver were identified, and sple-

nectomy was performed.

Postoperatively, however, the hematocrit con-

tinued to fall, and the hepatic shadow on abdom-
inal radiograph was suggestively enlarged. A Rose
Bengal liver scan was performed; as can be seen

in Fig. 1, a large border-forming filling defect of

the right lobe of the liver was demonstrated. This

was felt to represent hematoma formation in the

area of contusion seen at laparotomy. Because of

leg fractures the patient had been placed in a

half-body cast and further abdominal surgery was

Fig. 1. Post-operative scan of 7-year-old female

with liver contusion noted at laparotomy. Scan

indicates subcapsular hematoma.

A repeat liver scan was performed three months
^

later, Fig. 2, and this demonstrated return of the f

liver outline to a normal appearance following
|

spontaneous resorption of the hematoma.

52 Rocky Mountain Medical Journal



Fig. 2. Liver scan of same patient as in Fig. 1, 3

months later reveals resorption of suhcapsular

hematoma.

Case 2: D. M., a four-year-old female, fell from
a swing three days before admission to the hos-

pital. In the intervening period she complained of

abdominal pain which was somewhat cramping in

type. A drop in hemoglobin from 11 gm per cent

to 7 gm. per cent was noted.

Initial examination revealed normal vital signs,

abdominal tenderness, but no palpable mass. The
liver, however, was felt to be enlarged. Films of

the abdomen with barium revealed displacement

of duodenum to the left and displacement of the

hepatic flexure of the colon downward. A Rose

Bengal liver scan revealed a large border-forming

filling defect with displacement of the remaining

liver activity medially, interpreted as subcapsular

hematoma. (Fig. 3.)

The clinical course stabilized after blood trans-

fusions, but due to persistently high enzyme
levels laparotomy was performed two weeks after

admission. A large fluctuant mass in the right lobe

of the liver was found, and drained. The cavity

contained altered blood and the wall of the cavity

was not remarkable.

Case 3: K. B., an eighteen-year-old, was admitted

to the hospital some three months after an epi-

sode of severe right upper abdominal pain radiat-

ing to the shoulder accompanied by syncopal at-

tacks and fall in the hemoglobin value from 13

gm per cent to 7 gm per cent. The patient was
treated with transfusion only, and responded satis-

factorily.

On admission to the hospital no abnormality

of physical or laboratory examination was present

except for an enlarged area of liver dullness and
an elevated right diaphragm shadow on chest film.

Rose Bengal liver scan revealed a large, border-

forming filling defect. (Fig. 4.)

The patient subsequently underwent lapa-

rotomy where an enlarged, cystic, right lobe of the

liver was incised and drained. Manual exploration

revealed that the hematoma occupied most of the

right lobe. Biopsy of the cyst wall suggested an
endothelial lining such as that observed in caver-

nous hemangioma.

Fig. 3. Liver scan of four-year-old female. Sus-

pected suhcapsular hematoma of liver on scan

was removed at surgery one week later.

Fig. 4. Suhcapsular hematoma of liver suspected

on scan of 18-year-old male. At surgery, hematoma
occupied almost all of right lohe. Biopsy sug-

gested hemangioma.

Discussion

In 1953, Sparkman"^ called attention to a

triad of abdominal injury, pain simulating

biliary colic, and gastro-intestinal hemor-

rhage suggestive of bleeding into the biliary

tree. This triad has since been expanded to

include the presence of jaundice.^ Several

authors have commented on the delay from

the time of injury or onset of bleeding to the

arrival at the correct diagnosis. Notable in all

cases reported is the dropping hemoglobin

without external evidence of blood loss.

The three cases presented above mani-

fested a paucity of clinical symptoms. Al-

though all had some abdominal pain, in only

one instance was it colicky. No melena or

jaundice was noted. The presence of a steadily

declining hemoglobin or hematocrit, however,

was a prominent feature in accordance with

reported experience.
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X-ray examination revealed only indirect

evidence of a mass or enlargement in the

liver region. The appearance of the liver

scan in each instance, however, was diag-

nostic. The configuration of the filling defect

of lenticular shape, located along the expect-

ed border of the liver mass, and the associated

displacement of the remaining liver mass are

findings not duplicated by other abnormali-

ties. Ascitic fluid may displace the liver from

the lateral abdominal wall, but the defect is

linear and the convex right hepatic margin

is retained. Extrahepatic masses most often

indent the liver with less regularity of out-

line, and with a more acute angle at the site

of impression on the hepatic mass.^’® Intra-

hepatic masses are unlikely to be border-

forming in their entirety, are more often

spherical, irregular, and multiple.

Summary
Three cases of subcapsular hematoma of

the liver are presented. In no instance was
the classical triad of clinical findings present,

nor was jaundice a factor. The only common
sign was a steady decline in the hemoglobin

or hematocrit accompanied by some degree

of abdominal pain. In all three instances,

however, the diagnostic configuration of a

border-forming, lenticular filling defect of

the hepatic mass was present on isotope scan

of the organ.

In the admitted absence of satisfactory

clinical information the diagnosis of hema-
toma of the liver may rest solely on the ap-

pearance of the isotope scan, and this atrau-

matic, expeditious procedure should probably

be considered the method of choice in evalua-

tion for this entity. •
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Case Presentation

Dr. Irish: The patient is a 59-year-old white

female who was referred to Colorado General

Hospital in September, 1968, with diagnosis of

probable carcinoma of the rectum.

September 9, 1968, she had onset of bright

red rectal bleeding which required hospitali-

zation in her home city. For one year prior

to this she had had intermittent lower ab-

dominal pain, mucus in her stool, constipa-

tion, and intermittent bright red rectal bleed-

ing. Thirty years ago she was treated for

squamous cell carcinoma of the cervix by
intra-cavity radium and external radiation

therapy. The exact treatment factors are un-

known and are not available, but according

to the patient a doctor told her “she had
received more radiation than anyone had
ever before.”

Physical examination at that admission

revealed a firm, irregular rectal mass about

6.0 cm above the dentate line. This mass
could be felt on vaginal examination also.

The vagina was stenotic and would not ad-

mit a speculum. Her hematocrit was 32 per

cent. Liver function tests were essentially

normal. Chest film was normal. Intravenous

pyelograms demonstrated bilateral calyec-

tasis.

Proctoscopy and biopsy of the rectal mass
was done, but the biopsy revealed only chron-

ic inflammation. The procedure was repeated

for April 1969 55



with the same result. She was then referred

to Denver for further evaluation.

Findings were unchanged on admission to

Colorado General Hospital. Repeat proc-

toscopy and biopsy revealed adenocarcinoma

of the rectum. On October 11, 1968, she had

a total pelvic exenteration with urinary di-

version by an ileal conduit and fecal diver-

sion by sigmoid end colostomy. A Meckel’s

diverticulum was found and resected also.

She received 6,000 cc of blood during the oper-

ation.

Postoperatively she has developed rather

severe jaundice with total bilirubin reaching

11.2 mg per cent at one time. The remainder

of her liver function tests are normal and the

jaundice is presumed secondary to hemolysis

of the transfused blood. She also has de-

veloped a superficial wound infection of the

abdominal incision.

Presently she is eating well and ambu-

latory.

Dr. Burdick: We’ll start with the barium ene-

ma which isn’t too remarkable, except for a

narrowed area down in the rectum. This

shows up best on the spot films. (Fig. 1)

Fig. 1. Barium enema illustrating stenotic segment

of rectum (arrow).

IVP preoperatively shows bilateral calyec-

tasis, more pronounced on the right (Fig. 2).

Fig. 2 Intravenous pyelogram illustrating bilateral

calyectasis.

However, there is good drainage from both

ureters which is against ureteral obstruction

by tumor. Our impression is the calyectasis

is secondary to an old pyelonephritis.

Dr. Ratzer: Dr. Mulligan, will you present

the pathologic information on the resected

specimen?

Dr. Mulligan : The specimen included the

anus, rectum, sigmoid and descending colon,

uterus, fallopian tubes and ovaries, urinary

bladder with 4.0 cm segments of ureters, and
part of the vagina. (Fig. 3)

Fig. 3. Operative speciment (gross).
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The most important lesion was a circular,

fungated, ulcerated mass involving the rec-

tum 8.0 cm above the anus from which we
have a section through the middle. It is well

to report at this time the only place we found

cancer in this lady was in the primary tumor.

The nine lymph nodes that were found, which

is not a bad yield in this area, were all nega-

tive for tumor. Two lymph nodes near the

bifurcation of the aorta for frozen section

during surgery were also negative.

The cervix showed no clear evidence of

anything but a lot of radiation reaction. This

was also present in the rectum.

The question has been raised as to whether

this might be an irradiation induced carci-

noma. I don’t know the answer to that. It has

been demonstrated pretty well that soft parts

and bone cancer may follow irradiation, and

also cutaneous cancers. But to put this rectal

adenocarcinoma in as one, I am not sure.

The microscopic features of the specimen

are as follows: This is a section at the edge

of the tumor showing the non-cancerous mu-
cosa and the tumor proper which, as you can

see, extends well out into the muscle coats

and the adventitia. (Fig. 4) There is a tre-

mendous amount of scar tissue around, a lot

more than we ordinarily see around adeno-

carcinoma of the large intestine.

We also have blood vessel sclerosis, way
out of proportion to what we ordinarily see,

all of which points to clear cut radiation

reaction.

The adventitia of this rectum is about 10

to 12 times normal thickness with this tre-

mendous fibrosis and foci of inflammatory

cells, a large number of which are plasma

cells (Fig. 5). So, a big part of the thickness

one would feel when examining this would
be the scarring that is the result of the prior

irradiation.

Dr. Makowski: Is this rather diffuse through-

out the bowel wall?

Dr. Mulligan: Yes, that density of scar around
a rectal or a colon cancer is much more than

what is usually seen.

Dr. Hill: Would this cancer be classified as

a Dukes’ “B” lesion?

Fig. 4. Microscopic features of section at edge of

tumor.

Fig. 5. Microscopic section showing fibrosis of

adventitia of rectum.
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Dr. Mulligan: Yes, that is correct. Now a few

of the negative things. The rectum away from

the tumor shows a very severe, chronic, ul-

cerative proctitis which again is due to the

irradiation.

The bladder shows the more or less thin

transitional epithelium with rather severe

fibrosis and some inflammation extending in-

to the wall and focally out into the surround-

ing tissue in the adventitia. There was no

invasion of the bladder by tumor.

The vagina shows some intact epithelium,

but also a lot of inflammation and fibrosis.

A sample section of the cervix is difficult

to recognize as such. It was probably com-

pletely “fried” by the irradiation and no can-

cer cells are seen. There are a few strips of

abnormal epithelium and some inflammatory

reaction and fibrosis which we interpret as

being secondary to irradiation.

In summation, we have localized adeno-

carcinoma of the rectum associated with ex-

tensive radiation reaction and I would say

a cure of the primary squamous cell carci-

noma of the cervix.

Discussion

Dr. Ratzer: I have asked Dr. Makowski to

comment on the surgical operation per-

formed on this patient, and also the develop-

ment of the rectal cancer in a patient pre-

viously treated for cancer of the cervix by

radiation therapy.

Dr. Makowski; While at the University of

Minnesota we studied the results of radia-

tion treatment of squamous cell carcinoma of

the cervix, as well as adenocarcinoma.^ We
had the opportunity of studying 1,202 such

patients. Twenty-four patients who did not

receive any irradiation treatment or who re-

ceived primary surgical therapy for their

carcinomas were excluded. This leaves 1,178

women treated initially with irradiation

therapy.

In going over the end results, we were

interested in whether there was a significant

incidence of a second primary tumor devel-

oping in these irradiated patients. Fifty-five

patients in this study did develop a second-

ary primary lesion (Table 1). The systems

involved and sites of origin were varied. How-
ever, four developed adenocarcinoma of the

rectum and one a squamous cell carcinoma

of the rectum.

As far as the radiation therapy is con-

cerned, there were two patients in whom
we could say irradiation may have induced

the second malignancy. One was a general-

ized lymphosarcoma and the other an osteo-

genic sarcoma of the acetabulum.

TABLE 1

SECOND PRIMARY CANCERS
1,178 PATIENTS WITH CANCER OF UTERINE
CERVIX TREATED BY RADIATION THERAPY
Site—Histologic Type Number of Patients

SKIN— 9

basal cell carcinoma 5

squamous cell carcinoma 4

BREAST—adenocarcinoma 7

COLON—adenocarcinoma 6

RECTUM— 5

adenocarcinoma 4

squamous cell carcinoma 1

LUNG— 5

Alveolar cell carcinoma 3

squamous cell carcinoma 2

FALLOPIAN TUBE—
adenocarcinoma 3

UTERUS—endometrial carcinoma 2

VULVA—squamous cell

carcinoma 2

BRAIN—astrocytoma 1

ESOPHAGUS—adenocarcinoma 1

STOMACH—adenocarcinoma 1

LIVER—^hepatoma 1

THYROID—adenocarcinoma 1

PANCREAS—adenocarcinoma 1

ACETABULUM—osteogenic

sarcoma 1

ABDOMINAL CARCINOMATOSIS—
unknown primary 1

LYMPHOMA— 4

Hodgkins Disease 1

Lymphosarcoma—neck 1

Lymphosarcoma—stomach 1

Lymphosarcoma—generalized 1

TOTAL 55

Dr. Ratzer: Do you recall the time interval

between irradiation and the development of

rectal cancers in your patients?

Dr. Makowski : From memory, now, the earli-

est was from 4% to 5 years after the com-

pletion of the radiation therapy.

Dr. Ratzer; How did you treat your patients

who developed the rectal cancer?

Dr. Makowski; Only three were treated and
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they all had total pelvic exenteration because

of the extent of the tumor.

Dr. Ratzer: Dr. Bischoff, do you have any

information on adenocarcinoma of the rec-

tum which may have been radiation induced?

Dr. Bischoff : Black and Ackerman published

an article in Clinical Radiology, in 1965, re-

porting one case.^ Theirs was the sixth case

they could find where radiation induced an

adenocarcinoma of the rectum after pelvic

irradiation.

They also presented three criteria for

classifying the cancer as radiation induced:

1. The segment of bowel showed chronic ra-

diation changes as well as the cancer. 2. There

was microscope confirmation of the intensity

of the radiation effect. 3. There was a lapse

of 10 years or more between the radiation

therapy and the diagnosis of cancer.

Dr. Makowski: What is so magic about 10

years?

Dr. Bischoff: Well, there is a lot of evidence

to indicate that you must have a reasonable

lapse of time before you get radiation induced

cancer.

Dr. Ratzer: The other interesting aspect of

this case concerns the extended operation

which was done. We do not take pelvic exen-

teration lightly because of the significant risk

associated with it. Without question it is a

major undertaking from a Duke’s “B” rectal

cancer, but the previous radiation therapy

with its resulting fibrosis in the operative

field complicated our decisions.

At surgery, the pelvis was extensively in-

volved by fibrosis and there were no identi-

fiable dissection planes between the rectum,

uterus, and bladder. The ureters were easily

found because of previously placed ureteral

catheters. It was not possible to determine

with certainty the extent of the tumor, that

is whether it involved the uterus and/or

bladder by direct extension.

Two considerations entered into the deci-

sion of what operation should be done: 1. The

procedure must remove the cancer with defi-

nite margins, thus giving the best chance for

a cure. 2. The vascularity of viscera left be-

hind must be adequate.

The fibrosis and scarring in the pelvis

prevented manual examination of the tumor
to determine its extent. Sharp dissection

would have been required to free the base

of the bladder from the rectum, and this

carried the risk of cutting right into the can-

cer. Even if this was avoided, and the cancer

margins were grossly satisfactory, there was
no way to be sure nests of cancer cells

trapped in scar were not left behind.

Furthermore, a posterior exenteration with
bladder preservation required identification

of the ureters and bladder base with preser-

vation of their blood supply. In this patient,

compromise of the blood supply was a real

possibility with the risk of secondary necrosis

and fistula formation. The total exenteration

was accordingly performed as we felt it had
the best chance for a cure and potentially the

least postoperative complications.

Recently, six large centers pooled their

information on pelvic exenterations and pre-

sented the data in a review article.^ Nine hun-
dred thirty-two patients had had the opera-

tion for a variety of cancers involving pelvic

structures. The operative mortality was 17

per cent with a 5 year salvage rate of 21 per

cent. This is an acceptable salvage, especially

when one considers these patients all have
advanced cancer and surgery represents their

only chance for cure.

The operation can be justified, since it

does represent the only chance for salvage,

but a 17 per cent operative mortality is too

high. Every effort must be made to make
the procedure safer.

The review was not specific about the end
results of total pelvic exenteration for rectal

cancer, except in the case of one surgeon. He
salvaged about 30 per cent of 43 patients.

Since our patient today had only a Dukes’

“B” rectal cancer, perhaps her prognosis is

better than average. •

1 Black, W. C., Ill, and Ackerman, L. V.: Carcinoma of the Large Intestine as a Late Complica-
tion of Pelvic Radiotherapy. Clinical Radiology, 16:278-281, 1965.

^Kiselow, M., Butcher, H. R., Jr., and Bruker, E. M. : Results of the Radical Surgical Treatment
of Advanced Pelvic Cancer: A Fifteen-Year Study. Ann. Surg., 166:428-434, 1967.

® Unpublished Data—Courtesy of Dr. E. Makowski.
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MEDICAL CONFERENCE
from the

UNIVERSITY OF NEW MEXICO
SCHOOL OF MEDICINE

Acute Peripheral Neuropathy*

EDITOR; Arnold H. Greenhouse, M.D., Acting Chairman,
Department of Medicine

PARTICIPANTS: James A. Lewis, M.D., Chief Resident in Neurology
Otto Appenzeller, M.D., Associate Professor of Medi-

cine (Neurology) : Discussor

Case Presentation

Dr. Lewis: A 17-year-old boy in excellent

health until the end of August, 1968, developed a

flu-like illness lasting 3-4 days, characterized by
generalized malaise, fever and shaking chills. He
received unknown injections for these complaints,

felt better for 3-4 days and then noted weakness
of his hands and difficulty in buttoning his clothes.

Within 2 weeks this weakness progressed to in-

volve both arms, the right more than the left, and
then his legs became affected. Two weeks later

he could take only a few steps and he was forced

to spend several days in bed. He had no difficulty

with respiration, chewing, bowel movements or

bladder control. His mother said that his face

looked “as if it were being pulled to one side,”

but this observation was not confirmed by the

patient. After 4 days in bed he felt somewhat
better, and his strength then slowly improved,
returning first to his legs and then to his hands
and arms. There were no sensory symptoms. He
was hospitalized 4 weeks after the onset of his

illness at a time when he was improving.

Discussion

Dr. Appenzeller: The patient’s hands are ob-

viously weak, hanging loosely rather than being in

a normal position; in addition, they are floppy and
claw-like in appearance. He is otherwise well built.

He has no trunkal wasting, but there is some loss

of bulk in his forearm muscles. His face is normal,

’Presented October 10, 1968. Submitted by W. S. Curran,
M.D., Assistant Scientific Editor for New Mexico.
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and his facial movements are symmetrical with

good contractions of the platysma. The platysma

is innervated by the longest branch of the seventh

nerve, and early peripheral facial weakness often

can be detected first in this muscle. Eye move-
ments are normal, there is no nystagmus and his

fundi are normal. Although he has shoulder girdle

weakness, his hands are even weaker resulting in

predominantly distal loss of strength. His hands
maintain an abnormal position with wrist flexion

and extension at the metacarpo-phalangeal joints

bilaterally. He has marked impairment of finger

abduction and wrist flexion is performed less well

than extension. His distal weakness is greater on

the left than on the right. Symmetrical peripheral

nerve involvement does not necessarily mean bi-

laterally equal weakness. Thus, this patient has

bilateral and symmetrical but unequal loss of

strength. It is important in this case to determine

the presence of sensory changes. Position and vi-

bration sense in the fingers are normal, and
cutaneous sensation is also intact. He has a normal
jaw jerk, but the biceps jerks are diminished, the

triceps jerks are barely obtained and the radial

periosteal reflexes are absent. This was not the

case when he was examined one week ago, at

which time all upper hmb reflexes were intact.

He has no wasting in his lower extremities. One
week ago his knee jerks were brisk bilaterally,

but his ankle jerks were absent; these findings are

unchanged at present. Both lower extremities are

weak, more so proximally than distally. Dorsi-

flexion of both feet is good although not normal
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and dorsiflexion of both great toes is weak. Posi-

tion sense in the toes is normal. Cerebellar dis-

turbances do occur in this condition but our pa-

tient has unimpaired coordination throughout. His

history reveals no hypotensive episodes. He did

have back pain possibly either muscular in origin

or related to his weakness. His bladder and bowels

functioned normally. He has had no difficulty with

coughing, breathing or swallowing, nor has he

developed diplopia or facial weakness. The pa-

tient’s mother did claim some right sided facial

weakness, but no asymmetry is present now. He
has no trouble in buttoning his coat, which he

could not do one week ago.

The diagnosis here is clear, although one could

be pardoned in thinking at the start of his illness

that the difficulty was primarily of muscular ori-

gin because he has had no pain, subjective sensory

disturbances or altered sensation on examination,

findings common in peripheral neuropathies. The
evolving course has clarified this problem. The
patient is improving, and the diagnosis seems

clearly not a myopathy. However, polymyositis

can produce a similar picture although muscle
tenderness is often present in that condition. In

every respect, the clinical picture is characteristic

for the Landry-Guillain-Barre syndrome. Dr.

James Lewis has listed some references concerned

with this disorder and he has wisely included a

controversial paper by Osier and SidelH which
pays more attention to classification than to mech-
anisms. These authors believe that the Landry-
Guillain-Barre syndrome is a specific entity, and
the diagnosis should be restricted to patients with

certain well defined characteristics. However, in

selecting their patients they eliminated many who
probably had the disorder but lacked the exact

criteria. Thus, only patients with an upper res-

piratory tract infection, followed in 7-10 days by
ascending muscular weakness and sensory dis-

turbances, were included. They invariably had
so-called “albuminocytologic dissociation” in

which the spinal fluid protein is elevated and there

are no more than 10 lymphocytes.

The diagnostic criteria proposed by Osier and
Sidell are as follows:

1. A definite interval of 7-21 days between
infection and neurological deficit.

2. The condition affects all ages, and both
sexes; the patients are usually afebrile when
admitted.

3. Dyesthesiae of the feet and hands usually

precedes paralysis.

4. There is a rapid loss of power bilaterally,

which is often proximal. The weakness
spreads for 2 weeks and rarely longer.

5. There is minimal sensory loss, most com-
monly in a “glove and stocking distribu-

tion.”

6. There is only occasional bladder difficulty

which is never severe.

7. The deep tendon reflexes are lost or di-

minished throughout.

8. The 7th cranial nerve is affected frequently,

but cranial nerves 2 and 3 are almost always

spared.

9. Improvement generally starts by the third

week.

10. The spinal fluid protein is always elevated,

while the cell count (lymphocytes) is never

elevated above 10 cells per cubic milimeter.

11. There is a complete functional recovery

within 6 months.

12. Death, (always of a respiratory nature) is

rare.

A syndrome refers to a collection of signs and
symptoms of usually unknown cause. The criteria

listed by Osier and Sidell are far too restrictive,

and many patients with this disorder may develop

additional symptoms excluded in the original pres-

entations. Other authors have been much more
liberal in defining the Landry-Guillain-Barre

syndrome.2 In my experience, dysesthesiae do not

always precede paralysis, and many patients lack

sensory findings before, during or after the illness.

Another feature not always found is “an elevated

protein.” Some patients with the Landry-Guil-

lain-Barre syndrome do not have spinal fluid

elevation in the initial lumbar puncture and this

finding may be detected only on subsequent spinal

taps or it may never occur.

Microscopially, there is a neuritis with lympho-
cytic and mononuclear perivascular infiltrates hav-

ing a predilection for the posterior orot ganglia and
the roots themselves, plus Wallerian and seg-

mental demyelination. Teh distally situated pe-

ripheral nerves are involved less often, and if

affected, the findings are mild and occur only in

advance cases. Similar pathological abnormalities

in peripheral nerves are seen following smallpox

vaccinations, measles and varicella, in association

with infectious mononucleosis and in patients with

malignant disease including leukemia and the

lymphomas. The Landry-Guillain-Barre syndrome
is fatal in 5-20 per cent of patients. The two cases

of death apart from infection are respiratory fail-

ure and unexplained hypotension. The former situ-

ation is rare because most hospitals have the

proper equipment to manage this problem. The
latter is not due to respiratory difficulties, but

results from autonomic nervous system malfunc-

tion.

The classical clinical picture consists of a rapid-

ly ascending weakness, sensory disturbances and
a spinal fluid which usually shows, at some stage

of the disease, a high protein with almost no cells.

However, in one patient simultaneous lumbar and
cisternal punctures were done and the lumbar
fluid protein was 330 mg per cent, while the cis-

ternal fluid value was 14 mg per cent.^ The so-

called albuminocytologic dissociation, at least in

this case, refers only to the lumbar spinal fluid.
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The management of this disease is entirely

supportive. The patient is kept in bed if he cannot

walk, his respirations are managed if necessary

and nothing else is done other than to provide the

best nursing care and physiotherapy. Although

attempts have been made to justify the use of

steroids, John Marshall studied a large number
of patients and found no evidence that these drugs

shortened or affected the course of this disease in

any way.^

There are a number of clinical variants differ-

ing markedly from the commonly accepted descrip-

tions. One of these, which is extremely interesting,

was recorded by Dr. C. Miller Fisher in 1960.® Dr.

Fisher discussed several patients with ataxia,

nystagmus, very mild signs of peripheral neuro-

pathy and albuminocytologic dissociation. All

made a good recovery and it was concluded that

they had a variant of the Landry-Guillain-Barre

syndrome. The classic patient with this disease

will improve, after an illness of 1-2 months, and

recovery may be complete. Some patients, how-
ever, recover only after a long illness (6 or more
months) and eventually return to gainful em-
ployment following complete paralysis. Despite

their marked clinical improvement they main-

tained a high cerebrospinal fluid protein.® This

finding argues against the elevated protein acting

as a “toxic factor” in the CSF, affecting the roots

and leading to paralysis. In many cases there will

be evidence, particularly in the terminal stages of

the illness, of multi-system involvement such as

hepatomegaly or splenomegaly. Other patients

have papilledema and may eventually require a

ventriculo-atrial shunt to allow recovery.'^ Thus,

there is a tremendous “wastebasket” of symptoms
and signs, collectively called the Landry-Guillain-

Barre syndrome, actually referring to peripheral

nerve disease. For those of you not familiar with

the term “peripheral nerve” we are referring to

a system extending from the spinal cord to skin

or muscle, including the anterior horn cells, the

intermediolateral column, the roots, the autonomic

nerves and the ganglia in the thoracic and ab-

dominal cavities. This widespread entity can be

involved at various levels. In the classic variety of

the Landry-Guillain-Barre syndrome the pathol-

ogy is located in the nerve roots.

A tremendous boost to the study of this dis-

order occurred in 1956 when Waksman and Adams
showed that following the injection into animals

of sterile peripheral nerve, mixed with Freund’s

Adjuvant, perivascular lymphocytic infiltrates and

demyelination was produced in the peripheral

nervous system of the recipient.® The resultant

disease was called experimental allergic neuritis.

Recently it has been shown that the earliest lesion

in this disorder is an adherence of lymphocytes to

vessel walls, allowing these cells to pass through

the walls.® These cells are held responsible for

the demyelination, and this condition is considered

an example of delayed hypersensitivity. The pa-

thology of experimental allergic neuritis is very

similar to the human Landry-Guillain-Barre syn-

drome with the exception that the more distal

parts of the peripheral nervous system are in-

volved to the same extent as the proximal portion.

In chronic experimental allergic neuritis, demye-
lination, fatty macrophages and pleomorphic his-

tiocytes are seen. The more acute cases have
lymphocytic infiltrates in posterior root ganglia,

findings similar to those in the Landry-Guillain-

Barre syndrome. The myelin sheaths of peripheral

nerves are widely destroyed. The hallmark of ex-

perimental allergic neuritis is the appearance of

patchy perivenular lesions, appearing in both the

dorsal root ganglia and the peripheral nerve, al-

though only peripheral nerve is administered to

produce the disorder. Species differences do occur.

For example, if rabbits are the recipient, lesions

are rarely confined to the peripheral nervous sys-

tem and an encephalomyelitis is usually found. In

guinea pigs, on the other hand, the pathology is

limited to the peripheral nerves and posterior root

ganglia if dog nerve is used as the antigen. The
distribution of lesions is thought related to the

permeability and richness of the venular bed in

the affected location, since, as already mentioned,

the lesions seem to be dependent upon the ad-

herence of immune competent lymphocytes to the

endothelium of the venule wall. CSF protein is

also elevated in these animals. In man, the high

protein is thought by some to be related to edema
of the posterior roots. A portion of spinal fluid

is absorbed in this area and the posterior root

swelling presumably interferes with this process

resulting in the high protein. Some have claimed

that steroids, which reduce the inflammatory re-

sponse, can lower spinal fluid protein because

swelling is decreased and protein reabsorption is

improved. However, in such patients the clinical

course is not altered.

In 1956, when Adams and coworkers reviewed

the veterinary literature to find a naturally oc-

curring counterpart in animals of the Landry-
Guillain-Barry syndrome,® they concluded that

there was no spontaneous animal disease mimick-
ing the Landry-Guillain-Barre syndrome in man.

However, a recent paper described so-called “coon

hound paralysis,”® a very interesting disease of

hunting dogs. Some of these animals, when bitten

by racoons, develop a slowly ascending paralysis,

and they may have recurrent attacks after re-

peated bites. The pathology is similar to that of

the Landry-Guillain-Barre syndrome and experi-

mental allergic neuritis, but adl attempts to iso-

late a virus have failed. It was impossible to per-

form a lumbar puncture in these dogs, but cis-

ternal taps did show normal spinal fluid protein

levels. However, as already noted, normal cis-

ternal protein level may also be found in patients

with the Landry-Guillain-Barre syndrome who
have high proteins in the lumbar fluid.®
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The cause of the Landry-Guillain-Barre syn-

drome is unknown. Some investigators have

claimed that this disease is transmittable to ani-

mals, leading to the designation of “infectious

polyneuritis.” Such reports have not been con-

firmed. and the efforts so far of many workers to

isolate a virus from patients with this condition

have been unsuccessful. There have been claims of

specific circulating antibodies to peripheral nerves

and posterior root ganglia in patients with this

disorder. Although these antibodies have been

isolated in some patients, similar findings have

been reported in persons with other nervous sys-

tem diseases and in healthy individuals. Neither

the presence of circulating antibodies to peripheral

nerves nor the occurrence of the Landry-Guillain-

Barre syndrome in diseases which affect the im-

mune mechanism such as leukemia prove an auto-

immune etiology.

It is important to remember that patients with

this condition should not be sent home once the

diagnosis is made since relapses and respiratory

failure can occur. If the patient lives many miles

away it may be too late to bring him back in

time. Autonomic nervous system involvement in

this disease is important, since patients with the

Landry-Guillain-Barre syndrome do die from hy-

potension. There have been several explanations

for this low blood pressure, including involvement

of the autonomic nerves on the afferent side. Baro-

receptor mechanisms are impaired, and these pa-

tients are unable to maintain adequate peripheral

resistance. If they are placed in a head up position

or if pressure in the respirator is increased suffi-

ciently to impede venous return, irreversible shock

may result. Others have postulated that hypoten-

sive episodes are secondary to involvement of cen-

tral autonomic mechanisms. However, there have
been no convincing demonstrations on pathologic

specimens of central nervous system lesions to

account for these disturbances. Still others claimed

to have demonstrated involvement of peripheral

autonomic fibers. Shock due to the Landry-Guil-
lain-Barre syndrome should be treated with plas-

mas expanders rather than vasoconstructor agents,

allowing the vascular system to be filled with
sufficient fluid. If the necessity for this measure
is not appreciated, serious mistakes in management
can result.

Question: Could you discuss the prognosis of

coon hound paralysis?

Dr. Appenzeller: Dogs with coon hound paraly-

sis recover in about 6-8 weeks, a course similar to

that of humans with Landry-Guillain-Barre syn-

drome. However, pathologic examination of the

animals usually shows residual lesions. After coon
hound paralysis, most animals are able to hunt
again. Some dogs do die, presumably of respira-

tory paralysis. Actually, little attention has been
paid to the respiratory system in these dogs, and
there have been no adequate recordings of the

clinical course. When the dogs died overnight,

it was assumed that the death was due to respira-

tory failure.

Question: Are the posterior roots more affected

than the anterior roots, and, if so, why are sensory

symptoms less common in this disease than motor

findings?

Dr. Appenzeller: This point is very important.

There is no evidence of a difference is the severity

of lesions between the anterior and posterior roots

in the Landry-Guillain-Barre syndrome, but clear-

ly the posterior root ganglia are affected more

markedly than the rest of the peripheral nervous

system. I am glad that you raised this point, be-

cause the pathology does not fully explain the

clinical picture. Thus, in these patients, peripheral

nerve conduction velocities are usually normal

early in the disease even though there is marked

weakness of distal muscles. This finding, of course,

is explained by the fact that lesions are generally

located quite proximally in the root and ganglia,

beyond the reach of testing procedures. How-
ever, even in completely paralyzed patients dying

of respiratory failure early in the disease peripher-

al nerve conduction velocities may remain normal.

This finding is also distressingly true in acute

intermittent porphyria, where there may be

marked paralysis lasting many months. The usual

explanation is that the measurement of peripheral

nerve conduction velocities depends on the fastest

remaining motor fibers. If one motor fiber is

spared, the motor nerve conduction velocity will

be normal. In our patient conduction velocities

were normal, but the electromyogram showed

denervation. Sensory afferent conductions were

not done since the symptoms were entirely motor.

Question: Could you say something about the

spinal fluid proteins? Is there anything new in the

area of immunoelectrophoresis?

Dr. Appenzeller: For some time we were inter-

ested in this procedure, but great difficulties are

encoxmtered in concentrating the cerebrospinal

fluid protein sufficiently to perform the test.

Even if the protein is elevated to 300 or 400 mg.

per cent, further concentration must be performed

in order to get accurate patterns. Increases in

gammaglobulin are reported, but this finding is

not specific for the Landry-Guillain-Barre syn-

drome since it occurs in a number of other dis-

ordeds, particularly those associated with central

demyelination. There is no evidence of a specific

immunoglobulin disturbance in the Landry-Guil-

lain-Barre syndrome.

Question: You mentioned the fact that papil-

ledema, finally requiring shunting, does occur in

this disease. Is the papilledema on the basis of

increased intracranial pressure?

for April 1969 63



Dr. Appenzeller: I am not sure if the papil-

ledema results from increased intracranial pres-

sure or from very high CSF protein. However, in

one case mentioned in the literature with dementia
and papilledema, shunting was performed and re-

covery followed.^ Incidentally, Osier and Sidell

would not have included papilledema or retro-

bulbar neuritis under the heading of the Landry-
Guillain-Barre syndrome. I think this is wrong,
since there are patients who clearly do have all

of the criteria for this syndrome and in addition

papilledema is present.

Question: You mentioned earlier that some
patients have normal CSF proteins in the cisternal

fluid, where as the lumbar sac had a very high

protein. Would this change your mind about the

possibilities that papilledema is due to an elevated

protein?

Dr. Appenzeller: Actually, only one case has

been reported in which both the cisternal and
lumbar fluid were checked simultaneously.^ I have
not personally carried out simultaneous taps and
cannot specifically answer your question.

Question: Exactly how would high protein in

the spinal fluid cause papilledema?

Dr. Appenzeller: I am not certain, but you do

see patients with high CSF protein who do not

have elevated pressure in the ventricles when
shunts are performed. It is possible that this type

of papilledema may be due to the osmotic effect

of the high protein.

Question: What proportion of increased protein

is albumin, and is the significant part of it due to

globulin? People always talks about the occiur-

rence of “albuminocytologic dissociation.”

Dr. Appenzeller: This term was used initially

by Guillain, Barre and Strohl who assumed that

the increased protein was entirely due to albumin.

Although we still use the term “albuminocytologic

dissociation” I am not certain of the exact pro-

portion of each element.

Question: Why don’t we see abnormal colloidal

gold curves in the Landry-Guillain-Barre syn-

drome, since gammaglobulin is one of the primary
determinants of the first zone colloidal gold curve?

Certainly, gammaglobuhn is probably increased

along with the other proteins in the spinal fluid

of these patients.

Dr. Appenzeller: Abnormal colloidal gold

curves do occur, although the results of this test

in our patient has not yet been reported. For the

most part the protein fractions in the spinal fluid

of these patients are said to be normal, even
though the total amount is increased.

I must say that there is no greater opportunity

for breaking into research than in the study of

peripheral neuropathies. Very few people are

interested in the subject, and practically nothing

is known of the mechanisms involved.

In returning to the matter of Osier and Sidell’s

criteria for the Landry-Guillain-Barre syndrome,
a lot of patients with this disease will be missed if

these rigid criteria are followed closely. Of course,

one could use a different name for this larger

group of patients, but their entire concept is

clearly wrong. There are exceptions to almost
every one of the stated criteria and it seems inap-

propriate to apply 10-12 criteria rigidly which
have been shown to have many exceptions. Some
have stated that the names of Guillain and Barre
should be removed from the syndrome because
of numerous variations which have appeared in

the literature since their day. However, most peo-

ple do not remove patients with the Kayser-
Fleischer ring from Wilson’s disease simply be-

cause Wilson did not recognize this particular fea-

ture of the entity which bears his name.
Another important point is that high CSF

protein is not confined to this syndrome but is

seen in a variety of other conditions, including

patients with a diabetic peripheral neuropathy, hy-

pertrophic hereditary peripheral neuropathy and
Refsum’s disease. The presence of an elevated pro-

tein in the CSF alone does not mean that we are

dealing with the Landry-Gallain-Barre syndrome.
The great variety of signs and symptoms de-

scribed in this disorder should make it clear that

this syndrome undoubtedly results from many dif-

ferent causes. It is in this area that clinical re-

search offers great opportunities. It would be a

major advance to discover just one such cause

rather than mere association. The facts that the

Landry-Guillain-Barre syndrome is associated

with a number of different diseases, that it is

often preceded by non-specific upper respiratory

tract infections and that there is a kaleidoscopic

clinical picture points to a multiplicity of etiologies.

However, until we know at least one cause, the

clinical description of the entity should remain
broad.

Question: Of those cases preceded by infection,

are they primarily viral or are bacterial infections

also included?

Dr. Appenzeller: The majority of infections are

primarily viral or presumed to be of viral origin.

The syndrome, however, has also been described

after osteomyelitis and other clearly bacterial in-

fections. Whether there are any significant rela-

tionships is not clear. The fact that most of the

preceding i.lnesses seem to be viral in origin led

to the notion that the Landry-Guillain-Barre syn-

drome has a viral cause, but as I pointed out there

is no good evidence for that notion except for this

association.

Question: Whatever happened to Strohl?

Dr. Appenzeller: His main problem was his

German heritage, thereby placing him last on the

list of names. By the way, Landry was added

because he was the one who described the facial

paralysis in this syndrome. In order to be really
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fair it should be called the Landry-Guillan-Barre-

Strohl syndrome, but this really gets to be a

mouthful.

Question: I was imder the impression that early

in the syndrome a spinal fluid lymphocytosis oc-

curred. Is this correct?

Dr. Appenzeller: I would say probably not al-

though rare cases with this finding have been re-

ported. In the Mayo Cline series,2 however, there

are curves for both the percentages of protein

and cell count in the spinal fluid. A few patients

did have more than 30 lymphocytes, but they were
in the minority. The clear differential, of course, is

in the number of cells when compared with the

protein and the main criterion in the CSF is the

very elevated protein which is usually found. In

addition, there are occasional patients with a

clearly peripheral disease, but somewhere during
their illness they develop brisk extensor toe signs

and other indications of central nervous system
involvement. In addition, dementia and cerebellar

signs also occur, all pointing to central nervous
system disease. Some of these patients have a pro-

longed neurologic disease with residual central

nervous system signs. One problem is that in some
series the patients are not followed long enough,
and disorders such as multiple myeloma, car-

cinomatous degeneration and a variety of other

diseases are later found in cases leaving hospital

with the diagnosis of Guillain-Barre syndrome.
Thus, the etiology is probably varied and a num-
ber of as yet unrecognized associations with this

condition remain to be discovered.

REFERENCES
1 Osier, L. D., and Sidell, A. D. : The Guillain-Barre syndrome. The need for exact diagnostic
criteria. N.E.J.M. 262:964, 1960.

2 Wiederholt, W. C., Mulder, D. W., and Lambert, E. H.: The Landry-Guillain-Barre-Strohl syn-
drome or polyradiculoneuropathy: Historical review, report on 97 patients, and present con-
cepts. Mayo Clin. Proc. 39:427, 1964.

* Scheinker, I. M. : Pathology and pathogenesis of infectious polyneuritis. J. Neuropath, and Exp.
Neurol. 8:184, 1949.

‘‘Marshall, J. : The Landry-Guillain-Barre syndrome. Brain 86:55, 1963.

5 Fisher, C. M. : An unusual variant of acute idiopathic polyneuritis (syndrome of ophthalmo-
plegia, ataxia, areflexia). N.E.J.M. 255:57, 1956.

5 Hinman, R. C., and Magee, K. R.: Guillain-Barre syndrome with slow progressive onset and
persistent elevation of spinal fluid protein. Ann. Int. Med. 67 :1007, 1967.

7 Janeway, R., and Kelly, D. L. : Papilledema and hydrocephalus associated with recurrent
polyneuritis Guillain-Barre type. Arch. Neurol. 15:507, 1966.

s Waksman, B. H., and Adams, R. D.: A comparative study of experimental allergic neuritis in

rabbits, guinea pig and mouse. J. Neuropath, and Exp. Neurol. 15:293, 1956.

9 Astrom, K. E., Webster, H. deF., and Arnason, B. G.: The initial lesion in experimental allergic
neuritis. A phase and electron microscopic study. J. Exper. Med. 128:469, 1968.

10 Gumming, J. F., and Haas, D. C.: Compound paralysis. An acute idiopathic polyradiculoneuritis
in dogs resembling the Landry-Guillain-Barre syndrome. J. Neurol. Sci. 4:51, 1967.

for April 1969 65



Prepared by Alan E. Lindsay, MD,* Salt Lake City

THE CLINICAL DATA: A continuous tracing

of lead II obtained from a 38-year-old man who
had no clinical evidence of organic heart disease.

He usually noticed palpitation at bed-time but

hardly ever when active during the day-time. He
did not smoke or drink coffee.

THE RHYTHM: At first glance this appears to

be a simple disorder of heart rhythm. Periods of

sinus rhythm alternate with periods of ventricular

bigeminy. During bigeminy, ventricular premature
extrasystoles occur after each sinus beat at fixed

coupling intervals. Note, however, that during the

bigeminal periods the post-extrasystolic compen-
satory pause gradually decreases in length (be-

cause of increasing sinus rate) until normal sinus

rhythm occurs. Then the sinus rate gradually

slows because of sinus arrhythmia; when the R-R
intervals widens to exactly 0.96 sec. bigeminy
begins again. Measure the R-R intervals before

the first VPC of each bigeminal episode and see

for yourself. The rhythm, then, is phasic sinus

arrhythmia with intermittent ventricular bigem-
iny which appears to be related to heart rate.

THE IMPLICATION: Slow heart rates tend

to favor the appearance of ventricular ectopic

rhythms. This is particularly true in injured hearts

—in the setting of acute myocardial infarction.

for instance, slow sinus rhythms must often be

accelerated by the administration of atropine to

prevent VPC’s and ventricular tachycardia.

Langendorf, et al. (Circulation, 11:422, 1955)

introduced the “Rule of Bigeminy” to explain the

phenomenon this tracing illustrates. They, adong

with others, believe that a re-entrant mechanism
(rather than an “excitable” focus) is responsible

for the production of most VPC’s with fixed

coupling time—in other words, the VPC in some
way depends upon the normal preceding beat for

its genesis. Langendorf conceives of re-entrance

as the consequence of slow passage of the normal

activation wave through an area of depressed

conduction (probably in the peripheral Purkinje

network) . When the delayed activation finally

emerges from this area the ventricles are ready

to be stimulated again. With irregular heart rates,

there may be unidirectional block through this

area (allowing re-entrance) at slow rates and
bidirectional block (not allowing re-entrance) at

more rapid rates.

THE TREATMENT: Most patients with palpi-

tation and a benign arrhythmia such as this are

advised to avoid stimulants. It could be postulated

that coffee and smoking might abolish this man’s

bigeminy by accelerating the sinus rate.
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duciiig alginates to ontacids

Derived from seav/eed, and long used to impart

velvety consistency to foods, alginates— a Warner-
Chilcott contribution to antacid palatability— help

1 ) erase the chalkiness and grittiness found with some
other antacids; 2} dispel unpleasant aftertaste. Like

ice cream, Gelusil-M is smooth and creamy; and it has
a cool mint flavor. Thus, for your patients Gelusil-M

is excellent to start on and easy to stay on.

introducing

GELUSIL-M
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250 mg. aluminum hydroxide (Warner-Chilcott)
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Regular Gelusit LiquidGelusif-M Liquid

Indications: Geiusil-M is indicated for

prompt and dependable symptomatic

relief of peptic ulcer, gastritis, heart-

burn, hiatal hernia, esophagitis, and
other conditions for which control of

gastric hyperacidity is required.

Precaution: Prolonged or intensive

therapy in patients with severe renal in-

sufficiency may lead to hypermagne-
semia.

Dosage: One to two teaspoonfuls (5

ml. to 10 ml.) between meals and at

bedtime or whenever symptoms occur.

Certain conditions, such as acute peptic

ulcer, may require individualized dos-

age. If diarrhea occurs, reduce dosage
or discontinue use.

Supplied: Gelusil-M (spearmint-fla-
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and a special hospital pack. Keep
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Gelusir Tablets
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meals and at bedtime, or whenever
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chewed.

Pleasant mint flavor... ideal for hospi-

tal or home. Available in 12 fl. oz. and
6 fl. oz. bottles and a special hospital

pack. An antacid which contains adsor-

bent and demulcent agents in each 4

ml. teaspoonful: 0.25 Gm, aluminum
hydroxide (Warner-Chilcott), 0.5 Gm.
magnesium trisilicate (USP).

Dosoge: 2 teaspoonfuls ( 4 ml. each)—
or more— between meals and at bed-

time, or whenever symptoms occur.

A!s@ Available: Gelusil® Flavor-Pack,

Gelusil-Lac®.
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' Shadow or substance

> Marcus J. Smith, MD, Santa Fe, New Mexico

Aphorism
Trifles light as air

Are to the jealous confirmations strong

As proofs of holy writ.

Shakespeare

' Clinical data

A 23-year-old man was admitted following an

automobile accident in which he sustained a scalp

laceration; otherwise he was in good condition

until 12 hours later when he developed vomiting

and generalized abdominal pain while eating. At
this time his pulse rate was elevated to 110 and his

blood pressure had fallen from 140/80 to 110/70.

His abdomen was protruberant and he exhibited

tenderness in all quadrants and particularly in the

right periumbilical region. There was no point

tenderness. The rectal examination was normal.

An abdominal film disclosed air around the

right kidney (figure, arrow) resembling the ap-

pearance noted after retroperitoneal air studies.

A diagnosis of ruptured small intestine was made.

An exploratory procedure showed a perforation of

the second portion of the duodenum, a contusion

of the ascending colon, and a large amount of

bloody fluid in the abdomen.

Despite heroic surgical efforts, he did not sur-

vive complications of duodenal fistula, thrombosis

of the inferior vena cava, necrosis of retroperi-

toneal tissues and an infarct of the lower pole of

the right kidney.

Discussion

If we did not have air, not only would we be
unable to breathe but also we would be unable
to detect subtle and gross radiographic changes.

The four humors of the radiologist are fat, air,

water and metal, and without air, he would be in

a world of limited contrast. In instances of rupture

of the duodenum, according to Jacobson and
Carter,^ water and air densities are invaluable

diagnostically. Three possibilities exist. There may
be no evidence of retroperitoneal air or fluid, there

may be retroperitoneal air around the right kidney

and along the crus of the diaphragm, or there may
be obliteration of the right kidney and psoas

shadows by extravasated duodenal juices. The lat-

ter two findings should help implement the diag-

nosis of duodenal perforation. But do not expect

to find free intraperitoneal air, since the trauma-
tized area of the duodenum is retroperitoneal.

ACKNOWLEDGMENT
I am grateful to Dr. Theodore Scharf for the clinical

data.
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His heart tellshim he’s an invalicL

You knowhe’s not.
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Contraindications: History of sensitivity to meprobamate. I

Important Precautions: Carefully supervise dose and
|

i!

amounts prescribed, especially for patients prone to

overdose themselves. Excessive prolonged use has been
reported to result in dependence or habituation in suscep-
tible persons, as alcoholics, ex-addicts, and other severe

| :|

psychoneurotics. After prolonged excessive dosage, ,

reduce dosage gradually to avoid possibly severe withdrawal
reactions. Abrupt discontinuance of excessive doses has
sometimes resulted in epileptiform seizures.

Warn patients of possible reduced alcohol tolerance, with i

resultant slowing of reaction time and impairment of

judgment and coordination.

Reduce dose if drowsiness, ataxia or visual disturbance
i

occurs; if persistent, patients should not operate vehicles
j

or dangerous machinery. i

Side Effects include drowsiness, usually transient; if I

persistent and associated with ataxia, usually responds to
J

dose reduction; occasionally concomitant CNS stimulants
(amphetamine, mephentermine sulfate) are desirable.

Allergic or idiosyncratic reactions are rare, but such
reactions, sometimes severe, can develop in patients ;

receiving only 1 to 4 doses who have had no previous in

contact with meprobamate. Previous history of allergy may lb

or may not be related to incidence of reactions. Mild
reactions are characterized by itchy urticarial or

j

erythematous maculopapular rash, generalized or confined
to groin. Acute nonthrombocytopenic purpura with I

cutaneous petechiae, ecchymoses, peripheral edema and
fever have been reported. One fatal case of bullous I

dermatitis following intermittent use of meprobamate with
j

prednisolone has been reported. If allergic reaction i

occurs, meprobamate should be stopped and not !

reinstituted. Severe reactions, observed very rarely, include
angioneurotic edema, bronchial spasms, fever, fainting

spells, hypotensive crises (1 fatal case), anaphylaxis,

xiety is expectecd in the carcJiovascular patient,

ittle may even be ciesirable.

t when anxiety is exaggeratetd . . . when it

erferes with sleep . . . when it aggravates

'(diovascular symptoms, your help may
needeci.

turally, you'll want to reassure the patient.

d perhaps prescribe Equanil (meprobamate)
adjunctive therapy. It helps relieve anxiety

d tension specifically, yet gently.

jnost 15 years' use has shown that Equanil

usually well tolerated as well as effective,

le effects are generally limited to transient

|)wsiness: serious, therapy-interrupting

e effects are rare.

stomatitis and proctitis (1 case) and hyperthermia. Treat

symptomatically as with epinephrine, antihistamine and
possibly hydrocortisone. Aplastic anemia (1 fatal case),

thrombocytopenic purpura, agranulocytosis and hemolytic

anemia have occurred rarely, almost always in presence of

known toxic agents. A few cases of leukopenia, usually

transient, have been reported on continuous administration.

Meprobamate may sometimes precipitate grand mal
attacks in patients susceptible to both grand and petit mal.

Extremely large doses can produce rhythmic fast activity

in the cortical pattern. Impairment of accommodation and
visual acuity has been reported rarely. After excessive

dosage for weeks or months, withdraw gradually (1 or 2

weeks) to avoid recurrence of pretreatment symptoms
(insomnia, severe anxiety, anorexia). Abrupt discontinuance
of excessive doses has sometimes resulted in vomiting,

ataxia, tremors, muscle twitching and epileptiform

seizures. Prescribe very cautiously and in small amounts
for patients with suicidal tendencies. Suicidal attempts

have resulted in coma, shock, vasomotor and respiratory

collapse and anuria. Excessive doses have resulted in

prompt sleep; reduction of blood pressure, pulse and
respiratory rates to basal levels; and occasionally

hyperventilation. Treat with immediate gastric lavage and
appropriate symptomatic therapy. (CNS stimulants and
pressor amines as indicated.) Doses above 2400 mg./day
are not recommended.

Composition: Tablets, 200 mg. and 400 mg. meprobamate.
Coated Tablets, WYSEALS® EQUANIL (meprobamate)
400 mg. (All tablets also available in REDIPAK® [strip

pack], Wyeth.) Continuous-Release Capsules,
EQUANIL L-A (meprobamate) 400 mg.

Wyeth Laboratories Philadelphia, Pa.

Equanir
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New Mexico Medical Society

Sheraton Western Skies Motor Hotel

Albuquerque, New Mexico

May 7-9, 1969

WEDNESDAY, MAY 7

2:00 p.m. FIRST SESSION, HOUSE OF
DELEGATES, NEW MEXICO
MEDICAL SOCIETY

6:30 p.m. NEW MEXICO MEDICAL SOCIETY
RECEPTION AND BANQUET
Dwight Wilhur, M.D., President,

American Medical Association,

6:30 p.m. NEMPAC Reception and Banquet

THURSDAY, MAY 8

SCIENTIFIC PROGRAM
9:30 a.m. TRAUMA: MAJOR HEALTH

PROBLEM
Sam F. Seeley, M.D.

Division of Medical Sciences

National Research Council

Washington, D. C.

9:50 a.m. NEW MEXICO SURVEY OF
EMERGENCY MEDICAL
SERVICES
Bruce M. Storrs, M.D.

Department of Health and Social

Services

Santa Fe, New Mexico

10:10 a.m. PRINCIPLES OF OPERATION OF
EMERGENCY MEDICAL SERV-
ICES IN COMMUNITY HOSPITALS
John H. Davis, M.D.

10:30 a.m. DISCUSSION

10:50 a.m. ACUTE CARDIOGENIC SHOCK
Herbert Shubin, M.D.

Shock Research Unit

University of Southern California

Los Angeles, California

11:30 a.m. DISCUSSION

12:00 noon RECESS

12:30 p.m. INFORMAL LUNCHEONS

2:00 p.m. ORIENTATION PROGRAM FOR
NEW MEMBERS

FRIDAY, MAY 9

9:30 a.m. CARDIAC RESUSCITATION:
Archer S. Gordon, M.D.

Thousand Oaks, California

10:30 a.m. Panel: AGGRESSIVE MANAGE-
MENT OF ACUTE CARDIAC
CONDITIONS
Jerry E. Goss, M.D., Moderator
School of Medicine

University of New Mexico
Albuquerque, New Mexico

Richard R. Pyle, M.D.

Bataan Memorial Methodist

Hospital

Albuquerque, New Mexico

Virgil E. Seibert, M.D.

St. Joseph Hospital

Albuquerque, New Mexico

11:30 a.m. DISCUSSION

12:30 p.m. INFORMAL LUNCHEONS

2:00 p.m. SECOND SESSION, HOUSE OF
DELEGATES

6:30 p.m. DINNER MEETINGS OF
SPECIALTY SOCIETIES

The technical and scientific exhibits will be dis-

played beginning at noon on Wednesday, May 7

and ending at noon on Friday, May 9, 1969.
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Abstract of Minutes House of Delegates of
The New Mexico Medical Society

Eleventh Interim Meeting,

November 1-2, 1968

The House of Delegates held two sessions at
its Eleventh Interim Meeting in Carlsbad, New
Mexico, November 1-2, 1968. The Speaker, Ronald
V. Dorn, and Vice Speaker William J. Hossley, al-

ternated in presiding. At the first meeting all re-
ports published in the Handbook and all supple-
mental reports and resolutions which had been
mimeographed after publication of the Handbook,
as well as verbal and typed resolutions introduced
on the floor of the House, were referred to appro-
priate reference committees.

FIRST SESSION
November 1, 1968

The House was called to order at 2:00 p.m. C.
Pardue Bunch pronoimced the invocation. Fifty-
four delegates answered the roll call, including
certified substitute alternates.

Minutes of the Annual Meeting held May 1-3,

1968, were approved as published in the Septem-
ber issue of the Rocky Mountain Medical Journal.

Speaker Dorn introduced the following guests;
Mr. H. Mikkel Kelly, President, New Mexico Hos-
pital Association; Mr. LaVon Burrell, President,
Blue Cross-Blue Shield; C. L. Womack, M.D., med-
ical consultant for Medicaid, Department of Health
and Social Services; Mr. Howard Houk, legal coun-
sel, NMMS; Mr. Martin Paskind, public relations
counsel, NMMS; M. W. Neal, M.D., director. New
Mexico Hospitals and Institutions; Mr. Duane
Packard, Administrator for New Mexico Medicare,
Equitable, and Mr. Ralph Stravinski, assistant ad-
ministrator for New Mexico Medicare. The Speak-
er introduced Earl B. Flanagan, M.D., president.
New Mexico Medical Society, for his “Presidential
Address. Dr. Flanagan indicated great pleasure at
being able to be at the meeting, and thanked Dr.
Harry D. Ellis, vice president, for taking over the
office of president during his illness. He also
thanked the committee chairmen and members of
committees for their loyal support. Dr. Flanagan
remarked that Dr. Ellis had been serving as presi-
dent and asked him to give a report to the dele-
gates.

(Condensed and abstracted from the stenographic minutekept by Mrs. Ralph R. Marshall. Reports referred to bu
herein were distributed to all members cthe House m mimeographed form. Copies of all report

Executive Office of the Society and i:

I,
Secretary of each component societj

availab.e for study by any member, and together witlhis abstract, present in full all proposals as well as actiontaken upon them.)

Dr. Ellis informed the delegates that the prob-
lem of relationships between Doctors of Medicine
and Doctors of Osteopathy in hospitals has again
occupied most of the concern of the office of pres-
dent during the past few months. He briefly dis-
cussed the action of the Council at its Cloudcroft
meeting regarding this problem, and reminded the
delegates of the reports in the Handbook which
might prove helpful in trying to solve this prob-
lem.

Reginald Fitz, M.D, executive director. New
Mexico Regional Medical Program, summarized
the activities of RMP in moving from a planning
to an operational program. The program has been
funded for a core staff and eight projects. RMP is
concerned with health planning in relation to OEO,
Housing, and Model Cities planning. He com-
mented about the State Society’s influential Ad-
visory Committee to the Comprehensive Health
Planning Council. He informed the delegates that
the secretaries of county medical societies will be
the key point of contact between the RMP and the
County Medical Societies in discussing the rela-
tionship of the program in each community.

Mr. Mikkel Kelly, administrator, Bataan Hos-
pital and president. New Mexico Hospital Asso-
ciation, addressed the House reciting the hopes
and concerns of hospitals in New Mexico. He re-
marked that the hospitals were very interestedm 13 of the 25 committee reports in the Handbook
particularly those dealing with drugs, Medicaid]
unionization of hospital employees, the abortion
bill, utilization review, and osteopathic privileges
He emphasized that we should have close coopera-
tion between our organizations.

Speaker Dorn appointed the following to mem-
bership on reference committees:
A. Administrative Matters

Clarence M. Kemper, Chairman
Ian C. S. Knight
M. Ann Hunt
Arnold S. Franzblau
J. C. Hallford

H. Legislation and Puhlic Affairs
Martin B. Goodwin, Chairman
Vaun T. Floyd
Julius L. Wilson
Edwin B. Herring
Hoyt McClintock

C. Miscellaneous Business
C. G. Hodgin, Jr., Chairman
Merrill W. Brown
Walter J. Hopkins
George S. Richardson
Gene R. Smith

Speaker Dorn called for new business. Allan
L. Haynes, delegate, American Medical Associa-
tion, introduced the following resolution which
was unanimously approved without referral:

WHEREAS, James C. Sedgwick, M.D., Albuquerque, hashad a longer term of service on the Council of the NewMexico Medical Society than any other member of the
Society, having been first elected to the Council in Mav
1949; and

WHEREAS, his faithful and devoted service is exem-
plified by having missed only one Council meeting during
this 19-year span and this because of illness and
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WHEREAS, Dr. Sedgwick has been an outstanding lead-
er of the medical profession of this state in that he has
held the offices of Vice President, President-elect, Presi-

dent, Delegate, and Alternate-Delegate to the American
Medical Association; and
WHEREAS, Dr. Sedgwick’s long continued service on

the Council will cease on December 31, 1968;

NOW, THEREFORE BE IT RESOLVED, That this House
of Delegates extends its sincere respects and appreciation

to this great man of New Mexico medicine; and

BE IT FURTHER RESOLVED, That the Council is in-

structed to prepare a special citation to James C. Sedg-
wick, M.D., that citation to be presented at the next
Annual Meeting of the Society.

SECOND SESSION
November 2, 1968

The House was called to order at 2:00 p.m.,

with 52 delegates answering the roll call, includ-

ing accredited alternate delegates.

Speaker Dorn appointed the following tellers:

Eugene P Szerlip, Chairman; Robert C. Coleman,

and Morton W. Dann.

The names of Martin B. Goodwin, Clovis, and

Theodore E. Hauser, Carlsbad, had been submitted

by their respective coimty societies as candidates

for the 1969 A. H. Robins Community Service

Award. The Speaker announced that the results of

the election will not be revealed until the Annual
Meeting.

Report of Reference Committee on
Administrative Matters

The following reports considered by the Com-
mittee on Administrative Matters were for in-

formation only, included no recommendations and
required no policy action and were filed:

Delegate to American Medical Association
Grievance Committee
Insurance Committee
Mental Health and Alcoholism (excluding reference

committee request)
Committee on Osteopathy and Medicine (excluding

supplemental report)
Advisory Committee to Selective Service

The Reference Committee requested the Mental
Health and Alcoholism Committee to look into

the various federal and state programs on mental
health and alcoholism, and inform the House as to

what these programs are. The Reference Com-
mittee requested that either the Chairman or a

member of his committee be present at the Refer-

ence Committee hearings for discussion of the

report.

Supplemental report of the Committee on Os-

teopathy and Medicine was considered at length

and was amended. The amended supplemental re-

port follows;

Supplementary Report of Committee on
Osteopathy and Medicine
Joint Medical-Osteopathic Advisory Panel on
Professional Credentials

1.

PURPOSE
The purpose of this panel is to provide a body for

mediation between an osteopathic physician and a hospital
(or other health agency) in case of controversy concern-
ing a staff appointment, professional competency or pro-
fessional privileges. The panel shall not become involved
in intra-professional problems.

The Panel shall be an advisory body and shall consider
only controversies submitted to the panel in the form
of a formal written request. The success of this volitional
mediation activity will be dependent on the competence,
maturity, and impartiality of the panel members, and on
the cooperation and understanding of all parties.

II. COMPOSITION
The Panel shall consist of members of the New Mexico

Medical Society and the New Mexico Osteopathic Medical
Association, appointed in equal numbers by their respec-
tive societies, not to exceed a total of ten (10) members.

III. PROCEDURES
The Panel may consider any problem involving an

osteopathic physician or physicians and the governing
body of a hospital provided such problem involves mem-
bers of both professional societies and provided referral
to the panel is consented to by the principal parties, and
provided that a formal written request is submitted to
the panel by the governing body of a hospital containing
the following:

1. Concise statement of the facts pertinent to the prob-
lem, including the names of persons, institutions,
and agencies involved.

2. A statement requesting that the panel serve as an
advisor in the matter, and render its report to the
principal parties involved.

3. A statement authorizing the panel to obtain infor-
mation concerning the problem and the individuals
concerned, for the purpose of considering the prob-
lem only, and waiving the privileges as to the content
of panel records.

4. A signed statement indicating the willingness of the
principal parties in the controversy to submit the
matter for advisory action by the Panel.

5. A $25.00 fee shall accompany each request which
shall be used solely for expenses of administering
the panel operations.

Requests for mediation shall be transmitted as soon
as practical by the Executive Secretary of the New Mexico
Society to the members of the Joint M.D.-D.O. Advisory
Panel and to the Executive Secretary of the New Mexico
Osteopathic Medical Association.

The current Chairman of the Panel or alternate shall
convene a meeting of the Panel within thirty (30) days
from the date of transmittal of the request.

The Panel, when convened to consider a problem, shall

consist of no less than a total of six (6) members, and the
number of Doctors of Medicine and Doctors of Osteopathy
shall be equal.

The chairmanship of the Panel shall be determined by
the Panel.

The deliberations shall be and shall remain secret.

After consideration of all relevant facts, the panel
shall advise the person or agency making the request
for advice in respect to the specific problem, and shall

be available to mediate in any appropriate manner that
is practical under the circumstances.

The Panel is authorized to adopt and publish rules of

procedure necessary to implement its purpose and opera-
tions.

Any member shall disqualify himself from considering
any case in which his official position, or other circum-
stance might make his presence on the Panel inappro-
priate, considering the purposes of the Panel.

The Panel may appoint any member of the respective
societies to serve as an advisor to the Panel.

The Panel may consider or refuse to consider a prob-
lem; or may request additional facts, witnesses, or infor-

mation: or may request that the parties involved make a

statement of position before the panel.

Report of Reference Committee on Legislation

and Public Affairs

The following committee reports considered by
the Reference Committee were for information

only, included no recommendation, and required

no policy action, and were filed:

Liaison Committee to Department of Health and Social

Services

Supplemental Report to Liaison Committee to Depart-
ment of Health and Social Services
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Legislative and Public Policy Committee (excluding the
eight recommendations which were voted upon
separately)

Legislative and Public Policy Committee Supplemental
Report.

Adjudication and Liaison Committee to Health Insur-

ance Carriers.

The following legislative recommendations were

approved:

1. That the NMMS submit and support a bill dealing
with the declaration blood is a service and not a

sale.

2. Recent legislation has rendered the law providing
for implied consent to chemical tests for intoxication

upon bodies of motor vehicle operators killed in

motor vehicle accidents superfluous, creating a dupli-

cation of effort; therefore, the NMMS will seek to

repeal the law.

3. That NMMS submit and support a bill adding the
disease “Asbestosis” to the list of occupational
diseases.

4. The proposed changes in the Medical Practice Act
were approved following an amendment which
changed the amount of the annual registration fee

from $25.00 to not more than $15.00.

5. That the law firm of Montgomery. Federici and An-
drews be employed for a fee not to exceed $2,500.00

for legislative assistance during the coming session

of the legislature.

6. That the NMMS support the inclusion into state

statutes of Dyslexia as a part of the special educa-
tion category.

7. That an executive committee of the Legislative

Committee, consisting of the Chairman of the Legis-

lative and Public Policy Committee, the President

and President-elect of the Medical Society, act on
legislative sessions.

The Council of the New Mexico Medical So-

ciety was directed to initiate bargaining with the

Bernahllo County Medical Association concerning

the hiring of a part-time assistant Executive Sec-

retary with responsibilities to both the Bernahllo

County Medical Association and the New Mexico

Medical Society.

Members of the Legislature were to be polled

to determine their preference with regard to

receiving the AMA News.

The House of Delegates requested county so-

cieties to meet with members of the Legislature

before the coming legislative session.

Until such time as the Public Relations Com-
mittee has studied the question of continuing the

annual Conference of County Medical Society

Officers, the Committee is to continue holding the

Conference each January.

County Medical societies are requested to se-

lect the nominees for the annual Guy Rader
Award for excellent reporting on health in their

local areas. The award will be continued in its

present form.

In view of the expense in employing a certified

pubhc accountant to perform the annual audit for

New Mexico Physicians’ Service, the delegates

authorized an annual report to be made by the

NMPS Treasurer.

A resolution introduced by Eddy County Medi-
cal Society to arrange a conference to endeavor
improvement of communications and understand-
ing with Blue Cross-Blue Shield boards, hospital

trustees, committees of New Mexico Medical So-

ciety, and others, including members of New Mexi-
co Hospital Association, was defeated since most
of the requests were already in the process of

being accomplished.

Four recommendations of the Fee Committee
were approved:

1. That the State of New Mexico be considered an
economic unit for purposes of determining fee
zoning in relation to levels of “customary” fees, and
that such a zoning policy be recommended to both
Equitable Assurance Society of America for use in
Medicare, and to Blue Shield of New Mexico for
use in all programs under their control.

2. That the 90th percentile system for determining
"customary” fees, now in temporary use by New
Mexico Blue Shield, and already in established use
by Medicare in New Mexico, be recommended to
Blue Shield for use in all of our usual and customary
programs on a permanent basis or until revised by
future agreement between the Medical Society and
Blue Shield.

3. That Blue Shield be urged to recalculate “customary”
fees at six months’ intervals, for use in all usual and
customary programs under their administration.

4. That the New Mexico Medical Society establish a
committee or designate an already existing commit-
tee, to function as an advisory and review group in

matters of professional medical quality control in

relation to third party programs.

Reference Committee on Miscellaneous Business

The following reports considered by the Com-
mittee on Miscellaneous Business were for infor-

mation only, included no recommendations and
required no policy action, and were filed:

Ad Hoc Committee on Public Health Planning
Disaster Medical Care Committee
Dyslexia Committee
Hospital Utilization Committee
Medical-Legal Committee
Medicine and Religion Committee
Rocky Mountain Medical Conference Continuing Com-

mittee

The Accident Prevention Committee reported

that the New Mexico Motor Vehicle Department
Driver Services Division holds the physician liable

for recommending a patient for a driver’s license.

It was the opinion of the House of Delegates that

a physician should not be liable for a judgment
regarding the ability or inability of a driving

applicant to operate a motor vehicle, and therefore

referred this matter to the Legislative Committee
for study with recommendations to be made at the

next meeting of the House.

The Bylaws were amended as follows:
“That Line E and Line J of Section 1, Chapter 7.

and Paragraph J, Section 5, Chapter 7 of the By-
laws be deleted and that the words ‘Liaison Com-
mittee to the Department of Health and Social
Services’ be substituted for Line E, Section 1, and
that the following paragraph defining the duties of
the new combined committee be substituted for
Paragraph E., Section 5:

“E. The Liaison Committee to the Department of
Health and Social Services shall act in an advisory
capacity and meet with the representatives of the
Department of Health and Social Services for the
purpose of bringing before that Department the
wishes of the Council and House of Delegates per-
taining to matters of public health and social serv-
ices.”

The Constitution and Bylaws Committee pre-

sented an amendment to be voted upon at the

Annual Meeting in May, 1969, as follows:
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1. That nominees for elective office and all delegates
must be members in good standing for their names
to appear on the ballot.

2. The annual election ballot shall contain the name
or names of each county society’s nominee(s) from
each district, one of whom shall be elected by the
House of Delegates to represent his Councilor Dis-
trict on the Nominating Committee.

The delegates did not agree with the Maternal
and Perinatal Mortality Committee recommenda-
tion that one-half day be devoted to this Com-
mittee’s activities during the annual and interim
meetings. The report was amended to provide
that no case reports should be published for any
period less than 36 months following death, in-

stead of 24 months as the report stated, and that

all means of identification be excluded.

Liaison Committee to Allied Professions and
Voluntary Health Agencies report was amended
by the Delegates to provide that training in tech-
niques of external cardiac massage and cardio-

pulmonary resuscitation should be limited to hos-
pital personnel who are directly involved in pa-
tient care.

A Chaves County resolution calling for the

members to consider releasing themselves from
services on utilization committees, thereby allow-
ing lay persons to become involved in decision-

making process of Medicare was disapproved.

The tellers’ report revealed that the following
physicians had been elected to serve as nominees
to the Blue Shield Board. From this list, six will

be selected by Blue Shield to serve on the Board.

John M. McGuire, M.D., Alamogordo
Herschel L. Douglas, M.D., Lovington

Howard R. Lawrence, M.D., Artesia

Lynn W. Abshere, M.D., Clovis

John B. Roberts, M.D., Albuquerque
Howard L. Smith, M.D., Roswell

John D. Abrums, M.D., Albuquerque
Jesse L. Wallace, M.D., Tucumcari
Edward D. Fikany, M.D., Fort Sumner
William C. Stone, M.D., Hobbs
Basil L. Wang, M.D., Grants

Omar Legant, M.D., Albuquerque
John F, Griffin, M.D., Albuquerque

William J. Hossley, MD, Doming, was elected to

serve the unexpired term of Harry Ellis, MD.,
Santa Fe, as vice speaker of the House. Dr. Ellis

resigned as vice speaker after his election to vice

president.

John F. Griffin, M.D., Chairman, Public Rela-

tions Committee, announced that the winner of the

Guy Rader Award in the daily news division for

excellence in reporting was Mrs. Kathryn Morris

with the Hohhs Daily News Sun. There was no
entry for the weekly division.

A resolution thanking the Eddy County Medi-
cal Society and its Auxiliary for the wonderful

hospitality and superb clinical program was unan-
imously passed.

Jane Nugent Cochems Competition
The University of Colorado School of Medicine

announces the Eighth Annual Cochems Competi-
tion, funds for which were provided in the will

of the late Mrs. Jane Nugent Cochems. A prize

of $2,500 will be awarded to the author of the

best paper in the field of “Thrombophlebitis and
Basic Vascular Problems.” Basic vascular problems
under consideration in this instance should be
concerned with the underlying mechanisms or
processes of vascular disease, particularly those

associated with thrombosis, but not necessarily

restricted to it.

The competition is open to all persons holding

the doctorate degree and entries must be received

in triplicate, including all charts, illustrations and
photographs, on or before November 15, 1969. For
income tax reasons, eligibility is limited to those

physicians who are subject to U. S. income tax

regulations.

The Colorado National Bank of Denver, Trus-
tees under the will of Jane Nugent Cochems, has

requested the Dean of the University of Colorado
School of Medicine to conduct the competition.

Decisions of the judges are final, and they may
elect at their discretion not to award the prize.

Papers submitted in the competition may not

be published until after the winner has been an-

nounced early in 1970. At that time, the winning
paper and all others may be published at the dis-

cretion of individual authors. It should be noted,

however, that sponsors and judges of the compe-
tition will not assume any responsibility for sub-

mitting manuscripts for publication nor for any
costs incident thereto. The winning paper, if pub-
lished, must carry the designation, “Awarded the

Jane Nugent Cochems Prize.”

No entry blank or application form is required.

There are no restrictive rules regarding length or

format of the manuscript, joint authorship or in-

clusion of such materials as pictures, charts, fig-

ures, etc. It is not required that the paper include

results of original experimental work, nor that it

be based on personal clinical experience. All man-
uscripts must be typed with double spacing and
each copy together with accompanying illustra-

tions, etc., must be submitted in a folder or cover.

On request, the original copy of the manuscript

will be returned if accompanied by a stamped,

addressed envelope. Papers will be judged on

originality, content, clarity, and critical value.

Inquiries regarding the competition and all

manuscripts should be submitted to Dr. John J.

Conger, Vice President for Medical Affairs, Uni-

versity of Colorado Medical Center, 4200 E. Ninth

Avenue, Denver, Colorado 80220.
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University of Colorado School of Medicine

Dr. David W. Talmage has been appointed dean

of the University of Colorado School of Medicine

in Denver, effective immediately. Dr. Talmage has

named Dr. Rolla B. Hill, Jr., professor of pathology,

to serve as his associate dean for faculty affairs,

effective July 1. Dr. Hill, who was acting chairman

of the Department of Pathology in 1967-68, cur-

rently is on a year’s leave of absence as consultant

in the establishment of a pathology department in

the new medical school of the University of Cali-

fornia at Davis.

The new medical school dean holds a joint

academic appointment as professor of both medi-
cine and microbiology. He was chairman of the

Department of Microbiology from 1963 to 1966,

when he became associate dean to assist Dr. Conger
in administration of the growing CU Medical Cen-
ter. He has been acting dean since last October 1,

when Dr. Conger relinquished the deanship to

devote full time to his duties as vice president for

medical affairs.

Professionally an immunologist and allergist,

Dr. Talmage joined the CU medical faculty in 1959

after serving for seven years on the faculty of the

University of Chicago School of Medicine.

Dr. Hill who will return to Denver in June, was
appointed to the CU medical faculty in 1961 as an
assistant professor of pathology, was promoted to

associate professor in 1965 and to professor in 1968.

He is a diplomate of the American Board of Pathol-

ogy.

*****
At the request of the Smithsonian Institution,

equipment used at the University of Colorado

Medical Center in 1953 for the world’s first series

of successful open heart operations using hypo-
thermia, the so-called “deep freeze” anesthesia, is

being shipped to Washington for preservation in

the national museum.

The pioneering work in hypothermia was un-
dertaken by a team headed by Dr. Henry Swan,
clinical professor of svmgery in the CU School of

Medicine, and Dr. Robert W. Virtue, professor and
head of the Division of Anesthesiology in the

school.

“Dr. Swan’s pioneering work in the surgical

application of cold represents one of the great

landmarks in the medical-surgical history of the

century,” Dr. Alfred R. Henderson of the Smith-
sonian Division of Medical Sciences wrote in re-

questing the apparatus used in the cooling of

patients for the initial series of heart operations.

Drs. Swan and Virtue and their colleagues im-

provised all of the equipment except the dia-

thermy machine—a device used for inducing in-

ternal heat by high frequency electrical current

—

and most of the apparatus was tailor-made in the

laboratories and shops of the old Colorado Gen-

eral Hospital, where the surgery was performed.

The team reported its first 13 successful open

heart operations with hypothermia in the Journal

of the American Medical Assn, in 1953. Dr. Swan
undertook the first open heart operation for repair

of the pulmonary valve. Subsequently, the series

of hypothermia patients was extended to 65 with-

out fatality.

Hypothermia techniques developed by the CU
group involved beginning with standard anesthetic

techniques so that the patient would not feel the

cold and shivering would not be triggered. Shiv-

ering is one of the body’s natural defenses against

cold; the muscular activity causes warming and
would complicate the induction of hypothermia.

The anesthetized patient then was placed, his

temperature under continuous monitoring, into

the former hydrotherapy tub filled with lukewarm
water. Ice cubes were added to the water and

stirred around the patient with a wooden paddle.

The patient’s temperature was taken down to

between 30 and 32 degrees Centigrade (86 to 89.6

degrees Fahrenheit) from the normal of 37 degrees

C (98.6 F). This requires 30 to 60 minutes in an

adult and only 8 to 12 minutes in a small child.

When the desired level of cold was achieved, the

patient was moved to the operating table, his hips

elevated on the 2 by 4 props over the diathermy

cords wrapped around his pelvis over a protective

layer of felt and rubberized sheeting. Once the

surgery was completed, the diathermy equipment
was activated and the patient re-warmed from
the inside out to normal temperature. The re-

warming requires about twice as long as the

cooling.

Hypothermia reduces the body’s metabolism so

that the normal requirements of tissue for a con-

stant supply of oxygen is greatly reduced. The
brain is particularly sensitive to lack of oxygen
and cannot survive without it for more than 3 to

5 minutes. “Deep freeze” anesthesia permits the

surgeon to block off the flow of blood to the brain

for as long as 15 minutes so that he can open the

heart and repair interior defects under direct

observation.

Dr. Blaise E. Favara, director of laboratories at

Denver Children’s Hospital, has been appointed

an assistant clinical professor of pathology on the

volunteer faculty of the University of Colorado

School of Medicine. Dr. Favara came to Denver
last year after serving as an assistant professor

of pathology and pediatrics on the faculty of the

University of Tennessee College of Medicine, Mem-
phis, from June 1965 to June 1968.
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University of Utah Medical Center
One of the highest awards in Clinical Pharma-

cology has been given to Dr. James W. Freston,

assistant professor of Internal Medicine and Phar-
macology at the University of Utah Medical Cen-
ter. Dr. Freston is the recipient of a $125,000 grant
from the Burroughs Wellcome Fund of Tuckahoe,
New York. The award to Dr. Freston and the

University of Utah Medical Center is to support
teaching and research in the new division of clin-

ical pharmacology under the direction of Dr.

Freston.

Dr. Freston, a native Utahan, will become the

16th Burroughs Wellcome Scholar in Clinical

Pharmacology. His work will be supported for the

next five years at the rate of $25,000 a year by
the Fund, a non-profit agency established by Bur-
roughs Wellcome & Co. (U.S.A.) Inc., pharmaceu-
tical manufacturer, to provide financial aid for

“the advancement of medical knowledge, research

or other scientific and scholarly purposes.” Medical
scientists are selected as Burroughs Wellcome
Scholars by a distinguished committee of physi-
cians and researchers. The purpose of the grants

is to assist medical schools in setting up and de-
veloping a division of clinical pharmacology where
students may learn under a first-class scientist

and teacher to apply basic scientific knowledge
and techniques to the study of clinical pharma-
cology.

Dr. Freston’s program at the U of U Medical
Center will represent a combined effort of the

Departments of Medicine and Pharmacology of

the Medical School in further developing the field

of clinical pharmacology. As a Burroughs Well-
come Scholar, Dr. Freston will continue his re-

search, participate in teaching pharmacology to

sophomore medical students and coordinate teach-

ing of therapeutics to junior and senior medical
students as well as post doctoral fellows.

Dr. Freston joined the U of U medical faculty

in 1967. He is a graduate of Weber State College
in Ogden, Utah, the University of Utah College of

Medicine, where he received his M.D. degree in

1961 and the University of London Postgraduate
School where he received his Ph.D. degree in

medicine in 1967.

THE
WASHINGTON
SCENE

A monthly news summary -from the nation’s

capital by the Washington Office of the AMA.

The American Medical Association told Con-
gress that the Internal Revenue Service acted

arbitrarily and completely ignored the facts in

imposing a tax on revenue from drug advertising

in journals of tax-exempt medical associations.

Bernard D. Hirsh, AMA general counsel, tes-

tified before the House Ways and Means Com-
mittee, that the relation between the tax-exempt
purposes of a medical association, national or

state, and the drug advertising in its journal is

self-evident.

“Drug advertising alerts and stimulates the

physician’s interest in new drugs as they become
available, and also serves to remind him of the

broad spectrum of useful time-proven drugs,”

Hirsh said. “Obviously physicians should not and
do not rely upon drug advertisements as their

principal source of information, but drug adver-
tisements often provide an important step in the
process through which physicians become edu-
cated in the therapeutic value and risks of new
drugs and a wider variety of useful drugs ....

“No other advertising provides as mudh com-
plete and objective information.”

Hirsh said the IRS regulations taxing medical

associations on their advertising revenues repre-

sents an attempt to change the law without con-

gressional action. The IRS officials made a mis-

take, he said.

“We urge that this mistake be rectified ex-

peditiously and in the most practical way possi-

ble,” Hirsh said.

Spokesmen for numerous other tax-exempt asso-

ciations joined the AMA in opposing the tax on
their advertising revenues. These included the

American College of Physicians, the American
College of Obstetricians and Gynecologists, the
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American Psychiatric Association, the American

Dental Association, the Boy Scouts of America, the

Girl Scouts of America, the American Chemical

Society and the Society of National Association

Publications.

Representatives of commercial publishing firms

contended in testimony before the committee that

the previous tax exemption gave the journals of

the associations an unfair advantage in competi-

tion for advertising dollars. When the IRS an-

nounced the new tax regulations 15 months ago,

it stated that the purpose of the regulations was

not to raise federal revenue but to remove a com-

petitive advantage of the tax-exempt associations.

In an announcement not directly connected

with the House committee hearings, the IRS said

it also is considering taxing the income tax-exempt

associations get from rental of exhibit and display

space at conventions.

* s= * * *

A special advisory committee urged an exten-

sive national program to combat alcoholism.

The National Advisory Committee on Alco-

holism said in an interim report that attention

should be given to alcoholism problems in all

federally supported health and welfare programs.

The committee also recommended:

Elimination by hospitals of discriminatory poli-

cies denying admission to alcoholic patients; health

insurance coverage, for alcoholics; increased sup-

port for research; prevention and control of al-

coholism as a vital part of national highway safety

programs.

The advisory committee provides advice and
guidance to the Secretary of Health, Education

and Welfare concerning the department’s activi-

ties related to alcoholism. Robert Straus, Ph.D.,

professor of medical sociology at the University

of Kentucky Medical School, is chairman of the

committee. It was created in October, 1966. Its

members represent all sections of the country

and include experts from the fields of medicine,

psychiatry, sociology, vocational rehabilitation,

law, and public health.

“The magnitude of the problem is enormous,”

Dr. Straus said. “Our country has more than

five million alcoholics. Their suffering alone is

intolerable, but the need for increased action is

made even more imperative by the fact that

affected families may include as many as 20

million Americans.”

He also pointed out that alcoholism has a tre-

mendous impact on business, causing absenteeism

and loss of productivity.

Rep. Ancher Nelsen (R., Minn.) has introduced

legislation calling for the same federal tax treat-

ment for professional corporations of physicians

organized under state law as for business cor-

porations.

“We are overdue in acting to guarantee this

same right of organization to professional persons

that we have always given other forms and types

of businesses,” Nelson told the House.

He noted that the federal government’s so-

called Kintner regulations issued in 1960 primarily

keyed taxation of professional corporations to

state law.

“As a result,” he said, “many states, Minne-

sota included, passed laws enabling incorporation

under these regulations. Assuming the air was
cleared, many corporations were formed. How-
ever, in 1965, the Internal Revenue Service issued

new regulations reversing its position, which if

upheld, make it almost impossible to create a

professional corporation, regardless and in spite

of state laws permitting the same.

“No business can operate without some basis of

continuity of the ground rules. If any set of rules

should be stable, the rules governing the basic

tax classification of businesses for tax purposes

should be stable and not subject to administrative

whim. Businesses, almost without exception—ex-

cept for the professions with which this bill deals

—are now allowed to decide whether to adopt the

partnership, association or corporate form under

applicable state laws. There is no logical reason

for denying this choice to persons who are ren-

dering personal services in the medical or legal

fields. Fairness and equity in application of the

federal income tax laws demands that all busi-

nesses be treated alike in this sense.

“The only apparent reason for the 1965 amend-
ments to the regulations was to prevent a possible

reduction in federal revenues. I am certainly con-

vinced that this is not an adequate reason for

ignoring years of legal precedent and congressional

intent in this field. Furthermore, the providing

of health, pension and profit-sharing plans through

tax incentives under the corporate structure is a

worthy objective and a legitimate use of the tax

laws. Indeed, I am advised that any possible total

tax revenue loss will be minimal when it is real-

ized that most profits will be ultimately taxable,

even though such taxation might be immediately

deferred.

“The position taken by the Internal Revenue

Service in 1965 is untenable. It violates fairness,

equity, reasonableness, years of legal precedent,

and the intent of Congress as to the tax treatment

of business organizations operating legitimately

under state law. I would urge all my colleagues

to support hearings and passage of this needed

legislation at the earliest possible date.”
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Inner Sites...

In Cystitis. ..Azo Cantanol®

focuses analgesic-antibacterial

Cantanol (sulfamethoxazole) is

readily diffused into interstitial

fluids to provide efficient anti-

bacterial activity at foci of infec-

tion. This distribution, plus con-
tinuous antibacterial levels in

blood and urine, has afforded

effectiveness in the majority of

infections in which it has been
used.

Blood and urine:

therapeutic antibacterial

levels within 2 hours
for up to 12 hours

Cantanol (sulfamethoxazole) pro-

duces prompt and prolonged
therapeutic levels, in both blood
and urine, with convenient b.i.d.

dosage. Clinical response is usu-

ally obtained within 24 to 48
hours. The wide antibacterial

spectrum of Cantanol includes

E. coli and a variety of other
susceptible gram-negative and
gram-positive pathogens in uri-

nary tract infections,

Interstitial fluids:

ready diffusion of

antibacterial

The mucosa:
specific analgesia

usually within 30 minutes

Azo (phenazopyridine HCI) ef-

fects specific mucosal analgesia,

relieving the dysuria, discomfort
and burning which are virtually

always a part of acute urinary

tract infections.

Before prescribing, please consult com-
plete product information, a summary of

which follows:

Indications: Urinary tract infections with

associated pain or discomfort when due
fo susceptible organisms; prophylacti-

cally in urologic surgery, catheterization

and instrumentation.

Contraindicated in sulfonamide-sensitive

patients, pregnant females at term, pre-

mature infants, newborn infants during
the first three months of life, glomerular

Roche
LABORATORIES

Division of Hoffmann - La Roche Inc.

Nutley, New Jersey 07110

nephritis, severe hepatitis, uremia and
pyelonephritis of pregnancy with gastro-

intestinal disturbances.

Warnings: Use only after critical appraisal

in patients with liver damage, renal dam-
age, urinary obstruction or blood dys-

crasias. If toxic or hypersensitivity

reactions or blood dyscrasias occur, dis-

continue therapy. In intermittent or pro-

longed therapy, blood counts and liver

and kidney function tests should be per-

formed.

Precautions: Observe usual sulfonamide

therapy precautions including mainte-

nance of an adequate fluid intake. Use
with caution in patients with histories of

allergies and/or asthma. Patients with

impaired renal function should be fol-

lowed closely since renal impairment

may cause excessive drug accumulation.

Occasional failures may occur due to

resistant microorganisms. Not effective

in virus and rickettsial infections.

Adverse Reactions: Headache, nausea,

vomiting, urticaria, diarrhea, hepatitis,

pancreatitis, blood dyscrasias, neurop-

athy, drug fever, skin rash, Stevens-

Johnson syndrome, injection of the con-

junctiva and sclera, petechiae, purpura,

hematuria or crystalluria may occur, in

which case the dosage should be de-

creased or the drug withdrawn.

Azo Cantanol’
(Each tablet contains 0.5 Cm sulfamethoxazole
and 100 mg phenazopyridine HCI.)



anorectal

disorders”

ThisRectopathModel

may help you explain

certain anorectal disorders

to some of your patients.

It is yours on request.

See next page for details.



“anorectal

disorder”

includes a range of problems.

For symptomatic relief

in some ofthese disorders

consider a member of

the Anusol Family. .

.

One suppository morning
and evening and after

each bowel movement. ANUSOU

One suppository morning
and evening for 3 to 5 days.

One suppository

every 3 to 4 hours, or every 2 hours

if symptoms are severe.

soothing, palliative relief of minor pain, itching,

burning, and other associated discomforts.

Each ANUSOL suppository contains bismuth subgallate

(2.25%), bismuth resorcin compound (1.7.5%), benzyl benzoate

(1.2%), Peruvian balsam (1.8%), zinc oxide (1 1.0%), and boric

acid (5.0%), plus the following inactive ingredients: bismuth

subiodide, calcium phosphate, hydrogenated vegetable oil, and

coloring in a cacao butter and white wax base.

ANUSOL-HG*
prompt reduction of inflammation plus the

soothing effects of regular Anusol.

Each ANUSOL-HC suppository contains, in addition to the

regular Anusol formula, 10 mg. hydrocortisone acetate.

Precautions: Prolonged use of Anusol-HC might produce

systemic corticosteroid effects.

ANUGESIC*
when severe pain requires prompt relief,

pramoxine HCl plus the soothing Anusol formula.

Each ANUGESIC suppository contains: 61 mg. bismuth sub-

gallate, 47 mg. bismuth resorcin compound, 32.4 mg. benzyl

benzoate, 48.6 mg. Peruvian balsam, 300 mg. zinc oxide,

135 mg. boric acid, and 25 mg. pramoxine hydrochloride. Also

contains the following inactive ingredients: bismuth subiodide,

calcium phosphate, white wax, benzoinated lard, hydrogenated

vegetable oil, and certified coloring in a cacao butter base.

Precautions; If idiosyncratic reaction occurs, discontinue

medication.

Symptomatic treatment should not be allowed to delay defini-

tive diagnosis and therapy.

Also available: anusol® ointment and anugesic® ointment

Warner-Chilcott Laboratories, Morris Plains, N. J.

The Rectopath Model

is available from your

Warner-Chilcott repre-

sentative or upon request

from Warner-Chilcott

Labs., Morris Plains,

New Jersey 07950.



Interaction

:

Physicians—Medical Institutions—Society

Admission by invitation only. Contact Mr. Pete

Morstad, Denver Medical Society, 1601 E. 19th

Ave., 222-5817.

Ramada Inn, Colorado Springs, Colorado

May 1-3, 1969

A Conference designed to explore in open meet-

ings some of the major problems and questions

confronting Medicine in this geographic area in

the near future.

Co-sponsored by The Colorado Medical Society,

The Denver Medical Society, The Denver Board of

Health and Hospitals, The Colorado-Wyoming Re-

gional Medical Program and the University of

Colorado School of Medicine.

THURSDAY, MAY 1, 1969

6:30 p.m. Reception

7:30 p.m. Banquet and Keynote Address

ACTION—REACTION—INTERACTION
John S. Millis, Ph.D., Chancellor, Case West-

ern Reserve University, Cleveland, Ohio.

FRIDAY, MAY 2, 1969

Morning Session:

A PRIVATE PHYSICIAN SURVEYS THE
SCENE
William Covode, M.D., President, Colorado

Medical Society

RESPONSE
Avrum Organick, M.D., Chairman, Department

of Medicine, Denver General Hospital

Thomas Nicholas, M.D., Wyoming Representa-

tive, Regional Medical Program, Buffalo,

Wyo.
Thomas Young, LL.B., Attorney at Law,
Grand Junction, Colorado

William T. Van Orman, Ed.D., Regional Direc-

tor, U S. Department of Health, Education

and Welfare, Region VIH, Denver.

Afternoon Session

DENVER GENERAL HOSPITAL 1970-1980

David Cowen, M.D., Manager of Health and
Hospitals, City and County of Denver.

RESPONSE
Sister Mary Andrew, S.C.L., Administrator, St.

Joseph Hospital, Denver.

William M. M. Robinson, M.D., Director of

Medical Education, Swedish Hospital, Engle-

wood, Colorado.

Ben Eiseman, M.D., Chairman, Department of

Surgery, Denver General Hospital, Denver.

Samuel R. Sherman, M.D., Planning Officer,

Regional Medical Program, San Francisco.

SATURDAY, MAY 3, 1969

Morning Session:

NEW CURRICULUM FOR MEDICAL
STUDENTS

Merrill D. Flair, Ph.D., Assistant Dean, North-

western University Medical School, Evan-

ston, Illinois.

RESPONSE
James G. Price, M.D., Vice Speaker, American

Academy of General Practice, Brush, Colo-

rado.

Hope Lowry, M.D., Associate Dean, University

of Colorado School of Medicine.

Michael Rieff, Senior Medical Student, Uni-

versity of Colorado School of Medicine.

Kenneth C. Sawyer, Sr., M.D., Cormcil on

Medical Education, American Medical Asso-

ciation, Denver, Colorado.

Afternoon Session:

SOUTHEASTERN COLORADO COMPREHEN-
SIVE HEALTH CARE AND EDUCATION—

A

NEW PROGRAM
Robert L. Denholm, Chief of Administration,

Department of Institutions, State of Colo-

rado, Denver, Colorado.

RESPONSE
Cliff Bramer, M.D., President, Pueblo Medical

Society, Pueblo, Colorado.

Mrs. Ann Gough, R.N., Director of Nursing

Activities, Colorado-Wyoming Regional
Medical Program, Denver, Colorado.

John J. Conger, Ph.D., Vice President for Med-
ical Affairs, University of Colorado.

State Senator John D. MacFarlane, Member,
Colorado General Assembly, Pueblo, Colo-

rado.

1969 Symposium, Southeastern Chapter,

Colorado Academy of General Practice
Minnequa University Club, Pueblo, Colorado

April 26-27, 1969

This year we will have a joint two-day meeting

with the Colorado Academy of General Practice.

The title for this meeting is Respiratory and Em-
physema Distress—Medical, Surgical, Pediatric

and Rehabilitation.

The Colorado Academy of General Practice

will have a workshop on Saturday, April 26, 1969.

Registration will begin at 9:00 A.M., and there will

be no registration fee.

Annual Postgraduate Conference,
Montana Heart Association

Butte, Montana
May 9-10, 1969

24th Annual Meeting, Ogden Surgical Society
Orpheum Theater and Hotel Ben Lomond,
Ogden, Utah

May 14-16, 1969

For further information contact: Keith A. Strat-

ford, M.D., President, Ogden Surgical Society,

950 - 25th Street, Ogden, Utah 84401.
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First Annual Meeting Rocky Mountain
Territory

United States Section, International College of

Surgeons
Broadmoor Hotel—Colorado Springs, Colorado

April 24-25, 1969

April 24

Traumatic Rupture of the Gallbladder

Robert J. Hogue, Jr., M.D., Guthrie, Okla.

Edward R. Munnell, M.D., Oklahoma City

Achilles Tendon Injuries

Robert R. Oden, M.D., Aspen, Colorado

Shock from Hidden Hemorrhage
Edward- L. Compere, M.D., Chicago

Pheochromocytomas
David L. Trent, M.D., Denver

Plastic and Reconstructive Problems Unique
to Children

Martin L. Crow, M.D., Kansas City, Missouri

F. J. McCoy, M.D., Kansas City, Missouri

R. A. Chandler, M.D., Kansas City, Missouri

Charles Lukinac, M.D., Kansas City, Missouri

Surgical Emergencies—Panel

Isolated First Rib Fracture

Ernest M. Feiler, M.D., Denver

Tumors of the Heart
Mohmoud M. Nourbakksh, M.D., Denver

Staged Debridement of Hand Wounds
Floyd B. Bralliar, M.D., Denver

Vietnam Experiences

John L. Weaver, M.D., Pueblo, Colorado

Dinner—Medical and Social Observations in

South Africa

V. T. DeVault, M.D., Chicago

April 25

Long Term Treatment of Meniere’s Disease

Joseph C. Elia, M.D., Reno, Nevada

Subdeltoid Hibernoma
Jacob Reichert, M.D., Phoenix, Arizona

Carpal-Tunnel Syndrome
R. W. Taylor, M.D., Cheyenne, Wyoming

Hysterectomy—Technical Aids
Cecil C. Hunnicutt, M.D., Sabetha, Kansas

Roux-en-Y Procedure for Bile Esophagitis

Louis J. Cenni, M.D., Topeka, Kansas

April 25, 1969—2:00 p.m. Board of Regents Meeting

April 26, 1969—8:00 a.m. United States Executive
Council Meeting

All physicians, $5.00 Registration (Interns and
Residents, No Fee) AAGP Credit.

Eleventh Biennial Western Conference
On Anesthesiology

Hotel Utah, Salt Lake City

May 19-22, 1969

The Third Spring Trauma Seminar

Improving Care of the Injured in

Rural and Suburban Communities

Caesar’s Palace, Las Vegas, Nevada

May 18-20, 1969

The Spring Trauma Seminar is held biennially.

An outstanding faculty of clinicians and research

people are assembled to present an exceptional

program of wide interest in the care of the injured.

Specific attention this year is directed to education

of the physician in the smaller community who is

progressively seeing a greater proportion of the

injured.

The faculty represents outstanding individuals

in various fields of clinical experience and re-

search: Charles Baxter, M.D., Associate Professor

of Surgery, Southwestern University, Dallas, Texas
—John Bell, M.D., Associate Professor of Surgery,

Northwestern University, Hand Chnic, Passavant
Hospital, Chicago, Illinois—Ernst Dehne, M.D.,

Associate Professor, University of Tennessee, Chief

Orthopedic Section, Veterans Hospital, Memphis,
Tenn.—Adrian Flatt, M.D., Associate Professor of

Surgery, University of Iowa, Iowa City, Iowa

—

Richard Gaard, M.D., Chief, Anesthesia, New Me-
morial Hospital, Fotmder P.R.I.M. Program, Min-
neapolis, Minnesota—Frank Gerow, M.D., Assistant

Professor of Surgery, Baylor University, Houston,

Texas—John Moncrief, M.D., Former Chief Burn
Section, Brooks Army Hospital, San Antonio, Texas
—Thomas Shields, M.D., Professor of Surgery,

Northwestern University, Chicago, Illinois.

For further information concerning this meet-

ing, contact John W. Batdorf, M.D., 3196 Maryland
Parkway, Las Vegas, Nevada 89109.

Montana Tuberculosis Association

53rd Annual Meeting
Marcus Daly Hotel, Anaconda, Montana
April 24 and 25, 1969

Early Respiratory Disease Detection Project

Montana Heart Association Twelfth
Annual Postgraduate Conference
Montana Power Building,

Butte, Montana

May 9-10, 1969

For information concerning this meeting, con-

tact Albert W. Axley, M.D., Chairman, Professional

Education Committee, Montana Heart Association,

510 1st Avenue North, Great Falls, Montana.

Annual Fall Meeting
Montana Academy of Oto-Ophthalmology
Holiday Inn, Butte, Montana

September 13-14, 1969
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The University of Colorado School of

Medicine Postgraduate
Course in Dermatology

Aspen, Colorado

July 31-August 2, 1969

The Third Aspen Conference for Dermatologists

will be held at the Aspen High School in Aspen,

Colorado. It is co-sponsored by the Rocky Moun-

tain Dermatologic Society, the Division of Derma-

tology of the Department of Medicine and the

Office of Postgraduate Medical Education of the

University of Colorado School of Medicine. The
program for this conference is specifically de-

signed for physicians specializing in dermatology

but others with an interest in the subject and

level of this course are cordially invited. One day
is devoted to each of three topics for discussion:

Connective Tissue Diseases, Infectious Diseases,

and Metabolic Diseases.

Tuition: $75.00.

Crisis Counseling

YMCA Conference Center

Estes Park, Colorado

June 16-20, 1969 ,

Send all inquiries to Office of Postgraduate

Medical Education, University of Colorado School

of Medicine, 4200 E. 9th Ave., Denver, Colorado

80220.

American Gastroenterological Association

Postgraduate Course on Peptic Ulcer
Aspen, Colorado

August 14-16, 1969

This course will bring to Colorado a faculty of

internationally renowned experts in the field of

peptic ulcer.

For further information about this course con-

tact: Mrs. Bernie C. Kern, Course Coordinator,

P. O. Box 20056, Denver, Colorado 80220.

You Can Order

REPRINTS
of any feature or advertisement

appearing in

The Rocky Mountain Medical Journal.

Orders must be placed within 15 days after

date of publication. Minimum charge applies

for 100 copies or less.

The cost is very reasonable.

For further information write to

—

The Rocky Mountain

Medical Journal
1809 East 18th Avenue
Denver, Colorado 80218

A COMMEMORATIVE MEDAL DEPICTING ONE HUNDRED YEARS
OF MEDICINE IN COLORADO

Struck in GOLDINE $ 3.00

Struck in SILVER $15.00

The number of medals is limited

ORDER NOW

FROM: THE COLORADO MEDICAL SOCIETY
1809 East 18th Avenue
Denver, Colorado 80218

NAME
(please print)

ADDRESS

GOLDINE SILVER.
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purpose

it works
(usually

for 10 to 12
hours*)

TUSMSIONEX suspension/tablets ; Each teaspoonful (5 cc. ) or

tat^Mt ofTIJSSIONEX contains 5 mg. hydrocodone (Warning:

M|tybe habMorming) and 10 mg. phenyltoloxamine, both as cation

exchange resin complexes of sulfonated polystyrene.
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Colorado
Dr. John W. McDonald, 55, prominent physician

and surgeon of Sterling, died November 4, 1968

after a prolonged illness.

Dr. McDonald was born August 7, 1913 at

Superior, Wisconsin. He moved to Colorado at the

age of 16.

After completing a part of his premedical train-

ing at Denver University, he moved to Craig,

Colorado where he was married to Eleanor Stan-

ton on August 8, 1940. At Craig he was a court

reporter until he entered the Navy in 1941 as a

chief petty officer in radar.

During World War II, he was a veteran of anti-

submarine warfare in the English Channel, Bay
of Biscay and the western approaches to the

British Isles and his squadron joined the RAF
coastal command in blocking enemy subs during

the Allied landings at Normandy. Dr McDonald
was aviation chief radio technician.

After service in the Navy he returned to Colo-

rado and completed medical school at the Uni-

versity of Colorado in 1951. He interned at St.

Joseph’s Hospital, Denver and entered practice

in Sterling, Colorado in 1952.

Dr. McDonald was a member of Alpha Omega
Alpha honorary society and an Active Senior

Member of the Northeast Colorado Medical So-

ciety, the Colorado Medical Society and American
Medical Association.

Survivors include his wife, Eleanor S. Mc-
Donald; a son, John, a daughter. Heather Mc-
Donald, both of Sterling and two sisters, Alice

Hensley and Edith Moyer of Houston, Texas.

Dr. Banning E. Likes died in Lamar, Colorado
November 31, 1968, at the age of 80. He was born
in Des Moines, Iowa, November 7, 1888, the son of

a pioneer Iowa surgeon. He attended the Bio-

logical Sehool of the University of Pennsylvania
and later enrolled in the Medical School at that

University. After two years he was transferred to

the Universty of Colorado Medical School where
he was graduated M.D. in 1912. He served his in-

ternship at St. Joseph’s Hospital in Denver and
entered private practice in Lamar, Colorado. Soon
thereafter he joined the armed services in World
War I and was sent to Rochester, Minnesota for

further surgical training. Following this he served

with base hospital 3 in Mon Pont, France. Dr. Likes

held a commission as Lieutenant Colonel in the

Association of Military Surgeons of the USA.
In 1936 Dr. Likes took postgraduate work in

surgery in Vienna, Paris and London; he attended

surgical clinics at the Mayo Clinic, Rochester,

Minnesota on many occasions.

Dr. Likes held membership in many medical

and surgical societies (Colorado Medical and Amer-
ican Medical Associations, American College of

Surgeons [life member]. International College of

Surgeons, Western and Southwestern Surgical

Associations, American Society of Abdominal Sur-

geons, American Editors and Authors Association

and others). He took an active part in the affairs

of the American Cancer Society and served as

President of the Colorado Division 1959-61. He
was a member of the Executive Committee of the

Board of Trustees and the Medical and Scientific

committees of A.C.S. for ten years, and served

two terms as a member of the State Board of

Health.

In 1914 Dr. Likes married Margaret Howe,
daughter of a pioneer Denver family. A son,

Edwin Champlin Likes, M.D. graduated from
UCMC in 1942 and has been associated with his

father in surgical practice since his service in

World War II. Mrs. Margaret Howe Likes was
killed in an automobile accident in 1949. In 1952

Dr. Likes married Leone Wehrman Swanson.

Surviving in addition to his widow are his

daughter, Mrs. Elizabeth Railey of Lamar, his

son, Edwin C. Likes, M.D., of Lamar and 10 grand-

children.

Dr. H. Dumont Clark of Denver, died Feb. 16

in Carrizozo, New Mexico at the age of 64.

Born June 27, 1904 in Denver, he was gradu-
ated from the University of Colorado in 1925 and
the CU Medical School in 1928. After completing

an internship and residency at the Presbyterian

Medical Center in New York City he returned to

Denver and entered private practice.

Dr. Clark was married to the former Deirdre

Dunlevy in Denver Sept. 6, 1938.

During World War II he served as a lieutenant

colonel in the Army Medical Corps and for 20

years was a civilian consultant at Fitzsimons Army
Hospital. He joined the staff of National Jewish

Hospital in 1967 as senior chest physician.

Dr. Clark held membership in many medical

societies. He was a Fellow in the American Col-

lege of Physicians, a governor of the American

College of Chest Physicians, a member of the

American Trudeau Society and an Associate Clin-

ical Professor of Medicine at the CU Medical

School. He took an active part in the founding

of the Spalding Rehabilitation Center.

Surviving in addition to his widow, are a son,

Dumont F. Clark of Denver; two daughters, Mrs.

Georgiana Young and Mrs. Christine de Fontenay

of Washington, D. C.; a brother, Glen Clark of

Denver and a sister, Mrs. Georgiana Smyser of

Dallas.
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Dr. Felix C. Staeck of Denver, died January 26,

1969 at the age of 74.

Bom May 2, 1894 in Benwood, West Virginia,

he attended the University of West Virginia and

St. Louis University Medical School, graduating

in 1926.

Dr. Staeck opened his practice in Denver in

1926. He was a life member of the American

Medical Association, the Colorado Medical Society

and was on the staff of St. Anthony, St. Joseph

and Lutheran Hospitals. He was a member of

Highlands Lodge 86, AF and AM, the Colorado

Consistory and El Jebel Shrine. Dr. Staeck retired

from practice in March 1968.

Surviving in addition to his widow are a son,

Marr Staeck, Denver, and two daughters, the

Misses Eileen and Elaine Staeck, both of Denver.

Dr. Vincent E. Kelly of Leadville, Colorado

died January 31, 1969 at the age of 53.

Dr. Kelly was born in Leadville, Colorado,

October 1, 1915. He was educated in the Leadville

public schools, Colorado State College in Greeley

and the University of Colorado School of Medicine,

from the last of which he was graduated M.D.

in 1939. He served an internship for 18 months

at Denver General Hospital and practiced anes-

thesiology for a brief time in Denver.

In 1941-42 Dr. Kelly practiced general medi-

cine and surgery in Alamosa, Colorado. In 1942

he joined the U. S. Coast Guard under super-

vision of the Navy. After his discharge from the

Coast Guard, Dr. Kelly returned to Leadville and
opened his office where he practiced medicine

until his health forced him into semi-retirement

in 1961; he remained active in anesthesiology and

in the Lake County Public Health Service, as well

as in the Lake County Medical Association.

Dr. Kelly was a diplomate of the National

Board of Medical Examiners. He was a member of

the American Medical Association, the Colorado

Medical Society and was Medical District Repre-

sentative of the American Cancer Society.

Surviving are two sisters, Mrs. Annetta O’Neal

and Mrs. Catherine Rood and two brothers, Ed-

ward and Leo, all of Leadville.

Montana
Sadie Berthalyn Lindeberg, M.D., Miles City,

died on February 7, 1969. Doctor Lindeberg was
born in Sadie, Montana, on April 6, 1884. She re-

ceived her M.D. degree at the University of Mich-
igan Medical School in 1907 and undertook the

general practice of medicine in Miles City in 1908

... In 1953 Doctor Lindeberg was named “Woman
of the Year” by the Miles City Business and Pro-

fessional Women’s Club and in 1957 was honored

as a member of the Fifty Year Club of the Mon-
tana Medical Association. She was also awarded
an emeritus pin by the University of Michigan

Medical School in recognition of her fifty years

as a physician.

Utah
Dr. Edward I. Rich, 100, Utah’s oldest physi-

cian and Weber County’s senior citizen, died at his

home February 18, 1969. He was the last survivor

of the sons and daughters of the late Charles C.

Rich. Born April 9, 1868, in Paris, Idaho to Pioneer

parents who crossed the plains with the second

company of Mormons, Dr. Rich married Almira
Cozzins in 1894.

Dr. Rich was an 1893 graduate of the first

three-year class of the Jefferson Medical School

in Philadelphia. He practiced first in Washington
and later moved to Ogden to practice with his

brother. Dr. Ezra C. Rich. During his 54 years

of practice before retiring in 1947, Dr. Rich de-

livered more than 5,000 babies in Weber County.

Many times when he thought he was meeting a

person for the first time, he would be told that

he was the doctor who brought him into the world.

As a young physician he often rode through bliz-

zards in a buggy on rutted roads to save a life or

assist with a delivery, and he was the first doctor

in Ogden to drive an automobile to make house

calls.

Active in civic affairs. Dr. Rich served for nine

years on the Ogden Board of Education, and in

September of 1965 was named as the second mem-
ber of the Weber County Hall of Fame. He served

as president of the Weber County Medical Society,

and was elected honorary president of the Utah
State Medical Association in 1939. He was also a

Fellow of the American College of Surgeons, and
a member of the AMA.

Awarded the David O. McKay Humanitarian

Award at Brigham Young University’s commence-
ment exercises in 1968, Dr. Rich was a member
of the BYU Emeritus Club. He was also a member
of the Woodmen of the World, Sons of the Utah
Pioneers, Sons of the American Revolution, and

the Rotary Club. He was a high priest in the 43rd

Ward of the L.D.S. Church.

Dr. Rich is survived by six sons and daughters;

Mrs. Royal (Cleone) Eccles; Dr. Junior E. Rich;

Mrs. Joseph W. (Myrene) Brewer, all of Ogden;

Mrs. Junius H. (Avon) Smart, and Mrs. I. David

(Mary) Fife, of Los Angeles; and Col. Thair C.

Rich, retired surgeon of the Continental Com-
mand at Ft. Monroe, Virginia. Also surviving are

27 grandchildren, 93 great-grandchildren, and four

great-great-grandchildren.

Dr. Frank V. Colombo, 54, Price physician and

surgeon, died February 15, 1969, of injuries suf-

fered in a private plane crash in Freeport, Ba-

hamas. He was born April 1, 1914, in Sunnyside,

Carbon County, Utah.

Dr. Colombo received his M.D. degree in 1938

from Creighton University in Omaha, Nebraska,

where he was a member of Phi Chi medical fra-

ternity. He received his pre-medical education at

the University of Utah. He had practiced medicine

in Carbon County since 1938, where he was the
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chief of staff and chief of surgery at the Carbon

County Hospital. Dr. Colombo was acclaimed for

his efforts following the May 9, 1945 explosion

and fire in the Utah Fuel Company’s Mine at

Sunnyside, Utah. Twenty-three miners were
killed and many injured in this explosion. He
cleared the hospital he owned and operated at

Dragerton of all but two patients to accommodate
the burned and injured, then assembled a team
of nine physicians and nurses within two-hours

time to assist in caring for them.

He was also active in civic and real estate

affairs, and was an owner of the Colombine Coal

Mine at Schofield, Carbon County. He was a mem-
ber and former president of the Carbon County
Medical Society, and a member of the Utah State

and American Medical Associations, as well as

the American Academy of General Practice.

Dr. Colombo is survived by a son and three

daughters: Frank V., of Dragerton; Mrs. Phil

(Marilyn) Halamandaris, Fullerton, California;

and Mrs. Ben (Carolyn) Bushman and Roselyn,

both of Long Beach, California. Also surviving is

one stepdaughter, Mrs. Perry (Virginia) Christen-

sen, Norfolk, Virginia; four grandchildren; and
two sisters.

New books received are acknowledged in this

section. Books here listed are available for lending

from the Denver Medical Society Library.

Recent Acquisitions

The Borderline Syndrome: A Behavioral Study of Ego-
Functions: By Roy R. Grinker. New York, 1968, Basic Books.
274 p. Price: $7.95.

The Chemistry of Trauma: By Jonathan E. Rhoads and John
M. Howard. Springfield, Til., 1963, Thomas. 191 p. Price; $7.50.

The Child Analyst at Work: EkUted by Elizabeth R. Geleerd.
New York, 1967, International University Press. 310 p. Price:
$7.00.

Clinical Diagnosis hy Laboratory Methods: By Israel David-
sohn. PhUa., 1969, Saunders. 1308 p. Price: $24.50.

Comparative Psychopathology By American Psychopatho-
logical Assoc. New York, 1967, Grune. 350 p. Price: $15.75.

Cryosurgery of Skin Cancer and Cryogenic Techniques in
Dermatology: By Setrag A. Zacarain. Springfield, 111., 1969,
Thomas. 224 p. Price: $20.50.

The Doctor and the Athlete: By Isao Hirata. Philadelphia,
1968, Lippincott. 282 p. Price: $11.00.

Dying: By John Hinton. Baltimore, 1967, Penguin Books. 208 p.
Price: $1.95.

Endocrine and Genetic Diseases in Childhood; By Lytt I.

Gardner, PhUa., 1969, Saunders. 1072 p. Price: $34.00.

Evolution and Modification of Behavior: By Konrad Lorenz.
Chicago, 1965, University of Chicago. 121 p. Price: $3.50.

The Eye; Phenomenology and Psychology of Function and
Disorder: By J. M. Heaton. Philadelphia, 1968, Lippincott.
336 p. Price: $13.57.

Feminine Psychoiogy: By Karen Homey. New York, 1967,

Norton. 269 p. Price: $5.95.

The First Twenty Years of the University of Texas M. D.
Anderson Hospital and Tumor Institute: By University of
Texas. Houston, Texas, 1964. 564 p. Price: $7.50.

Handbook of Child Psychoanalysis; Edited by Gerald H. J.

Pearson. New York, 1%8, Basic Books. 384 p. Price: $12.50.

A History of Wine as Therapy: By Salvatore Pablo Lucia.
Philadelphia, 1963, Lippincott. 234 p. Price: Gift.

Mental Illness—Progress and Prospects: By Robert H. Felix.
New York, 1967, Columbia University Press. 110 p. Price: $4.75.

On Aggression: By Konrad Lorenz. New York, 1966, Harcourt,
Brace. 306 p. Price: $5.75.

Psychoanalytic Treatment of Schizophrenic and Character-
ological Disorders : By Bryce L. Boyer. New York, 1967, Science
House. 379 p. Price: $8.00.

School Health Education Study: By S.H.E.S. Washington, D. C.,

1964, 74 p. Price; Gift.

Surgery of the Anus, Rectum and Colon: By J. C. Goligher
and others. 2d ed. Springfield, 111., 1967, Thomas. 1110 p.

Price: $38.50.

Book Review
Volume 3 Medical Stamps Handbook No. 63 of

the American Topical Association, 9,000 member
topical stamp collectors’ organization, edited by
Dr. E. Willis Hainlen, M.D., D.T.P., just off the

press, provides a wide range of medical philatelic

information in its 88 well illustrated pages.

“An International Medical Philatelic Bibliogra-

phy” by Dr. Morris M. Weiss, M.D., a compilation

of nearly 1,500 reference articles published in the

scientific, lay, trade and philatelic journals is most
comprehensive ever assembled and is a valuable

asset to every medical collector as well as a useful

tool to medical and philatelic libraries, public and
private.

Volume 3 updates Volume 1 with additional

checklists of physicians and others related to

medicine on stamps. It also supplements Volume
2 “Drugs and Pharmacy on Stamps” by George
Griffenhagen, R.Ph. Dr. Samuel M. Bluefarb, M.D.,

has contributed two original research fuUy il-

lustrated article-checklists on “Dermatosyphilate-

ly” and “Leprosy on Stamps.”

W. B. Mayo provides for the first time in print

a complete comprehensive checklist of nurses and
nursing on stamps. Editor Hainlen furnished a

20-page fully illustrated and translated section of

medical slogan cancellations and meters.

Volume 3 Medical Stamps Handbook No. 63

with an artistic cover by Carl A. Swanson, sells

at $5, a nominal figure considering the size and
scope of this work, from American Topical Asso-

ciation, 3300 N. 50th St., Milwaukee, Wis. 53216.

Immediate delivery with free sample of Topical

Time, ATA’s stamp journal which includes fea-

tures on medical stamps.

A few copies of Vol. 1 Medical History in

Philately by Dr. Gerhard J. Newerla, M.D. (144

pages, $6) and Vol. 2 Drugs & Pharmacy on Stamps
by George Griffenhagen, R.Ph. (96 pages, $5) are

still available. The complete 3 volume ATA medi-

cal handbook series is available at the money-
saving price of $14.95 (a $16.00 value).
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ACHROMYCIN*V
TETRACYCLINE HCl esou^ acK'®'^®.^” M cap''® ' a >We ^ «®ri la®

THE EMORY JOHN BRADY HOSPITAL
401 Southgate Road COLORADO SPRINGS, COLORADO 80906 MElrose 4-8828

E. JAMES BRADY, M.D., Medical Director CAMPBELL F. RICE, Superintendent

For the care and treatment of Psychiatric disorders.

Individual and Group Psychotherapy and Somatic Therapies.

Occupational, diversional and outdoor activities.

X-ray, Qinical Laboratory and Electroencephalography.

Francis A. O’Donnell, M.D.
Robert W. Davis, M.D.
Richard L. Conde, M.D.
Gilbert 0. Horn, M.D.
Paul A. Draper, M.D.
Charles W. McClellan, M.D.
James E. Edwards, M.D.
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PUBLICATION PRINTING . . .

NEWSPAPERS • MAGAZINES

ANNUALS • QUARTERLIES

BOOKLETS • BROCHURES

REPORTS • ROSTERS • PROGRAMS

HANDBOOKS • CATALOGUES

f

EDITORIAL ASSISTANCE • BINDING

ART DEPARTMENT • MAILING

Publishers Press, Inc. Selo voigUr.

1830 CURTIS DENVER 534-4257

you’ve got
connections

with
Colorado’s

finest

Start "em young. Both kids

and horses . . .

Here is a way to see if your child

is horsey enough to make the whole
thing, a foal project, worthwhile.

Just use the coupon to tell us where
to send “Arabs and What They Can
Do’’ — and after son or daughter
has looked it over, the interest will

show. Or it won’t. Either way you’ve
gained!

PARKER, COLORADO 80134

Lu and Burr Betts

Owners

Ranch: (303) 841-3204

Office: (303) 222-1861

3 V2 miles southeast
of Parker, Colorado—use Hilltop Road (County Road #71

)

Please send “Arabs and What They
Can Do” to:
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R
Here’s a

prescription

for real

peace of mind!

Colorado Medical Society's

Disability Income Plan!

This remarkable plan has been specially designed to

offer you real peace of mind security against the

possible loss of your income due to a sickness or

accident.

PAYS up to $1,000.00 0 month when you're sick or

hurt and can't work. This is TAX-FREE cash to

spend as you see fit — an income you and your

family can count on to meet those bills that keep

coming in whether you're able to work or not.

For complete details on this remarkable plan under-

written by Mutual of Omaha and endorsed by your

Society, complete and mail the coupon below today.

Mutual
3^maha.\L/

Thp Campanil thatpays

Life Insurance Affiliate: United of Omaha

MUTUAL OF OMAHA INSURANCE COMPANY
HOMF OFFICE: OMAHA, NEBRASKA

Vincent Anderson Agency
Mutual of Omaha
2nd Floor, Railway Exchange Bldg.

Denver, Colo. 80202

Please rush me full details on the Colorado Medical Society's

Disability Income Protection Plan.

Name

Address

City State ZIP

4-S-6-69

Emphysema, Chronic Bronchitis and Asthma are re-

lieved in fifteen minutes by the fast-disintegrating,

uncoated Mudrane tablet.

Checkpoints:

DILATES THE BRONCHI
DRAINS THE MUCUS
SEDATES MILDLY
SUSTAINED ACTION
SUPERIOR TOLERANCE

Each tablet contains:

POTASSIUM IODIDE 195 mg.

AMINOPHYLLINE 130 mg.

PHENOBARBITAL, Caution; may be habit forming. 21 mg.

EPHEDRINE HCl 16 mg.

FEDERAL LAW PROHIBITS DISPENSING WITHOUT PRESCRIPTION

Precautions: Usual for aminophylline-ephedrine-phenobarbital.

Iodides may cause nausea, long use may cause goiter. Discon-

tinue if symptoms of iodism develop. Iodide contraindica-

tions: tuberculosis, pregnancy.

DOSAGE: One tablet, with full glass of water, 3 or

4 times daily.

Dispensed in bottles of 100 and 1000 tablets.

WILLIAM P. POYTHRESS & CO., INC.
RICHMOND, VIRGINIA 23217

Manufacturers of ethical pharmaceuticals since 1856

ane

BRONCHIAL
DISTRESS
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Colorado Medical Society

OFFICERS 1968-69—Terms of Officers and Committeemen
expire at the Annual Session of the year indicated. Where no
year is indicated the term is for one year only and expires at

the 1969 Annual Session.

President: William M. Covode, Denver.

President-elect: John M. Wood, Englewood.

Vice President: Joseph S. Pollard, Colorado Springs.

Treasurer: Edward B. Liddle, Colorado Springs, 1971.

Constitutional Secretary: Marvin E. Johnson, Denver, 1969.

Delegates to the American Medical Association: Kenneth C.

Sawyer, Denver, Dec. 31, 1970 (Alternate: Robert E. McCurdy,
Denver) : Harlan B. McClure, Lamar, Deceased, Dec. 13,

1968, (vacancy to be filled): (Alternate: Vernon B. Bolton,
Colorado Springs) ; Gatewood Milligan, Englewood, Dec. 31,

1969, (Alternate Ray G. Witham, Craig).

Speaker, House of Delegates: Robert G. Bosworth, Jr., Denver.

Vice Speaker, House of Delegates: Harlan B. Huskey, Fruita.

Foundation Advocate: James P. Rigg, Sr., Grand Junction.

Historian: Richard Whitehead, Denver.

Historian Emeritus: Bradford Murphey, Denver.

Scientific Editor for Colorado and Chairman of the Editorial

Board, Rocky Mountain Medical Journal: Douglas W.
Macomber, Denver.

Assistant Scientific Editor for Colorado, Rocky Mountain
Medical Journal: Carl H. McLauthlin, Denver.

Executive Secretary: Donald G. Derry, 1809 E. 18th Ave.,
Denver, Office Telephone 399-1222 ( 303).

Montana Medical Association

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Armual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Mark B. Listerud, Wolf Point

President-Elect: Oscar A. Swenson, Sidney

Vice-President: Richard L. Peterson, Hamilton
Secretary-Treasurer: John A. Newman, Butte

Assistant Secretary-Treasurer: Robert P. Yost, Missoula

Delegate to the A.M.A.: Herbert T. Caraway, Billings

Alternate Delegate to the A.M.A.: Robert W. Thometz, Butte

Executive Committee: Mark B. Listerud, Wolf Point, Chair-
man; Herbert T. Caraway, Billings; John A. Newman, Butte;
Richard L. Peterson, Hamilton; Oscar A. Swenson, Sidney:
Robert P. Yost, Missoula; Robert W. Thometz, Butte; Alfred
M. Fulton, Billings; Albert L. Vadheim, Bozeman.
Scientific Editor, Rocky Mountain Medical Journal; Warren
D. Bowman, Jr., Billings

Associate Editor, Rocky Mountain Medical Journal: L. Russell
Hegland, Billings

Executive Secretary: L. Russell Hegland, 1236 North 28th St.,

(P. O. Box 1692) Billings 59103. Office Telephone 259-2585

Nevada State Medical Association
OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Harry J. McKinnon, Jr., Las Vegas.

President-elect; V. A. Salvadorini, Reno.
Secretary-Treasurer: John P. Sande, Reno.
Delegate to A.M.A.: Leslie A. Moren, Elko.

Alternate Delegate to A.M.A.: Kenneth E. Turner, Las Vegas.
Immediate Past President: Richard A. Petty, Carson City.

Scientific Editor for Nevada, Rocky Mountain Medical Journal:
Harry J. McKinnon, Las Vegas.

Assistant Scientific Editor for Nevada, Rocky Mountain Medical
Journal: Wesley W. Hall, Reno.
Associate Editor, Rocky Mountain Medical Journal; Nelson B.
Neff, Reno.
Executive Secretary: Mr. Nelson B. Neff, 3660 Baker Lane,
Reno. Telephone 323:6788.

New Mexico Medical Society

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and
expires at the 1969 Annual Session.

President: Earl B. Flanagan, Carlsbad

President-Elect: Hugh B. Woodward, Albuquerque
Secretary-Treasurer: John D. Abrums, Albuquerque
Immediate Past-President: Emmit M. Jennings, Roswell

Speaker, House of Delegates: Ronald V. Dom, Albuquerque

Vice Speaker, House of Delegates: William J. Hossley, Deming
Delegate to A.M.A.: Allan L. Haynes, Clovis, January 1,

1967 to December 31, 1970

Alternate Delegate to A.M.A.: James C. Sedgwick, Albu-
querque, January 1, 1967 to December 31, 1968

Scientific Editor tor New Mexico, Rocky Mountain Medical
Journal: Marcus J. Smith, Santa Fe
Assistant Scientific Editor for New Mexico: William S. Cur-

ran, Albuquerque.

Associate Editor, Rocky Mountain Medical Journal; Ralph R.
Marshall, Albuquerque
Executive Secretary: Mr. Ralph R. Marshall, 3010 Monte
Vista Blvd., NE, Albuquerque; Telephone 265-8494, area code
305.

Utah State Medical Association
OFFICERS 1968-69 — Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Homer E. Smith, Salt Lake City

President-elect: John H. Rupper, Provo

Secretary ’70: Alan E. Lindsay, Salt Lake City

Treasurer ’69: Ralph C. Richards, Salt Lake City

Additional Trustees: Box Elder County Medical Society, W. R.
Merrell, Brigham City; Cache Valley Medical Society, Merrill

C. Daines, Logan; Carbon County Medical Society, Roy W.
Robinson, Price; Central Utah Medical Society, Gene E.

Speakman, Mt. Pleasant; Davis County Medical Society, Noall
Z. Tanner, Layton; Salt Lake County Medical Society, Russell
M. Nelson, Salt Lake City; Southeastern Utah Medical So-
ciety, Paul R. Mayberry, Moab; Southern Utah Medical So-
ciety, L. V. Broadbent, Cedar City; Uintah Basin Medical
Society, Terry M. Buxton, Roosevelt; Utah County Medical
Society, W. Doyle Cranney, Orem; Weber County Medical
Society, L. D. Nelson, Ogden.
Past President: Drew M. Petersen, Ogden
Delegate to AMA: Drew M. Petersen, Ogden
Alternate Delegate to AMA: Merrill C. Daines, Logan
Chairman of the Board, Blue Shield of Utah: Wallace S.

Brooke, Salt Lake City.

Speaker, House of Delegates: J. Clare Hayward, Logan
Vice Speaker, House of Delegates: William R. Christensen,
Salt Lake City

Scientific Editor for Utah, Rocky Mountain Medical Journal:
Alan E. Lindsay, Salt Lake City.

Associate Editor, Rocky Mountain Medical Journal: Mr.
Hoyt W. Brewster, Salt Lake City.

Executive Secretary: Mr. Hoyt W. Brewster, 42 South Fifth

East, Salt Lake City, telephone EL 5-7477.

Wyoming State Medical Society

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President; Henry N. Stephenson, Newcastle.

President-elect: John J. Corbett, Casper.

Vice President: Fenworth M. Downing, Sheridan.

Secretary: William G. Erickson, Lander.

Treasurer: Duane M. Kline, Cheyenne.

Delegate to AMA: Harlan B. Anderson, Casper.

Alternate Delegate to AMA: Thomas A. Nicholas, Buffalo.

Speaker of the House: Roy W. Holmes, Casper.

Vice Speaker of the House: Goode R. Cheatham, Jr., Casper.

Scientific Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Francis A. Barrett, Cheyenne.

Associate Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Mr. Arthur R. Abbey, Cheyenne.

Legal Counsel: Byron Hirst, Cheyenne.

Public Relations Consultant: Mr. Bill Anderson, Cheyenne.
Executive Secretary; Mr. Arthur R. Abbey, Cheyenne.
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WANT ADS

GENEIRAL. PRACTITIONER—desires physician with surgical
knowledge. Located in the Heart of World’s best hunting

and fishing, also wonderful skiing. Exceptional opportunity

—

could use two physicians immediately. Office space in hos-
pital building. Contact: S. A. Thomas, Administrator, Star
Valley Latter-day Saints Hospital, Afton, Wyoming 83110.

369-10-5B

WANTED: General Surgeon for association with an established
group near Denver. Opportunity for full partnership.

Write: Box 369-1-6, Rocky Mountain Medical Journal, 1809
E. 18th Avenue, Denver, Colorado 80218. 369-1-6

OPENINGS FOR TWO INTERNISTS for medical service of
active 127-bed GM&S hospital in city of 52,000. Recreation

facilities and schools excellent: nine colleges within hundred-
mile radius. Pleasant climate and ideal living conditions.
Salary based on qualifications; excellent fringe benefits. Li-
censure in one of the 50 states is required. Inquire: Chief of
Staff, VA Center, 2360 E. Pershing Blvd., Cheyenne, Wyoming
82001, an equal opportunity employer. 369-5-2B

PSYCHIATRIST OR INTERNIST—Chief of Geriatrics Division.
Two 25-bed units providing full range of transitional services

in community-oriented program. Emphasis on short-term treat-
ment with utilization of extramural facilities. $21,000-25,500.
Write: Samuel B. Schiff, M.D., Fort Logan Mental Health
Center, 3520 West Oxford, Denver, Colorado 80236 369-8-2B

TUCSON-INTERNAL MEDICINE RESIDEaSTCY — Newly ap-
proved 3-year program; 360 bed GM&S hospital of which

241 are assigned to Medical Service; affiliation for pediatric
and female medicine at Davis Monthan AFB Hospital, Tucson,
Arizona; affiliation with the new University of Arizona Col-
lege of Medicine whose faculty is responsible for supervision
of the program and consultation in the sub-specialties; active
research service, full time staff of 11 board certified internists;

ECFMG certificate required of foreign graduates not engaged
in Exchange Visitors Program. Salaries: first year, $6,300;

second year, $6,500; third year, $7,100. Contact; Chief Medical
Service, VA Hospital, Tucson, Arizona 85713. Equal Oppor-
tunity Employer. 269-1-3B

GENERAL PRACTITIONER: (U. S. or Canadian trained) To
establish practice in Blue Spring HUls of southeastern Idaho

in the town of Malad City (110 mOes on Interstate 15 to Salt
Lake City). Fully accredited, 17-bed, short-term general
hospital, with approved funding for new 11-bed, short-term
and 14-22 bed long-term hospital to serve community area
pMjpulation of 5,000. Six-room suite in existing hospital will
be remodeled and provided for office and clinic. Experienced
RN’s are available. Reply to: Administrator, Oneida Hospital,
Malad City, Idaho 83252. 269-3-3B

PATHOLOGY RESIDENCIES AND INTERNSHIPS available
in 600 bed general hospital. Fully approved four year pro-

gram in anatomical and clinical Pathology. Average annual
specimens and tests—348,587. Interns—$6,300; residents—$8,100
up. Board and laundry. Charles B. Mitchell, M.D., Director
of Laboratories, Harris Hospital, 1300 West Cannon, Fort
Worth, Texas 76104. 169-7-12B

GENERALISTS, SPECIALISTS NEEDED desperately for solo
or associate practice in this medium sized delightful Great

Plains community. 50 bed modern hospital. Contact: S. S.
Bordman, M.D., Box 551, Lamar, Colorado 81052. Phone; (303)
336-7423. 269-5-TFB

ANESTHESIOLOGY RESIDENCIES avaUable—FuUy approved
two year program in 6C0 bed general hospital includes

neurosurgery, thoracic, and cardiovascular surgery. Annual
anesthetics administered—over 13,000. Stipend—$8,100 and
$9,300. Board and laundry. A. N. Heinrichs, M.D., Director,
Department of Anesthesia, Harris Hospital, 1300 West Can-
non, Port Worth, Texas 76104. 169-8-12B

WANTED: A general practitioner to practice in a town of
10,000 with a new 110-bed hospital. Independent clinic with

$15,000 annual salary plus free furnished office for six months.
Pleasant, stable community in northern Rocky Mountain area
with good schools and communications. Write: W. H. Randall,
M.D., Miles City Clinic, MRes City, Montana 59301. 369-6-6

CENTRALLY LOCATED
For tJtie medical and dental professions

REPUBLIC BUILDING CORPORATION

Here, in the heart of down-
town Denver, the Republic Build-

ing is the best-known Medical-

Dental Center in the Rocky
Mountain West, complete with

24-hour operation. X-ray; patho-

logical and dental laboratories,

pharmacy, drug and supply

stores.

With the completion of the

new 500-car, self-service parking

facility, the Republic Building

—

designed and operated for the

medical and dental professions

—

offers the ultimate in patient-con-

venience and medical facilities.

Space is available. Ask for

illustrated brochure.

1624 TREMONT PLACE, DENVER. COLORADO 80202
PHONE 534-5271
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WANTED: G. P. to join Fort Morgan Medical Group, Fort
Morgan, Colorado 80701. Opportunity for full partnership.

Write: Box 369-2-6, Rocky Mountain Medical Journal, 1809

E. 18th Avenue, Denver, Colorado 80218. 369-2-6

OUTSTANDING OPPORTUNITY FOR PEDIATRICIAN in

Broadmoor Skyway Area in Colorado Springs. One suite

still available in professional building now under construction.
Building oriented to children’s dental and medical care. Quality
building, ample parking. For information, contact Box 269-7-

4B, Rocky Mountain Medical Journal, 1809 E. 18th Avenue,
Denver, Colorado 80218, or phone (219) 484-6676. 269-7-4B

TWO 40-YEAR;OLD G.P.’s with overly successful practice need
additional help. Near Glacier Park in an area that affords

excellent hunting, fishing, skiing, etc. Seeking M.D. capable and
interested in doing General Practice. Military obligations must
be completed. Are in position to make exceptional offer with
early partnership. Contact Drs. West and Markette, Box 196,

Cut Bank, Montana 59427 .
469-1-2

Newton Optical

Company
Catering to

Medical Profession Patronage

309 16th Street

Denver 80202

Telephone

534-8714

FAMILY DOCTOR needed by July 1. Present physician

leaving for residency in dermatology. Equipment and office

new, modern. Located in Lakewood, Colorado. For informa-

tion caU: 985-7660 evenings. 469-2-1

ESTES PARK—Excellent general and surgical medical practice

available now in a growing resort town. Many desirable

features. An outstanding opportunity for a 50-50 partnership.

No money or equipment needed. Reply to Mall Medical

Building, P.O. Box 1727, Estes Park, Colorado 80517. 469-3-1

NEW, FOUR-BEDROOM, two bath chalet, Snowmass at Aspen;

fully carpeted, stone fireplace, magnificent views; available

by week or month. Contact: Frank B. Palmer, Box 789, Grand
Junction, Colorado 81501. 469-4-lB

THERAPEUTIC HYPNOSIS COURSE
• Course will cover hypnosis “basics” for the

professional practitioner. (Of special interest
will be a demonstration of a Russian-type
electro-sleep-inducer.)

• Restricted to physicians (M.D.), dentists and
psychologists.

• Offered in Denver in five three-hour evening
sessions during the week of June 2 through 6,

1969. Place to be announced.

• Instructor will be Hallack McCord, Ph.D.,
F.A.S.P.D.M., F.A.S.C.H., F.A.A.M.D., ABEPH
Diplomate — Experimental Hypnosis. Former
Co-Editor, Journal of the American Society
of Psychosomatic Dentistry and Medicine.

• Tuition: $100.00.

For further information, contact Hallack McCord, 2055
South Hazel Court, Denver, Colorado 80219—or tele-

phone 922-3111.

HOSPITAL

LIFE

DISABILITY

•

GROWING
WITH THE

ELEVEN

WESTERN STATES

ARTIFICIAL EYES

In 1967 almost 45,000 new active cases were re-

ported. Isn't that a good reason to make tuberculin

testing with the white LEDERTINE^*’^ Applicator a rou-

tine part of your physical examinations?

Plastic eyes and glass eyes

specially made to fit the most

difficult cases. An expert eye-

maker is in our office at all

times to give your patients the

satisfaction they must have.

In business since 19D6.

Write or phone for full details.

DENVER OPTIC COMPANY
330 University Bldg. • 16th and Champa • 825-0229

Denver, Colorado 80202

TUBERCULIN, TINE TEST
(Rosenthal) with Old Tuberculin

Precautions: With a positive reac-
tion, consider further diagnostic
procedures. Use with caution in per-

sons with active tuberculosis or
known allergy to acacia. Vesicula-
tion, ulceration, or necrosis may
occur at the test site in highly sen-
sitive persons.

LEDERLE LABORATORIES
A Division of American Cyanamid Company, Pearl River. New York

477-9
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When prescribed— Bennett’s AP series makes

air IPPB therapy simple and efficient!

They’re easy to use. Simple, non-interacting
controls make the AP ideal for patient use
at home. They’re also widely used in doc-
tors’ offices, clinics and in hospitals.

Bennett’s AP units are therapeutically ef-

ficient. The famous, flow-sensitive Bennett
Valve—the valve that “breathes” with the
patient—gives proper control of pressure
patterns. The Bennett/Twin Nebulizer (in-

cluded with all AP Models) provides opti-

mum volume and particle size for medica-
tion and humidification. Oxygen enrichment
may be added with other Bennett accessories.

Bennett makes two AP models—the reliable

AP-5, as shown, and its self-contained port-

able teammate, the AP-4 (inset). Both are

electrically operated, quiet, compact and
quality built.

Get full information on the Bennett AP
Series from your Puritan representative.

He’ll also tell you about patient rental plans.

Bennett IPPB equipment is sold or rented

only on prescription by a physician or on
order of a hospital or other recognized med-
ical institution.

GEO. BERBERT & SONS, INC.
1717 LOGAN STREET, DENVER, COLORADO 80203 • TEL. 255-0408
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Mountain Medical Conference

ircd by Colorado Medical Society

898 Per Person Complete
from Denver

how long

have you been waiting

for that

"once in a lifetime" trip??

This is it . ORIENT ADVENTURE.

Discover two of the most exciting cities in the

world — Tokyo and Hong Kong. For 14 days and

nights you will live in a world you've only dreamed of:

Geishas — the Ginza — pagodas — luxurious hotels —
exquisite dining. Scenery and people you'll never forget.

Orient Adventure offers you the unique chance to

explore on your ovm or take advantage of group

activity. It’s your vacation and you're the boss.

All this is included —
Air travel by our World Airways 707 private jet, fea-

turing stretch out seating — deluxe hotels — full

American breakfasts and gourmet dinners — 100

lbs. baggage allowance — transfers — taxes and

tips — and more.

Departing: Denver, Colorado, |uly 30, 1969

RETURN THIS COUPON NOW!
Send to: Colorado Medical Society

1809 E. 18th Ave.

Denver, Colorado 80218

Enclosed is my check for S ($100 per person)

as Orient Adventure deposit.

NAME

ADDRESS

CTtY state zip CODE PHONE

MAKE YOUR RESERVATIONS EARLY — SPACE
STRICTLY LIMITED!

COVER PICTURE

Our cover is the third in a series of reproductions of famous Western paintings by Charles M.

Russell. The painting on the cover of this issue is entitled “Laugh Kills Lonesome." It was painted

in 1925, a year before Mr. Russell’s death. At this time in his life Russell fell a deep longing for

the old cowboy life, a longing which engendered more and more sadness in his work. “Laugh Kills

Lonesome" is one of the most beautiful of this period. In this painting he depicts himself at a night

campfire, symbolically sharing a hot cup of java and a few laughs with the cowhands.

Russell had lived the life of a cowboy, hunter and trapper since 1880 when at the age of sixteen

he and an older companion wandered into Helena, Montana, the roaring mining town on Last Chance

Gulch. His paintings faithfully reproduce the life he lived and loved so well in the Montana Terri-

tory, and in Canada.

Reproductions of this popular painting may be obtained from the Rocky Mountain Medical

Journal. The 18 x 30 DeLuxe is $13.00, 18 x 30 oil-on-canvas is $25.00. Unfortunately due to recent

postal regulations we are unable to mail these paintings to you via parcel post as we have done

in the past. We must therefore bill you an additional $5.50 for air express charges. All orders should

be sent to the Rocky Mountain Medical Journal Office. 1809 East 18th Avenue. Denver, Colorado

80218.
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HWiDBRAND OFLUTUTRIN

3000 UNIT TABLETS

©

IN THU TREATMENT OF FUNCTIONAL. DYSMENORRHEA AND SELECTED CASES OF

PREMATURE LABOR AND 2ND AND 3RD TRIMESTER THREATENED ABORTION

B LUTREXIN, the non-steroid “uterine
relaxing factor" has been found to be useful
by many clinicians in controlling abnormal
uterine activity.

,

B Literature on indications and dosage avail-
able on request.

fl No side effects have been reported, even
when massive doses (25 tablets per day)
were administered.

B Supplied in

unit tablets.
bottles of twenty-five 3,000

(In vivo measurement of Lutrexin on contracting

uterine muscle of the guinea pig.)

HYNSON, WESTCOTT & DUNNING, INC. BALTIMORE, MARYLAND 21201

(LTR2S)
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..iMOUUFORW'®
BACTER'

broad Polydilin
(ampicillin trinydrate)

spectrum • • •

...you have
a lot going for you

in the wide
range of bacterial

infections.

staphylococci

PRESCRIBING INFORMATION. For complete
information consult Official Package Circular.

Indications: Infections due to susceptible strains

of Gram-negative bacteria (including Shigellae,

S. typhosa and other Salmonellae, £. coli, H. in-

fluenzae, P. mirabilis, N. gonorrhoeae and N.
meningitidis) and Gram-positive bacteria (in-

cluding streptococci, pneumococci and nonpeni-
cillinase-producing staphylococci).
Contraindications; A history of allergic reac-
tions to penicillins or cephalosporins and infec-

tions due to penicillinase-producing organisms.
Precautions.Typical penicillin-allergic reactions
may occur, especially in hypersensitive pa-
tients. Mycotic or bacterial superinfections may
occur. 0<perience in newborn and premature
infants is limited and caution should be used
in treatment, with frequent organ function eval-
uations. Safety for use in pregnancy is not estab-
lished. In gonorrheal therapy, serologic tests
for syphilis should be performed initially and

monthly for 4 months. Assess renal, hepatic
and hematopoietic function intermittently dur-
ing long-term therapy.

Adverse Reactions: Skin rash, pruritus, urti-

caria, nausea, vomiting, diarrhea and anaphy-
lactic reactions. Mild transient elevations of
SGOT or SGPT have been noted. Black tongue
has been noted in some patients receiving the
Chewabie Tablets.
Usual Dosage: Adults—250 or 500 mg. q. 6 h.

(according to infection site and offending or-

ganisms). Children—50-100 mg./ Kg./ day in 3
to 4 divided doses (depending on infection site

Polycilliif
(ampiciliin trihydrate)

and offending organisms). Bacterial meningitis
-150-200 mg./ Kg./day in 6 to 8 divided doses.
Children weighing more than 20 Kg. should be
given an adult dose when prescribing orally.

In parenteral administration, children weighing
more than 40 Kg. should be given an adult dose.
Beta-hemolytic streptococcal infections should
be treated for at least 10 days.
Supplied: Capsules—250 mg. in bottles of 24 and
100. 500 mg. in bottles of 16 and 100. For Oral
Suspension—125 mg./ 5 ml. in 60, 80 and 150
ml. bottles. 250 mg./ 5 ml. in 80 and 150 ml.
bottles. Chewabie Tablets—125 mg. in bottles
of 40. Injectable—for I.M./I.V. use~vials of
125 mg., 250 mg., 500 mg., and 1 Gm. Pediatric
Drops—100 mg./ ml. in 20 ml. bottles.
it-i/2/m A. H.F.S. Category 8:12.16

BRISTOL LABORATORIES
Division of Bristol-Myers Co.
Syracuse, New York 13201

BRISTOL

The penicillin you use like a brcad-spectrum antibiotic
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iP^^stel

for help in control ofacute pain ofmild to

moderate severity ordinarily not

requiring the use ofnarcotics

PONSTEL—INDICATIONS: PONSTEL (mefenamic acid) is indicated for short-term

administration, not exceeding seven days, for relief of pain in conditions ordinarily not
requiring the use of narcotics. PONSTEL—A SINGLE ENTITY: PONSTEL is a single

entity with a single indication— pain. The analgesic activity of PONSTEL has been
demonstrated in pharmacologic studies, clinical trials, and widespread clinical use.

PONSTEL-EFFECTIVE IN CLINICAL TRIALS: PONSTEL has been effectively

used in the control of back pain, headache, muscular aches and sprains, bursitis, and pain
of miscellaneous origin.

Contraindications: PONSTEL is contraindicated in patients with intestinal ulceration. The use of
PONSTEL in women of childbearing potential is contraindicated. It should not be given to children
under 14 years of age until the pediatric dose has been established.

Warning: If diarrhea occurs, the drug should be promptly discontinued. The patient so affected is

usually unable to tolerate the drug thereafter.

Precautions: Administer with caution in patients with abnormal renal function or inflammatory disease
of the gastrointestinal tract. Withdraw the drug promptly if rash occurs. Use with caution in known
asthmatics (see Adverse Reactions).

Adverse Reactions: Complaints are dose-related, being more frequent with higher doses. Associated
side effects were relatively mild and infrequent in clinical studies with doses up to 1,500 mg. per day.
Most frequently reported side reactions in 3,205 observations on 1,985 subjects over a period of from
1 to 238 days were drowsiness (43 subjects), nausea (41), dizziness (32), nervousness (28), gastro-
intestinal discomfort (28), and headache (7). There were single reports of vomiting, facial edema,
dyspnea, urticaria, and insomnia, and two instances each of diarrhea, blurred vision, gas, and perspira-
tion. Mild toxicity to the renal, hepatic, and hematopoietic systems was evidenced by lowering of
hemoglobin, hematocrit, and leukocyte count; occasional eosinophilia; red and white cells and albumin
in urine. It is recommended that hematopoietic, renal, and hepatic function studies be done. There
have been single unconfirmed reports of agranulocytosis, thrombocytopenic purpura, and megaloblastic
anemia. Other side effects included central nervous system symptoms (unsteadiness and confusion)
and single reports of hematuria and increased insulin requirement. Intestinal ulceration was induced
in four of ten subjects after 44 to 74 days of supratherapeutic doses; sigmoidoscopic examinations,
three to seven days after medication was stopped, indicated lesions were completely healed or healing.
Two patients receiving 2,000 mg. per day, who did not stop the drug when diarrhea occurred, developed
sigmoidal hyperemic mucous membrane which bled when touched. Three of six known asthmatic
patients had acute exacerbations following administration of PONSTEL.
Administration and Dosage: PONSTEL is administered by the oral route. Recommended regimen for

adults and children over 14 years of age is 500 mg. as an initial dose followed by 250 mg. every six

hours as needed. PONSTEL is indicated for short-term administration not exceeding one week of
therapy. Margin of safety is reduced at higher doses and for longer administration.

PONSTEL is available in Kapseals of 250 mg., bottles of 100.
The Blue band on Ivory capsule combination is a trademark of Parke, Davis & Company.
PARKE, DAVIS 85 COMPANY, DETROIT, MICHIGAN 48232

PARKE-DAVIS
463R68





Theydon’t feel they“suffer”

from hypertension...

that’s the’'Buti”part

ofButiserpazide.

The “Buti” part of Butiserpazide—the mildly

sedative action of Butisol acting in concert with the

classic thiazide/reserpine formula—proved

helpful in one study in reducing hypertensive

symptoms in over half the patients.*

Among the symptoms showing “striking” overall

improvement were headache, nervousness,

palpitation and dizziness. Nor is that all there is to

the “beauty” of Butiserpazide. Clinical

comparisons have also shown that many patients

respond with smooth, uniform lowering of blood

pressure^. . . at times below the levels achieved with

previous therapy*’^. . . as well as a lowered

incidence of drug side effects. (The usual dosage

is just 1 tablet once or twice a day.

)

You have a choice of 2 strengths:

Butiserpazide-25
Prestabs®* Tablets

Butisol® (butabarbital) SOmg.f; hydrochlorothiazide

25 mg.; reserpine 0.1 mg.

Butiserpazide=^50
Prestabs®* Tablets

"

Butisol® (butabarbital) 30 mg.f; hydrochlorothiazide

50 mg.; reserpine 0.1 mg.

Lowers blood pressure

so smoothly that patients are

often untroubled by either

the disease. . . or therapy

tWarning: May be habit forming.

*15 mg. of Butisol (butabarbital), plus the other

ingredients, in outer layer; 15 mg. of Butisol in a

specially coated core for delayed release, to approximately

equalize duration of action for all components.

Contraindications: Sensitivity to any component, porphyria, peptic ulcer, ulcer-

ative colitis, mental depression, renal impairment or shutdown. Warnings:

Consider the possibility of sensitivity reactions in patients with history of

allergy or bronchial asthma. Coated potassium tablets, sometimes administered

in conjunction with antihypertensive therapy, may be associated with small

bowel lesions, which have led to obstruction, hemorrhage and perforation.

Surgery has frequently been required and deaths have occurred. Such tablets

should be used only when indicated and when adequate dietary supplementation

is not practical. They should be discontinued immediately if abdominal pain,

distention, nausea, vomiting, or g.i. bleeding occur. Use in Pregnancy: Exercise

caution, since thiazides cross the placental barrier and may cause fetal or

neonatal hyperbilirubinemia, thrombocytopenia or altered carbohydrate metab-

olism; adverse reactions seen in the adult may occur in the newborn. Use

reserpine in women of childbearing age only when essential to patient welfare.

Increased respiratory secretions, nasal congestion, cyanosis, and anorexia may

occur in infants born to reserpine-treated mothers. Precautions: Butisol

(butabarbital)—Exercise caution in moderate to severe hepatic disease. Elderly

or debilitated patients may react with marked excitement or depression.

Hydrochlorothiazide~Uay induce electrolyte imbalance; when used with digi-

talis or one of its glycosides and in patients with severe hepatic insufficiency,

cardiac arrhythmias or symptoms of impending hepatic coma may occur. Dis-

continue and institute appropriate countermeasures if prolonged use produces

hypokalemia or (likely with sodium restriction) hyponatremia and hypochlore-

mic alkalosis. (Ammonium chloride, used to reverse hypochloremic alkalosis,

is contraindicated in hepatic disease.) May produce elevated serum uric acid

levels (and, infrequently, gout) or reduce glucose tolerance, altering insulin

requirements in diabetics. Reserpine— Observe for signs or symptoms of peptic

ulcer or ulcerative colitis. Discontinue at first sign of mental depression;

keep in mind possibility of suicide. Exercise extreme caution in history of

mental depression. May produce cardiac arrhythmias when used with digitalis

and quinidine, or may precipitate biliary colic in patients with gallstones.

Discontinue 1 to 2 weeks before surgery; inform the anesthetist in event of

emergency surgery. Exercise caution in history of epilepsy. Discontinue 1 to

2 weeks before ECT. General— Exercise caution in coronary artery disease.

Adverse Reactions: Dizziness, drowsiness, weakness, nasal congestion, leg

cramps, nausea, palpitations, superficial skin bruises, palmar erythema, head-

ache, dehydration, skin rash, “hangover,” systemic disturbances, diarrhea,

itching, vomiting, paresthesia, photosensitivity, pancreatitis, jaundice, xan-

thopsia, purpura, thrombocytopenia, leukopenia, agranulocytosis, aplastic

anemia, anorexia, gastric irritation, abdominal cramping, constipation, glycos-

uria, vertigo, cutaneous vasculitis, orthostatic hypotension (potentiated by

alcohol, barbiturates, or narcotics), increased salivation and gastric secretion,

increased intestinal motility, loose stools, angina-like syndrome, arrhythmias,

bradycardia, flushing, hypotension, nervousness, paradoxical anxiety, rarely

atypical Parkinsonian syndrome, central nervous system sensitization (mani-

fested by dull sensorium, deafness, glaucoma, uveitis, optic atrophy), dryness

of mouth, syncope, epistaxis, weight gain, and impotence or decreased libido.

Usual Adult Dosage: BUTiSERPAZlDE®-25 or BUTISERPAZIDE®-50: 1 tablet daily

or b.i.d. When used with other antihypertensive agents reduce dosage of both

drugs about 50% and observe carefully for changes in blood pressure. Before

prescribing or administering, see package insert. References: l. Coodiey, E L Curr.

Ther Res. 4:460 (Sept.) 1962. 2. Johnson, H. J., Jr.:Penn Med. J. 67:35 (May) 1964.

McNeil Laboratories, Inc.

Fort Washington, Pa. 19034McNEIl

)
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CONTROL FOOD AND MOOD ALL DAY LONG WITH A SINGLE MORNING DOSE

One Ambar Extentab before breakfast can

help control most patients’ appetite for up

to 12 hours. Methamphetamine, the appe-

tite suppressant, gently elevates mood and

helps overcome dieting frustrations. Pheno-

barbital, the sedative in Ambar, controls irritability and

anxiety. . .helps maintain a state of mental calm and equa-

nimity. Both work together to ease the tensions that erode

the willpower during periods of dieting.

Also available: Ambar #1 Extentabs®—methamphetamine

hydrochloride 10 mg., phenobarbital 64.8 mg. (1 gr.) (Warn-

ing: may be habit forming).

AMBAR'2
EXTENTABS

methamphetamine HCl 15 mg.,
phenobarbital 64.8 mg. (1 gr.)

(Warning: may be habit forming).

BRIEF SUMMARY/Indications; Ambar
suppresses appetite and helps offset emo-

tional reactions to dieting. Contraindica-

tions: Hypersensitivity to barbiturates or

sympathomimetics; patients with advanced

renal or hepatic disease. Precautions: Administer with cau-

tion in the presence of cardiovascular disease or hypertension.

Side Effects: Nervousness or excitement occasionally noted,

but usually infrequent at recommended dosages. Slight drows-

iness has been reported rarely. See package insert for further

details. a. h. robins company,
RICHMOND, VA. 23220 >l4fDOBINS



Smiles speak louder than words
for the good taste of Soyalac

Milk-free, hypo-allergenic Soyalac has a pleasing taste that

is eagerly accepted by most infants. It’s similar to mother’s

milk in composition and assimilation, much like cow’s milk

in consistency and completely free of fibre. Extensive clini-

cal data support Soyalac’s value in promoting growth and

development. Soyalac is also excellent for growing children

and adults.

A request on your professional letterhead or prescription form

will bring to you complete information and a supply of samples.

Concentrated Liquid or Powdered

a product of

LOMA LINDA FOODS
MEDICAL PRODUCTS DIVISION

RIVERSIDE, CALIFORNIA
Mount Vernon, Ohio, U. S. A. j





Because today’s
skin problems

areharderto hide...

and plain topical steroids,
like bikinis, often don’t

provide adequate coverage...
improve therapeutic

prospects with

Vioform-Hydrocortispne
(iodochlorhydroxyquin and hydrocortisone)

antifungal. ..antibacterial...

anti-inflannmatory... antipruritic

Today’s “mini” styles and maximum skin exposure lend urgency to

your need for effective dermatologic preparations. Of these,

plain topical steroids enjoy wide use. But certain common skin disorders—

those of fungal or bacterial origin, and skin lesions with secondary

infections—require more comprehensive therapy. In fact, plain topical
-i.— :-i gg t^gfapy jn thsse cases. That’s

escribe Vioform-Hydrocortisone. This

nti-inflammatory and antipruritic benefits

IS antibacterial and antifungal actions.

For prescribing information, please see following page.

CIBA Pharmaceutical Company, Summit, N.J.

CIBA



Vioform-
Hydrocortisone

(iodochlorhydroxyquin
and hydrocortisone)

antifungal...

antibacterial...

anti-inflammatory...
antipruritic

Indications: Most acute and chronic skin

disorders (consult product literature).

Contraindications: Should not be used

in the eye, or topically in the presence of

tuberculosis, vaccinia, varicella, or other

viral skin conditions.

Precautions: May prove irritating to sen-

sitized skin in rare cases. If this occurs,

discontinue therapy. May stain. If used

under occlusive dressings or for a pro-

longed period, watch for signs of pitui-

tary-adrenal axis suppression. May inter-

fere with thyroid function tests. Wait at

least one month after discontinuance of

therapy before performing these tests.

The ferric chloride test for phenylketo-

nuria (PKU) can yield a false positive result

if Vioform is present in the diaper or urine.

Adverse Reactions: Rare: local burning,

irritation, itching. May cause striae at

site of application when used for long

periods in intertriginous areas.

Dosage: Apply a small amount to af-

fected areas 3 or 4 times daily.

Supplied: Cream, 3% iodochlorhydroxy-

quin and 1 % hydrocortisone in a water-

washable base containing stearyl

alcohol, spermaceti, petrolatum, sodium

lauryl sulfate, and gylcerin in water;

tubes of 5 and 20 Gm. Ointment, 3%
iodochlorhydroxyquin and 1 % hydro-

cortisone in a petrolatum base; tubes of

5 and 20 Gm. Lotion, 3% iodochlorhy-

droxyquin and 1% hydrocortisone in a

water-washable base containing stearic

acid, cetyl alcohol, lanolin, propylene

glycol, sorbitan trioleate, polysorbate 60,

triethanolamine, methylparaben, propyl-

paraben, and perfume Flora in water;

plastic squeeze bottles of 15 ml.

Economical Forms for Less Severe
Dermatoses: Mild Cream, 3% iodochlor-

hydroxyquin and 0.5% hydrocortisone in

a water-washable base containing

stearyl alcohol, spermaceti, petrolatum,

sodium lauryl sulfate, and glycerin in

water; tubes of 'A and 1 ounce. Mild

Ointment, 3% iodochlorhydroxyquin and
0.5% hydrocortisone in a petrolatum
base; tubes of 'A and 1 ounce. 2 / 3941 MB

C I B A
CIBA Pharmaceutical Company, Summit, N.J.

Sedation without peaks and valleys

REMOVES THE MENTAL BLUR
THAT CLOUDS VISION

CONSTRUCTIVE THERAPY—Solfoton in any form
taken at 6 hour intervals maintains sedation at the

threshold of calmness, sustaining a mental climate

for purposeful living.

Each tablet or capsule contains:

PHENOBARBITAL (Warning; may be habit forming) ...16 mg.

BENSULFOID® (See P.D.R.) 65 mg.

Precaution: same as 16 mg. phenobarbital

Literature and clinical supply
available to physicians.

FEDERAL LAW PROHIBITS DISPENSING WITHOUT PRESCRIPTION

AVAILABLE

SOLFOTON ... (yellow, uncoated tablets "P”)

lOOs, 500s, 5000s

SOLFOTON CAPSULES (yellow and brown)

lOOs, 500s, lOOOs

SOLFOTON S/C (sugar-coated, beige tablets)

lOOs, 500s, 4000s

WILLIAM P. POYTHRESS & CO., INC.

RICHMOND, VIRGINIA 23217

Manufacturers of ethical pharmaceuticals since 1856
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Parafon Forte tablets help to relieve pain,

restore mobility. . . stop pain-spasm feedback

by providing

:

a nonsalicylate analgesic equal to aspirin for the relief

of pain/'2 yet unlikely to produce the irritation to the

gastric mucosa so often associated with salicylate

therapy®

and a skeletal muscle relaxant shown to have up to a

6-hour span of action^... to retain effectiveness even

on continued administration^, ..but not likely to have

the central effects of tranquilizing compounds.®

Prescribe Parafon Forte for effective spasmolysis
' and analgesia in sprains, strains, myalgias, low back

pain, bursitis and other musculoskeletal disorders.

Your patients will appreciate the restored comfort

and freedom of movement it usually provides.

treated with
Parafon Forte ablets

Paraflex® (chlorzoxazone)* 250 mg.

Tylenol® (acetaminophen) 300 mg.

Contraindications: Sensitivity to either component. Precautions:

Exercise caution in patients with known allergies or history of

drug allergies. If a sensitivity reaction or signs or symptoms sug-

gestive of liver dysfunction are observed, the drug should be
stopped. Adverse Reactions: Occasionally, drowsiness, dizziness,

lightheadedness, malaise, overstimulation or gastrointestinal
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fieezee-finstee?
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Novahistine® Elixir even more appealing to

your young patients. After all, we were kids

ourselves once.

On the other hand, medicine is medicine.

And it has to work. We never forget that.

If you've ever sampled Novahistine Elixir,

you know that it doesn't have to come in a
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know they like the effective way it relieves the
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In the complex picture

of moderate to severe anxiety...

there is a inewl reason
for prescribing Mellaril

* ^
(Thioridazine HQ)

effectiveness in
mixed anxiety-depression

Long recognized for its usefulness in the

treatment of moderate to severe anxiety,

Mellaril is now also known to be effective

against mixed anxiety-depression.

Often the symptoms of anxiety states are

difficult to sort out—even with the most careful

probing. The patient may manifest symptoms of

agitation, restlessness, insomnia, somatic

complaints. But what of the depression that may
be mixed in the total picture? It is reassuring

to know that Mellaril may be prescribed—with

strong possibilities of success—when there is

anxiety alone or a mixture of anxiety

and depression.

Before prescribing or administering, see Sandoz
literature for full product information, including

adverse reactions reported with phenothiazines. The
following is a brief precautionary statement.

Contraindications : Severe central nervous system
depression, comatose states from any cause,

hypertensive or hypotensive heart disease of

extreme degree.

Warnings: Administer cautiously to patients who
have previously exhibited a hypersensitivity reaction

(e.g., blood dyscrasias, jaundice) to phenothiazines.

Phenothiazines are capable of potentiating central

nervous system depressants (e.g., anesthetics,

opiates, alcohol, etc.) as well as atropine and
phosphorus insecticides. During pregnancy,

administer only when necessary.

Precautions: There have been infrequent reports of

leukopenia and/or agranulocytosis and convulsive

seizures. In epileptic patients, anticonvulsant

medication should also be maintained. Pigmentary
retinopathy may be avoided by remaining within the

recommended limits of dosage. Administer
cautiously to patients participating in activities

requiring complete mental alertness (e.g., driving).

Orthostatic hypotension is more common in females

than in males. Do not use epinephrine in treating

drug-induced hypotension. Daily doses in excess of

300 mg. should be used only in severe

neuropsychiatric conditions.

Adverse Reactions; Central Nervous System—
Drowsiness, especially with large doses, early in

treatment; infrequently, pseudoparkinsonism and
other extrapyramidal symptoms; nocturnal

confusion, hyperactivity, lethargy, psychotic

reactions, restlessness, and headache. Autonomic
Nervous System—Dryness of mouth, blurred vision,

constipation, nausea, vomiting, diarrhea, nasal

stuffiness, and pallor. Endocrine System—
Galactorrhea, breast engorgement, amenorrhea,

inhibition of ejaculation, and peripheral edema.
Skin—Dermatitis and skin eruptions of the urticarial

type, photosensitivity. Cardiovascular System-
Changes in the terminal portion of the

electrocardiogram have been observed in some
patients receiving the phenothiazine tranquilizers,
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disturbance of cardiac rhythm, several sudden and
unexpected deaths apparently due to cardiac arrest

have occurred in patients previously showing
electrocardiographic changes. The use of periodic

electrocardiograms has been proposed but would
appear to be of questionable value as a predictive

device. Other—
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an antacid formulated especially
for the constipation-prone patient

• Gelusil-M has been formulated to help

"avoid constipation in these patients:

hospitalized/ bedridden/ debilitated/ seden-

tary/pregnant/ elderly/ on a bland diet/

on anticholinergic-antispasmodic drugs/

when straining at stool should be avoided,

•Magnesium content helps maintain intes-

tinal fluid volume and motility.

• Some patients may develop loose stools

while taking Gelusil-M. This condition is

usually dose-related, and usually responds

Avoids constipation

introdueing new

GELUSICM*
each S ml. teaspooniul contains;

500 mg. magnesium trisilicafe

250 mg. aluminum hydroxide (Worner'Chilcott)

200 mg. magnesium hydroxide
*U.S, Potent No. 3,326,755

a consistent buffering
anticostivet antacid
tAvoids constipation.

to dose reduction. See next pege fer pf#sepibm§ infermatlort p
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Gelusif-M Liquid
especially for the constipation-

prone patient

Indications; Ge!usi!-M is indicated for

prompt and dependable symptomatic

relief of peptic ulcer, gastritis, heart-

burn, hiatal hernia, esophagitis, and

other conditions for which eontrol of

gastric hyperacidity is required.

Precaution; Prolonged or intensive

therapy in patients with severe renal in-

suffldency may lead to hypermagne-

semia.

Dosag©; One to two teaspoonfuls (5

mi. to 10 ml.) between meals and at

bedtime or whenever symptoms occur.

Certain conditions, such as acute peptic

ulcer, may require individualized dos-

age. If diarrhea occurs, reduce dosage

or discontinue use.

Supplied; Gelusii-M (spearmint-fla-

vored)— light green bottles of 12 fl. oz.j

and a special hospital pack. Keep

tightly closed— shake vigorously.

Galusil* Tablets
th® universal take-olong antoddl

Easy to take along / easy to take /

pleasantly mint-flavored. An antocid

with adsorbent and demulcent proper-

ties which contains in one tablets 0.25

Gm. aluminum hydroxide (Worner-

Chilcott) and 0.5 Gm. magnesium trisiii-

eate (USP).

Dosoge; 2 tablets— or more—between
meals and at bedtime, or whenever

symptoms occur. Tablets should be

chewed.

Regular Geiusiriiquid
when constipotion is not m problem

Pleasant mint flavor... idea! for hospi-

tal or home. Available in 12 fl. oz. and

6 ft. oz. bottles and a special hospital

pack. An antacid which contains adsor-

bent and demulcent agents in each 4

ml. teaspoonfuli 0.25 Gm. aluminum

hydroxide (Warner-Chllcett), 0.5 Gm.
magnesium trisilicate (USP).

Dosofes 2 teaspoonfuls ( 4 mi. eoch)—

or more -“between meals and at bed-

time, or whenever symptoms occur.

Also Available; Gelusil® Flavor-Pack,

Geiusil-Lac®.
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now
she can
cope***

thanks to

ButifSOl SODIUM®

the ^^daytime sedative’’ for

everyday situational stress

f
When stress is situational—environmental pressure,

i worry over illness—the treatment often calls for an
anxiety-allaying agent which has a prompt and
predictable calming action and is remarkably well

tolerated. Butisol Sodium (sodium butabarbital)

meets this therapeutic need.

After 30 years of clinical use i . i still a first choice

; among many physicians for dependability, safety and
economy in mild to moderate anxiety.

Contraindications: Porphyria or sensitivity to

barbiturates.

Precautions: Exercise caution in moderate to severe

hepatic disease. Elderly or debilitated patients may
react with marked excitement or depression.

Adverse Reactions: Drowsiness at daytime sedative

dose levels, skin rashes, “hangover” and systemic

disturbances are seldom seen.

Warning: May be habit forming.

Usual Adult Dosage: As a daytime sedative,

15 mg. (M gr.) to 30 mg. (3^ gr.) t.i.d. or q.i.d*

Available for daytime sedation: Tablets, 15 mg. Q4 gr.),
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EDITORIAI.S

FEW SIMPLE CALCULATIONS will shoW that

despite more than a dozen new medical

schools now being built, our chances of pro-

ducing enough new physicians to satisfy in-

creasing demands for medical care are slim.

We cannot, in decen-

cy, expect to rely on

foreign physicians, at-

tracted away from
countries that need

them more than we do. Each of us can become

more efficient, but at the price of further

inroads on the amount of time spent with each

patient—already a sore point. Explanations of

the inefficiency of unnecessary house calls do

little to placate people who can’t understand

why doctors are less willing to make them

than they once were. Psychosomatic medi-

cine, which makes up a large percentage of

the practice of the average generalist, pedia-

trician and internist, takes time. Concurrent-

ly, utilization and clinical review committees,

and other projected means of evaluating our

competence in the office and hospital, de-

mand more of what time is left from practice.

Patients expect, and Government may in fu-

ture demand, more time spent in refresher

courses and other forms of continuing medi-

cal education, as well as relicensing examina-

tions or other means of demonstrating our

ability to keep up with change. It’s easy to

see that not enough time will be available

for all these conflicting demands.

How can we satisfy them, at least in part?

At this point, it is well to recall the fable of

the man, the boy and the donkey, and re-

member that we won’t please everyone. The
best course would seem to be the adoption

of a reasoned and reasonable course of action,

taking into account the human body’s need

for sleep, the inability of the human mind
to concentrate more than a certain number
of hours a day over protracted periods, the

imperfections (and imperfectabilities?) of hu-

man institutions, the human failings and
limitations of both physician and patient, and
the ambivalent feeling of gratitude mixed
with resentment of a previously well person

who unexpectedly has need of our ministra-

tions.

Some possible areas of improvement:

Medical Education: Town and gown seem

particularly far apart these days, and all of

us “towners” can recall pronouncements by

“gowners” who, insulated against the reality

of everyday patients’ demands by platoons of

interns, residents and fellows, claimed to

know what was wrong with medicine (this

usually included a prescription for action by

someone else.) The current need is for more

doctors to take care of more sick people. This

is not met by training overabundances of

cardiac surgeons, by conscious or unconscious

put-down by faculty members of general

practitioners and other doctors doing family

medicine, by bloated research budgets or by

ever-increasing numbers of full-time faculty

who eschew the sobering effects of even part-

time private medical practice. Recent cut-

backs in government-sponsored research bud-

gets will tend to correct some of these prob-

lems. Nevertheless, private practitioners must

organize and go to the deans of their local

medical schools, asking for a part in teaching

practical medicine to medical students. They

must also ask for more emphasis by admis-

sions committees on acceptance of applicants

who are intellectually and emotionally ori-

ented toward treating sick people, as far as

can be determined beforehand. Medical stu-

dents are currently showing more concern

about inequities in distribution of medical

care and other social problems than their

elders, if one can believe letters to the edi-

tors of contemporary journals. Hopefully,

this is a sign of change and not just tem-

porary altruism.

The Public: Even a superficial contact

with sick people is enough to convince one

that most of them know more about their

automobiles and washing machines than their

own bodies. Physicians must act to stimulate

competent teaching of human anatomy, phy-

siology, psychology and first aid, particularly

in elementary and high schools. Such courses

should be required for any undergraduate

degree in every college and university. Medi-

cal self-help and first aid courses for lay

groups should have active physician sup-

port and participation. Emphasis should be

It’s W'hat’s

Happening, Baby,

Like in Medicine
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made on the acquisition of self-confidence to

cope with common illnesses and emergen-

cies, on preventive medicine, and basic hy-

giene. The public and its elected representa-

tives have so far been inexcusably slow in

applying new information about the dangers

of tobacco, improper diet (both deficiency

and surfeit), physical indolence, poverty and

environmental pollution. One has the distinct

impression that all are for good health and

good medical care, so long as nothing per-

sonal is required in the way of expense, time,

effort or self-discipline.

The Profession: Several training programs

are soon to produce paramedical personnel

who may be able to act as physicians’ assist-

ants, to take care of the more trivial routine

tasks and to man aid stations in remote areas

which cannot obtain a physician. These pro-

grams should have our full cooperation and

apt attention—they may in the end provide

part answer to the maldistribution and in-

creasing utilization of medical facilities.

We must all think long and hard about

the problems of continually upgrading our

own standards and competence, and of keep-

ing up with change. This will require regular

reading of journals and current textbooks,

participation in local medical society and

hospital staff clinical meetings, attendance

at refresher courses—and particularly the

conscious application of new information to

everyday patient care. There is a rising de-

mand by the public and third parties for some
satisfaction as to a physician’s continuing

competence, and this may require the devel-

opment of medical audits of office practice

and/or some type of periodic re-examination.

All of this will take time—time away from

patient care—further tending to aggravate

the doctor shortage. We will have to take a

hard look at our uses of time. Perhaps hos-

pital staff committees can be consolidated,

record-keeping technics updated and com-
puter technology enlisted, but the fat will

have to be trimmed.

In this type of essay, it is customary to

insert an exhortation to the effect that “if we
don’t do it ourselves, others will do it for us

(and to us.)” However true this may be, it

is an adverse commentary on the health of

our profession that the bogeyman of fed-

eral intervention must be invoked before

action occurs. If we call ourselves profession-

als, we must engage in constant self-criticism

and reappraisal of our profession and its

functions, so as to discover and correct defi-

ciencies ourselves.

Warren D. Bowman, Jr., MD*

*Montana Scientific Editor for RMMJ.

TT HAT REFRESHING SUMMER EVENT—the An-

nual Convention of the American Medical

Association—comes slightly later than usual

this year. But once again the “AMA Annual”

should figure significantly in advance plan-

ning of physicians.

AMA The Annual Con-
Annual vention of course is

Convention the largest of the
many meetings spon-

sored annually by the AMA.

This year’s Annual Convention will be in

the nation’s largest city. Because the dates

are July 13 through 17, it might be well to

add that New York also ranks prominently

in extent of air conditioning. But the Empire

State’s weather can be pleasant in July, and

New York City also can benefit from any cool

ocean breezes.

Four general scientific meetings are of-

fered, as well as 23 section programs (with

the Section on Special Topics offering six

sessions), breakfast roundtables and fireside

conferences.

Additional postgraduate education is avail-

able through the exhibits, medical motion pic-

tures and scientific television presentations.

This might be an excellent time—not a

moment too soon—to put down those dates

(July 13 through 17) on your calendar, talk

to the family about going to New York to-

gether, and start planning reservations and

other details. The American Medical Asso-

ciation’s 118th Annual Convention will be

here before you know it!
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Extremity surgery upon the

mentally retarded

Ronald E. Losee, MD, Ennis, Montana,

and Philip D. Pallister, MD, Boulder, Montana

The purpose of this paper is to acquaint the

interested reader with experience gained

from 268 orthopedic operations upon the

mentally retarded residing at the Boulder

River State School and Hospital

at Boulder, Montana.

Until 1960 there had been no functioning or-

thopedic program at this institution. The proj-

ect was started in an informal manner and has

continued as such. In the beginning, random
cases were selected. The project was acceler-

ated in 1963 when the services of a physio-

therapist were obtained. This is an essential

feature.

In 1966 and again in 1967, an “audit” of

our cases was furnished by Dr. Frank H.

Bassett, III, of Duke University, Durham,
N. C. who kindly instructed us in some of the

problems of cerebral palsy and gave us en-

couragement. In 1968, a short visit from Dr.

Ben L. Allan, Jr., orthopedic resident at Duke
University, refreshed us with further in-

struction.

At the Boulder River School and Hospital

(BRS&H) for the mentally retarded, 924

residents have been screened. Since Febru-
ary, 1960, a total of 117 patients were operated
upon. Total visits to the operating room were
268 or an average of 2.3 operations per pa-

tient. Drs. Bassett and Allan performed 16

of these operations and Dr. Pallister, the

clinical director, assisted. A total of 619 pro-

cedures have been tabulated indicating an

average of 2.3 procedures per operation. There

was one death from embolus following ap-

plication of a hip prosthesis.

This paper is concerned with extremity

surgery in the mentally retarded. It goes

without saying that a far greater number of

cases have been screened and provided with

non-surgical treatment such as physiother-

apy, special shoe wear, braces. We believe in

the value of walking and standing patients.

Manipulative treatment of fractures is not

included in this paper.

Distribution of Cases

The ages at the time of the 1st operation

ranged from seven to 68, averaging 26. There

were 63 male and 54 female patients. Table 1

indicates a distribution of the problems en-

countered. Actual etiologies are not tabulated

as there is no apparent relationship in this

series between etiologies and the orthopedic

problems presented except in the cases of

mongolism with generalized joint relaxation.

It is noted that in 49 patients out of 117, cere-

bral palsy is a by-product of the disease and

has occupied a major part of our work.

Selection of Cases to be Operated

Cases were selected by a team consisting

of the clinical director, nursing supervisor,

physiotherapist and the surgeon. Priority is

given to acute trauma and pain problems or

other emergencies. The difficulty comes in

selecting cases for elective surgery. The se-

lection depends upon the severity and nature
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TABLE 1

DISTRIBUTION OF PROBLEMS
Paralytic Deformities

Cerebral Palsy with Spastic Paralysis 43

Cerebral Palsy with Athetosis 6

Post Poliomyelitis 1

Foot Problems
Pes Cavus 6

Hallux Rigidus 2

Bunions and Hammer Toes 10

Spastic Intrinsic Flexion Deformities of Toes 1

Congenital Clubfoot 2

Relaxed Flatfoot 5

Open Reductions on Fresh Fractures 11

Mongolism with Generalized Joint

Problems 11

Unclassified Problems 19

117

of the problem at hand and the goal desired.

There are no formal rules; it is dictated by-

common sense. Factors that affect decisions

to operate may be discussed. Intelligence

level may or may not have a bearing. In

emergencies, it has no bearing. In efforts

designed to improve nursing or custodial care,

it has no bearing. In problems of improve-

ment of gait in the mobile patient, intelli-

gence is not usually considered. In problems

of upper extremity surgery, there must be

sufficient intelligence to assure good con-

valescent treatment by the therapist.

If our nursing supervisor is aware of a

recalcitrant patient, elective surgery would

probably be postponed due to the economy of

custodial care and the need for extra super-

vision during the post-operation period.

The young are selected if possible before

fixed deformities occur. It has been our ob-

jective to improve mobility status; if possible,

to get a bedfast patient in a chair or on a mat;

to get a chair patient straightened sufficiently

to stand in a stand table, or ambulatory with

support or walking with braces; to eliminate

braces; to improve gait and to facilitate shoe

wear. In the paralytic, surgical attack de-

pends upon ability to reciprocate, presence of

a positive parachute test and to a lesser ex-

tent, absence of athetosis. A patient may be

a candidate for elective surgery in an effort

to improve nursing care—especially impor-

tant in scissoring abduction contractures of

the hips or deformities leading to decubitus

ulcers.

Budgetary problems usually prohibit cos-

metic procedures. However, we have arthro-

desed flail wrists for cosmetic reasons be-

cause it saves custodial care and time in dress-

ing and undressing and a better assistant

hand results. Patients in the process of re-

habilitation have had some cosmetic surgery

to enhance employability.

Discussion of Operations upon Lower

Extremities

Operations on the lower extremities were

the most commonly done procedures. These

are tabulated in Tables 2 through 6.

Discussion of Table 2; Many of the ilio-

psoas tenotomies were done to release the

hip for severe flexion contractures in bed-

ridden patients in effort to aid nursing care.

We have tenotomized the iliopsoas in the

cerebrospastic, but we prefer to lengthen it

or transplant it to the hip capsule or selec-

tively release a tight rectus femoris at its

origin. We have observed that tenotomy and

release of the iliopsoas affects ambulation

adversely, significantly weakening the flex-

ion of the hip. Also, tenotomy of the iliopsoas

alone is insufficient to correct hip flexion in

the more severely contracted. The five ilio-

tibial band releases were done in association

with transfer of the biceps femoris to the

patella or to release the contracted knee in

the bedridden. There has been no apparent

ill effect from the release of a tight gracilis

TABLE 2

TENOTOMY or TENDON LENGTHENING
Iliopsoas 13

Iliotibial Band 5

Sartorius 2

Gracilis 14

Semitendinosus 6

Semimembranosus 10

Biceps Femoris 8

Patellar Retinacula (Eggers) 1

Gastrocnemius Aponeurosis 36

Achilles Tendon with or without

Posterior Capsulotomy of Ankle 14

Peroneus Longus 1

Posterior Tibial 1

Flexor Hallucis Longus 10

Flexor Digitorum Longus 10

Extensor Hallucis Longus 4

Extensor Digitorum Longus 3

Plantar Fasciotomy (Steindler) 16

Total (154 surgeries) 154
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and, in tne presence of a positive Phelps’ test

or if the gracilis is responsible for adduction

tightness, it will be divided either at its origin

or insertion, or sometimes transplanted to the

medial femoral condyle.

Tenotomy of the semimembranosus is re-

served for the non-ambulatory with flexion

contracture of the knee. We no longer trans-

plant the semimembranosus to the medial

femoral condyle but prefer to leave it alone

or lengthen it in the ambulatory cerebral

spastic as its sacrifice results in laterally un-

stable knees. The greatest number of ten-

otomies were done for equinus deformity to

improve the gait in the ambulatory. The

preference is to lengthen the gastrocnemius

aponeurosis by the technic described by

Baker.' It takes only a few minutes and a

controlled lengthening can be obtained. In

older patients with flexed contracture of the

triceps surae, the Achilles tendon is length-

ened and the posterior aspect of the ankle

may be capsulotomized to obtain sufficient

dorsiflexion. Jackson-Burrows in the Journal

of Bone and Joint Surgery 35 B No. 2 in May,

1953, said:

In poliomyelitis, ill advised lengthening of the

tendocalcaneus could condemn a patient to a

caliper for life; but in spastic paralysis, the

operation might be far more devastating

In two instances we converted an equinus

deformity into a calcaneus deformity, not

recognizing that the pre-existing equinus de-

formity was at the mid-foot rather than the

ankle. This problem could have been better

handled by lengthening or anterior rerouting

of the tibialis posterior to the medial mal-

leolus^ in combination with a plantar fasci-

otomy. These lessons taught the importance

TABLE 3

MUSCLE ORIGIN RELEASE or MYOTOMY
Adductor Longus, Brevis, Gracilis and

Partial Obturator Neurotomy
(Banks and Green) 28

Adductor Longus and or Brevis and or

Gracilis Subcutaneous or Open. 26

Gluteus Medius and Minimus 3

Tensor Fascia Lata 4

Sartorius 5

Rectus Femoris 10

Gastrocnemius 5

Total 81

of studying the strength of the triceps surae.

Rectification of the error was obtained by
transplanting the invertors and evertors to

the Achilles tendon, stabilization of the foot

employing a beak (Lambrinudi-type) arth-

rodesis.

Case 1. A 12-year-old boy with cerebral palsy

and left spastic hemiplegia presented with a gait

problem and shoe wear problem from an equino-

varus deformity of the foot. On August 15, 1962,

the tibialis posterior was transferred through the

interosseus membrane to the 3rd cuneiform. On
October 31, 1962, the Achilles tendon was length-

ened. The foot went into calcaneus deformity and
he became a heel walker. The posterior tibialis

fused in the interosseus tunnel, tenodesing the

foot in a grotesque calcaneus and valgus position.

On June 30, 1965, the tibialis posterior was re-

trieved and with the peroneals was transplanted

into the os calcis. On August 25, 1965, a “beak”

type triple arthrodesis stabilized the foot. This was
revised on February 9, 1966, and a satisfactory foot

and gait was finally obtained at the toll of three

corrective operations!

There is talk about recurrence of equinus

deformity. Only one revision was necessary

in our cases. We are not fussy about splinting

these cases after the postoperative period

when ambulation has begun. Equinus de-

formity does not cause a nursing problem in

bedridden residents so we see no need to

operate on these. Ten operations to lengthen

the long toe flexors were done for pes cavus

problems. After the foot is lengthened by
plantar fasciotomy, it is our opinion that the

toes are inclined to flex or claw and long

flexor lengthening done just above the ankle

is a simple answer to this problem.

Discussion of Table 3: For scissoring de-

formity an open myotomy and partial obtur-

ator neurectomy"' is preferred in the non-

ambulatory; when scissoring is present in

the ambulatory, the nerve is preserved. Scis-

soring is sometimes so severe in the bedrid-

den that soft tissue surgery is insufficient.

Case 2. This patient is a severely retarded

38-year-old woman who is chair-ridden and se-

verely scissored with fixed flexion deformities at

the hips, knees and feet. The right hip was dis-

located. She incurred severe vaginal bleeding and,

because of the scissoring, vaginal examination and

procedure was impossible. After several trans-

fusions and continued hemorrhage bilateral soft

tissue surgery was insufficient to get her legs apart.

The right femoral head was resected and the
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Fig. 2. Scissoring in Case 2 relieved by excision of

dislocated right femoral head.

TABLE 4

TENDON TRANSPLANT AND REROUTE
Transplant

Iliopsoas to capsule 2

Iliopsoas to greater trochanter (Mustard) 1

Sartorius 1

Gracilis to medial femoral condyle 14

Biceps Femoris to lateral condyle 4

Semitendinosus to medial femoral condyle 17

Semitendinosus to anterior lateral

femoral condyle (Baker) 11

Semimembranosus 13

Patellar advancement 1

Peroneus longus and/or brevis 4

Anterior tibial 12

Posterior tibial through interosseus

membrance to os calcis 2

Flexor hallucis longus for dorsal bunion 1

Extensor hallucis longus to 1st

metatarsal neck 13

Biceps femoris to patellar for polio 1

Adductor hallucis (McBride) 4

Total 101

Reroute

Gracilis 2

Semitendinosus 2

Peroneus longus, brevis or both anterior

to lateral malleolus 6

Posterior tibialis anterior to medial

malleolus 6

Total 16

femoral greater trochanter was placed in the

acetabulum. Curettement and hemorrhage control

was possible at the same visit in the operating

room. This operation resulted in a bonus of in-

creased stability in the chair and improved perineal

toilette. (See Fig. 1 and 2).

We have had to redo one Banks and Greem^

procedure and two subcutaneous adductor

tenotomies. We have not seen the severe ab-

duction contractures of the hips illustrated

in the excellent article by Samilson.^

Selective release of the rectus femoris is

employed in the ambulatory cerebral palsied

with spastic contraction of the rectus femoris

and a flexed hip joint. We believe that this

is a serviceable, simple procedure and has

improved gait. Release of the gastrocnemius

origin has been employed as a part of the

soft tissue release of flexion contracture of

the knee in the non-ambulatory.

Discussion of Tendon Transplants: See

Table 4: Eleven extremities have been oper-

ated for internal rotation deformity, so com-
mon in cerebral palsy, by a posterior transfer

of the semitendinosus to the lateral femoral

condyle as described by Baker.^ It is our

impression that this is a valuable operation,

even in an older age group. Actually, we have
had no disappointments in our 11 cases done
since 1964. All have been improved and none
has gone to an undesirable external rotation.

Transfer of the peroneus longus without

simultaneous transfer of the tibialis anterior

for paralytic flatfoot has resulted in dorsal

Fig. 1. Severe Scissoring, Case. 2.
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bunion as described by Westin.® Extensor

hallucis longus transfer to the first meta-

tarsal neck is used in combination with oste-

otomy of the first metatarsal and lesser

metatarsals for pes cavus deformities and for

big toe cocking.

Reroute of the gracilis and semitendinosus

into a groove made in the medial femoral

condyle was used in two cases of post-trau-

matic relaxed medial ligaments of the knee.

This was done in conjunction with medial

ligament advancement.

Reroute of the peroneals anterior to the

lateral malleolus or lengthening may be used

to eliminate the deforming factor in a spastic

paralytic flatfoot. Reroute of the posterior

tibialis tendon anterior to the medial mal-

leolus has helped in spastic paralytic equino-

varus especially in cases of forefoot equinus

with weak triceps surae.^

Triple arthrodesis leads the list of joint

procedures and has been of immense value in

paralytic and foot deformity problems. The

two feet that had' an anterior wedge resection

for pes cavus later required a “beak” type

triple arthrodesis because of midfoot pain

and persistent calcaneus deformity. The triple

arthrodesis has been more frequently used

than the Grice extra-articular subtalar arth-

rodesis because of the older ages of the re-

tarded residents. There were 3 failures in our

extra-articular subtalar arthrodeses. We pre-

fer to use a block of ilium since in two cases

the tibial cortical trapezoids absorbed or

crumbled (without drainage). We have no

bone bank. Keats and Kouten have success-

fully used homogenous bank bone for this

procedure.® There were two gross failures

in the 32 triple arthrodeses. There was too

much valgus with decubitus formation on the

medial malleolus in one patient and in an-

other young man insufficient correction of

calcaneus was obtained. We have had no

pain problems from fibrous ankylosis. We
have adhered to Wilson’s advice’ and used

staples and keep the patients non-ambula-

tory and in plasters for at least 12 weeks.

Eight operations were done for dislocation

of the patella, four of them in mongoloids.

The tibial tubercles were not yet fused. The
method used was a transfer of the patellar

tendon to the pes anserine, advancement of

the vastus medialis and transplant of the

gracilis or semitendinosus to the central ten-

don. The extensor apparatus in the Down’s
syndrome patients is very relaxed and only

time will tell whether or not this method
will work.

Case 3. A 17-year-old girl with mongolism pre-

sented with severe knock knee deformity with

troublesome dislocating patellae. On November 1,

1967, a closed wedged angular supracondylar

osteotomy was made upon the left femur. On
November 29, 1967, the same procedure was done

on the right femur. On January 1, 1968, and Feb-

ruary 1, 1968, plastic operation of the extensor

apparatus was done on the left and the right

respectively. This has resulted in an undesirable

abduction and straddle gait and it is considered

that the patient has been worsened.

We have operated 11 mongoloids because

of general joint laxity problems—4 for dis-

locating patellae; 4 for severe and painful

relaxed flatfoot; 2 for splayed forefoot with

shoe wear problems and one for a recurring

and troublesome inverting ankle (Watson-

Jones procedure).® Dr. Allan noted the pe-

culiar subluxation and tilt of the subtalar

joint in one of these cases. A bilateral sinus

tarsi bone block (Chambers procedure), was

tried on this case on July 24, 1968, and it is

too early to evaluate as yet. We have studied

the mongoloid population of this institution

and found that a vast majority of these pa-

tients have relaxed flatfoot. It is interesting

to note that few of these, even in the adults,

are symptomatic. Our criterion for operation

so far has merely been pain in association

with severe deformity.

There have been 10 open reductions on

fractures of the upper and lower extremity

at this institution since 1960. In the non-

ambulatory accurate reductions are not neces-

sarily of primary concern and plaster or

traction is used. In 3 cases it was necessary

to use intramedullary fixation of the femoral

shaft in adolescent boys prior to completion

of growth because of epilepsy. We soon

learned to do this after grotesque angulation

followed seizure after seizure in a femur

treated with traction. It should be stated that

in the non-ambulatory deformed patient ad-

vantage may be taken of a fracture and heal-

ing be permitted to go to a more desirable

for May 1969 27



mal-union. In the scissored non-ambulatory

we have done femoral head resection for frac-

tured hips.

Table 5 illustrates the abundance of cavus

and forefoot problems in the retarded. Am-
putation through the forefoot was done for

severe flexion contractures in the toes in

which the severely retarded patient rubbed

the forefoot to the point of abscess formation.

Our project has been delinquent in cor-

rection of leg length discrepancies and we
have performed no back operations, although

we have residents with scoliosis and other

back problems. There were 4 supracondylar

osteotomies; 2 of these were accomplished

to relieve severe flexion contractures at the

knee that were not amenable to soft tissue

posterior release followed by traction in a

non-ambulatory severely demented patient.

TABLE 5

OPERATIONS ON JOINTS
CAPSULOTOMY:
Knee (Wilson) 5

Foot (Medial Release, clubfoot) 1

ARTHROPLASTY HIP (Colonna,

Shaft Arthroplasty) 2

ARTHRECTOMY EXCISION OF
FEMORAL HEAD (Girdlestone) 3

ARTHRODESIS:
Hip 1

Knee 1

M-P Joint Hallux 2

Pan Talar 1

Ankle 1

Extra Articular Subtalar (Grice) 11

Triple Arthrodesis, Foot 32

BONE-BLOCK Sinus Tarsi (Chambers) 2

PATELLAR DISLOCATION 8

LIGAMENTOUS RECONSTRUCTION
Knee 3

Ankle (Watson-Jones) 1

MENISECTOMY 2

REMOVAL LOOSE BODIES
Knee 3

MANIPULATE ANKYLOSED KNEE 3

EXPLORATORY ARTHROTOMY
Knee 3

ANTERIOR TARSAL WEDGE RESECTION 2

OSTEOCHONDRAL FRACTURE
Knee (Smillie Repair) 1

JOINT PROSTHESIS
Hip 2

SYNOVECTOMY
Knee 2

In effort to obtain sufficient decompression

some femur was resected to facilitate exten-

sion. I have heard P. D. Wilson, Sr. offer

amputation and prosthetic limb as an answer

to this problem.’” This would perhaps be

unfeasible in a custodial institution and the

segmental resection answered our problem in

this instance. (See Figs. 3 & 4).

Fig. 3. Flexion Contractures of hips and knees in

a 10-year-old girl with phenylketonuria.

TABLE 6

BONE OPERATIONS UPON LOWER
EXTREMITIES

Open Reductions

Femur 3

Tibia 2

Medial Malleolus 1

Ostectomy
Femoral angulation support, (Shanz) 2

Femoral derotation 1

Femoral subtrochanteric for

hip flexation deformity 3

Femoral supracondylar 4

Tibia-Fibula, derotation 2

1st Metatarsus angulation 18

Lesser metatarsi, feet operated 5

Innominate (Salter) 1

Os calcis 5

Total Resections

Patella 1

Partial Resection

1st Metatarsus (Mayo) 4

Lesser Metatarsal Heads (feet operated) 17

Proximal phalanx, hallux (Kellers) 7

Hammer toe operations, per foot 16

Epiphyseal Fusion

Hip (Howarth) 1

Knee (Phemister) 1

Saucerization tibia, Brodie’s Abscess 1

Removal of hardware from femur, tibia.

fibula, tarsus 9

Amputation through forefoot 1

Total 92 Total 105
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Discussion of Surgery of the Upper Extremity

Table 7 lists procedures performed upon

the upper extremity. Six cases of flexor

pronator release” at the elbow is a miniscule

series to mention but an impressive benefit

has been obtained in each case.

TABLE 7

PROCEDURES PERFORMED UPON UPPER
EXTREMITY

Tenotomy, Tendon Lengthening

Biceps 4

Brachialis Fascia 7

Flexor Carpi Ulnaris 2

Extensor Carpi Ulnaris 2

Flexor Digitorum Sublimis 1

Flexor Digitorium Profundus 1

Adductor Pollicis 2

1st Dorsal Interosseus 2

Palmaris Longus 2

Pronator Teres Origin 1

Flexor Pronator Release at Elbow
(Page 11) with Transplant of

Ulnar Nerve 6

Tendon Transplant:

Flexor Carpi Ulnaris (Green) 3

3rd Flexor Digitorum Sublimis

through interosseous membrane 1

Flexor Carpi Radialis 3

Tenodesis of Flexor Digitorum Sublimis

for swan neck deformity (Swanson) 13

Arthrodesis

Wrist 6

1st Metacarpal Phalangeal Joint 4

1st Carpo-Metacarpal 2

Proximal Carpectomy for decompressing

severe fixed deformity 1

Graft Scaphoid (Matte-Russe) 1

Repair Shoulder (Bankart) 1

Open Reduction

Humerus 4

Ulna 1

Remove Metal Device 1

Total 71Total 71

Fig. 4. Same case as in Fig. 3 relieved by soft

tissue release at hips and knees and by further

decompressing knees by segmental resection of

distal femur.

Case 4. A 27-year-old woman with cerebral

palsy and right spastic hemiplegia had previously

had a triple arthrodesis and tibialis anticus trans-

plant for paralytic clubfoot. She continued to

suffer with flexion deformity at the elbow and
flexion pronation, swan neck and thumb-in~palm
deformity distally. She was unable to use this

extremity. In spite of poor tactile and propriocep-

tive equipage, on November 25, 1964, a flexor-

pronator release was done at the elbow. The
flexion-pronation deformity was significantly

lessened and she started to use the extremity as an

assistant hand. This encouraged us to go on; sub-

sequently, the thumb-in-palm deformity was cor-

rected by tenotomy of the adductor pollicis and
1st dorsal interosseus transplant of the flexor

carpi radialis to the abductor pollicis longus and
extensor pollicis brevis and fusion of the 1st meta-

carpo-phalangeal joint. The hypermobile proxi-

mal interphalangeal joints of 2nd, 3rd, and 4th

fingers were tenodesed. At the present time, this

patient works 8 hours a day assisting the physio-

therapist as a janitress. She is able to use the

operated hand to tie her shoes and to grasp and
release in general and is extremely pleased to be

able to shake her improved right hand in greeting

people.

The flexor pronator release in all of our

six patients has lessened flexion deformity

at the elbow and improved extension at the

wrist as well as finger extension and flexion

action but has not always improved the

pronation deformity.

In one triplegic patient, this operation in

combination with lower extremity surgery

has enable him to become poorly ambulatory

with the aid of a specially designed walker

equipped with a forearm rest plate. (See

Figs. 5 and 6).

Thirteen tenodesis procedures upon hyper-

mobile fingers have been done. We wish to

thank Dr. Ben Allan for his technical advice,

Fig. 5. Flexion Pronation Contracture in a cere-

bral spastic non-ambulatory triplegic.
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Fig. 6. Same patient as in Fig. 5 after flexor-

pronator release operation at elbow. Extremity

rests upon arm rest of the walking aid.

as we had had recurrence problems. This has

resulted in improved finger function permit-

ting pinching action rather than a weak
squeeze.

We reserve wrist arthrodesis in the re-

tarded for flail upper extremities. This, in

combination or not with flexor, pronator re-

lease, aids custodial care in placing the arm
through sleeves and there is sometimes the

bonus of a “paper-weight” function for the

paralyzed upper extremity.

The prime reason for the small number
of upper extremity cases is simply that we are

just starting. There is a matter of inertia,

lack of confidence and of experience. It can

be argued fairly, however, that in an institu-

tion for the retarded, upper extremity sur-

gery is somewhat of a luxury. In other words,

mobility takes a priority over prehensility in

a state institution for the retarded as more
immediate and dramatic functional and cus-

todial benefit is obtained.

Results

Table 8 considers the results in the 24

non-ambulatory patients who were treated

surgically.

TABLE 8

RESULTS OF NON-AMBULATORY PATIENTS
OPERATED

Attempt made to ambulate
Succeeded 12

Failed 3

No attempt made to ambulate
Severe contractures released 5

Operated for Trauma 2

Hand Operations 2

Total 24

Of the 12 patients who now successfully

ambulate, 3 of these do so without crutches,

cane or braces. Nine ambulate with bracing,

crutches or walkers. We were overly ambi-

tious in three cases and were defeated by a

combination of severe paralytic involvement

with poor reciprocation and hopeless retarda-

tion.

Table 9 indicates results in elective sur-

gery designed to improve ambulation in 57

walking but impaired patients.

We do not attempt to classify the degree

of improvement. It is our opinion that there

has been improvement of all degrees—from
relief of corns and calluses to more dramatic

correction of spastic gaits, some of which
;

can be demonstrated by preoperative moving
,

pictures.

Table 10 considers what we think are ad-

ditional benefits from our program. Most of

these cases have been included in either f

Table 8 or Table 9.

TABLE 9

RESULTS OF ELECTIVE SURGERY DESIGNED
TO IMPROVE AMBULATION IN THE

AMBULATORY
Static, Cavus, or Clubfoot deformities

improved ambulation benefited 27

Mal-alignment of paralytic deformities

improved and gait benefited 23

Bracing eliminated 3

Operated electively but no improvement 3

Made worse 1

Total 57

TABLE 10

INSTITUTIONAL BENEFITS OF THE PROJECT
Institutional Activities Facilitated

Patients converted from dependency to an

8-hour a day worker. 6

Patients enabled to attend school who
had not previously done so. 6

Patients enabled to eat in the dining area

who no longer needed their meals served. 9

Patients enabled to participate in physical

recreational activities for the first time. 8

To the toilet unassisted following surgical

corrections. 5

Self dressing made less cumbersome;
prehensile action improved. 7

Nursing care facilitated 11

Patient left the institution as a direct

result of surgery. 1
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Conclusions

Extremity surgery upon 117 patients at

the Boulder River State School and Hospital

for the mentally retarded is discussed. Philo-

sophically, it can be argued that this project

is economically, perhaps politically, unwise.

Morally we feel we have an obligation since

our state is acting as the foster parent to these

individuals and as such parent what less

can be done? Our state has been generous

in its support and we feel the results have

bee.a most encouraging.

Cerebral palsy occupies a large percent-

age of the orthopedic problems in this insti-

tution for the retarded.

We have learned that in both upper and

lower extremity surgery intelligence level is

not of prime importance. Only in the hope-

lessly demented is this service denied. We
can offer no measurable I.Q. “cut off” point

as we have had good results with I.Q. levels

lower than 20. Of greater importance is

proper surgical selection and the simple abil-

ity of the patient to carry out the physio-

therapeutic training in the long convales-

cence.

Hypotonicity of the mongoloid patient may
lead to an increased frequency of some pro-

cedures and is associated with some problems

that are not necessarily debilitating—e.g.,

flatfoot.

Treatment of fractures in the epileptic

retarded adolescent may require operative

rather than commonly accepted conservative

treatment.

The application of orthopedic procedures

to the retarded will improve nursing care,

improve ambulation and subsequently release

bed and wheelchair patients to the class-

rooms, enhance other rehabilitative programs,

and increase opportunity for employability

and community placement. •
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Subclavian artery trauma

Report of two cases

Harold C. Habein, Jr., MD. Billings. Montana

Lacerations and aneurysms of the subcla-

vian artery present certain problems not asso-

ciated with similar lesions of other peripheral

blood vessels. The first concerns the surgical

approach which is complicated by the ana-

tomic course of the subclavian artery, first

in the thorax and then at the base of the

neck and behind the clavicle. The second

unusual aspect involves the possible effect of

the lesion or of its repair upon the cerebral

circulation. Recent experience with two cases

of subclavian artery trauma has prompted a

review of the pertinent literature and the

following case reports.

CASE REPORTS
Case 1: A 16-year-old white male was seen

in the emergency room at Billings Deaconess Hos-

pital shortly after he had been stabbed in the

neck. He was in profound shock with the systolic

blood pressure 60 millimeters of mercury and the

pulse rate 150 per minute. There was marked pal-

lor of the skin and mucous membranes. Pupils

were normal. The knife wound was a vertical one

about 1.5 centimeters long in the lower, left, an-

terior neck, and there was a variable bruit over

this area. Carotid pulses and peripheral pulses

were palpable including the left brachial and
radial pulses. Examination of the heart revealed

tachycardia, and there were signs of left hydro-
pneumothorax which was confirmed by a portable

chest roentgenogram (Fig. 1). The hematocrit was
39 per cent.

Balanced electrolyte solutions were rapidly

administered intravenously, and, when blood was
available, this was given. A catheter was inserted

in the left pleural space. After the patient had
received four units of blood, and when 1,500 cubic

centimeters of blood had been evacuated from the

left pleural space, the systolic blood pressure re-

mained at 60-70 millimeters of mercury. The pa-

tient was, therefore, moved to the operating room
and emergency left posterolateral thoracotomy

carried out through the bed of the nonresected

fifth rib. There were about 2,500 cubic centimeters

of liquid and clotted blood in the pleural cavity.

Fig. 1. Case 1. Posteroanterior chest roentgenogram

showing massive left hemopneumothorax.

Vigorous, pulsatile flow of blood was occurring

from a tangential laceration of the intrathoracic

left subclavian artery, the vessel not being com-

pletely transected. The lung appeared normal, but

there was a hematoma in the superior medias-

tinum. Control of the subclavian artery was easily

obtained with tapes and blood vessel clamps. The

lacertated portion of the artery, which extended

over a 1.5 to 2.0 centimeter area, was resected.

Two branches at the region of the laceration were

ligated. End-to-end anastomosis was then ac-

complished with continuous sutures of Tevdek

interrupted at the angles. Following removal of the

clamps the artery functioned satisfactorily. Slight

tension on the anastomosis was relieved by free-

ing the artery proximally. The pleura and thoracic

wall were closed in layers and temporary, closed,

intercostal catheter drainage of the pleural space

re-established. A total of 13 units of blood had

been tranfused, and, at the conclusion of the pro-

cedure, the blood pressure was normal and there

was a normal pulse in the left brachial and radial
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arteries. The wound in the neck had been sutured

and was dry. Postoperatively there were no com-
plications. The intercostal catheter was removed
on the third day, and the patient was dismissed

from the hospital on the sixth day. The postoper-

ative chest x-ray was essentially normal (Fig. 2).

Case 2: A 60-year-old white lady was treated

in Saint Vincent’s Hospital, Billings, Montana, in

May, 1966, for multiple injuries received in an

automobile accident. Her injuries included flail

chest causing paradoxical respiration and moder-
ate cyanosis. These conditions were treated by
tracheostomy and skeletal traction applied to the

anterior thoracic wall via two towel clips. Portable

thoracic roentgenograms during this hospitaliza-

tion showed persistent widening of the superior

mediastinum and fracture of the right first rib

(Fig. 3), but her general condition became stable,

the skeletal traction on the chest wall was dis-

continued after two weeks, and the tracheostomy

tube was removed shortly before hospital dismis-

sal on the 23rd day.

This patient was next seen in August, 1968,

complaining of occipital headaches and episodic

substernal pressure which occurred when she lay

down and was sometimes so severe she sat up
“gasping for air.” The blood pressure was 130/80

millim,eters of mercury. Pupils were normal. There
was a prominent, pulsatile mass in the right

retroclavicular area. Carotid pulses were normal
as were radial and femoral pulses. Examination
of the heart showed a grade 2 (on the basis of

1 to 4) aortic systolic murmur. Routine urinalysis

gave negative results, and the blood hemoglobin

Fig. 2. Case 1. Posieroanterior chest roentgenogram
made postoperatively showing no significant re-

sidual abnormality.

Fig. 3. Case 2. Chest roentgenogram made with
portable unit showing widening of the superior

mediastinum due to hemorrhage from the right

subclavian artery lacerated by fractured first rib

(not visible on the photograph) . Towel clips for

skeletal traction.

was 12.2 grams per 100 cubic centimeters and the

hematocrit 36 per cent. Leukocyte count was 7,000

per cubic milliliter with a normal differential.

The blood serology was reported to be nonreactive,

blood urea nitrogen was 14 milligrams per cent

and prothrombin activity was 82 per cent of nor-

mal. An electrocardiogram showed a normal trac-

ing. Thoracic roentgenograms in posteroanterior

(Fig. 4) and right lateral projections revealed a

smooth, right, anterior, superior mediastinal mass.

Percutaneous, transfemoral arteriography (Fig.

5) showed an aneurysm of the proximal right sub-

clavian artery and a small, saccular aneurj^sm of

the right common carotid artery.

In September, 1968, resection of the right sub-

clavian artery aneurysm was carried out. The
lesion was approached through a right cervi-

cothoracic incision which extended along the an-

terior border of the right sternocleidomastoid mus-
cle to the suprasternal notch. The sternum was
split vertically to the second interspace where
the incision was carried laterally to the right

anterior axillary line and the pleural space en-

tered through the second interspace. Dissection

of the mediastinum and neck was accomplished.

There was a slight localized dilatation of the right

common carotid artery, but this did not appear to

be a true aneurysm. There was a large false

aneurysm (pseudo-aneurysm) approximately 5.0

by 4.0 centimeters in diameter arising from the

first portion of the right subclavian artery. This

false aneurysm was intimately involved with the
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Fig. 4. Case 2. Posteroanterior chest roentgeno-

gram showing a right superior mediastinal mass

subsequently found to be a pseudoaneurysm of

the subclavian artery.

innominate and internal jugular veins, and the

vagus nerve was adherent to the aneurysm. Tapes

were placed about the subclavian artery near its

origin from the innominate artery and around the

vagus nerve. During resection of the false an-

eurysm between blood vessel clamps, the vagus

nerve was protected from injury and preserved.

The recurrent nerve was not identified. A small

tear was made in the innominate vein which was
subsequently repaired. After removal of the an-

eurysm there was a defect about 3 centimeters

long in the subclavian artery. The vertebral artery

was identified and preserved, but the thyrocervi-

cal trunk was ligated and divided. Arterial con-

tinuity was re-established by interposing a knit-

ted, dacron, preclotted graft which was anas-

tomosed at both ends with continuous sutures of

Tevdek interrupted at the angles. The artery

functioned satisfactorily after removal of the blood

vessel clamps. The incision was closed in layers

after inserting a catheter for temporary, closed,

intercostal drainage of the right pleural space and
approximation of the sternum with interrupted

sutures of heavy steel wire. Convalescence was
uncomplicated, and the patient was dismissed on

the ninth day, her voice being normal and the

right brachial and radial pulses normal.

Discussion

Laceration of the subclavian artery as a

complication of penetrating neck wounds has

been reported previously. In 1967, Jones, Ter-

rell and Salyer' reported 274 penetrating

wounds of the neck. Of 126 blood vessel in-

Fig. 5. Case 2. Arteriogram showing pseudoan-

eurysm of the right subclavian artery (behind

medial end of clavicle) and saccular aneurysm of

right common carotid artery.

juries in that series, 4 involved a subclavian

artery. These authors advocated prompt ex-

ploration under general anesthesia of all sig-

nificant (penetration of the platysma) neck

wounds. Stein and Seaward^® reviewing 200

cases of penetrating wounds of the neck

found only 31 major blood vessel injuries

including 8 subclavian artery lacerations.

They listed certain specific indications for

exploration, one of which was “clinical or

radiological evidence of massive hemothorax

in the absence of a significant chest wound.”

In Case 1 emergency exploration via left

posterolateral thoracotomy was prompted by

the presence of massive left hemothorax and

uncontrollable shock. In addition, there was

no clue preoperatively to the origin of the

bleeding, the pulses in the left arm being al-

ways present. Others'^’® have noted the per-

sistence of distal pulses in the presence of

lacerating arterial injuries, and, in this case,

the patient’s desperate condition precluded

the use of arteriography. Actually the postero-

lateral incision provided the best possible

exposure, since the laceration was located in

the intrathoracic portion of the subclavian

artery. This incision would be inadequate for

the treatment of injuries of the cervical por-

tion of the subclavian artery which is best

for May 1969 35



approached by a cervicothoracic incision as

advocated by Steenberg and Ravitch.'* The

latter incision was utilized conveniently in

resecting the false aneurysm in Case 2.

Fisher and Rienhoff/ in 1966, reported a

case of subclavian artery laceration resulting

from fractured first rib. The artery was ex-

posed through a left posterolateral incision

and ligated without subsequent ischemic

symptoms. Because it was necessary to ligate

two collateral tributaries in resecting the

lacerated segment of artery in Case 1, it

seemed that an attempt should be made to

restore vascular continuity.

In 1968 Matloff and Morton*^ reported 3

cases of acute subclavian artery trauma, one

of which resulted from a stab wound above

the left clavicle. In another case a laceration

and false aneurysm resulted from blunt trau-

ma. In retrospect, the widened mediastinal

shadow in Case 2 (Fig. 3) was of considerable

significance and undoubtedly represented

hemorrhage from the lacerated subclavian

artery.

The surgical treatment of arteriosclerotic

aneurysms of peripheral arteries has been

described by Howell and others,'’ and the sur-

gical exposure and use of an internal shunt

in the treatment of aneurysms of the innom-

inate and carotid arteries has been reported

by DeBakey and Crawford.

-

Davis and Golinger' reported on a patient

with right cervical rib and subclavian artery

aneurysm who developed cerebral emboli.

These authors referred to 6 previously re-

corded cases of “retrograde cerebral embol-

ism” from right subclavian aneurysms and
postulated that the “tail” of the clot extends

back to the carotid artery, breaks off and thus

gains access to the cerebral circulation.

Although the aneurysm in Case 2 was not

associated with cerebral arterial symptoms,

the possibility of such problems occurring as

complications of the aneurysm or resulting

from resection was of concern preopera-

tively. The experimental work of Handa et

al.,’’ in their study of the hemodynamic ef-

fects of subclavian artery ligation, implied

that pre-existing disease or anomalies of the

cerebral circulation might predispose one to

cerebral arterial insufficiency if proximal li-

gation of the subclavian artery were carried

out (“subclavian steal”). Preoperative ar-

teriography revealed normally functioning

vertebral arteries, and this was confirmed at

the time of exploration. Fortunately, resec-

tion and graft replacement were possible

without jeopardizing the vertebral artery.

Summary

Two cases of subclavian artery trauma are

reported here. Penetrating wounds with la-

ceration of the subclavian artery require im-

mediate surgical repair. Blunt trauma, asso-

ciated with fracture of the first rib, caused

subclavian artery laceration and subsequent

development of a false aneurysm in one of

the cases. The aneurysm was later successful-

ly resected and replaced, with a dacron pros-

thesis. •
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Transactional-semantic psychotherapy

Theodore Chemodurow, MD, Billings, Montana

Transactional-semantics enables the therapist

to focus upon the overt interactions and

those crucial non-verbal covert, subtle,

disguised or concealed influences which

determine what is going on in a person

and in the reciprocal processes

between people.

The intention, design, and meaning of psy-

chotherapy varies. For the purpose of this ar-

ticle psychotherapy includes removing, chang-

ing or slackening of existing symptoms,

intervening in and modifying disturbed

behavioral patterns, and giving patients

assistance in advancing positive personality

growth and development through psycho-

logical means. All forms of psychotherapy

depend upon verbal and non-verbal com-

munication between the therapist and his

patients. The psychiatric patient’s intrapsy-

chic communication and his communication
with others are impaired. Structured lan-

guage makes both thinking and communica-
tion possible. It is a system of verbal and/or

non-verbal communication which arouses a

response (or is a response) to a stimulus. Non-
verbal language includes actions, gestures,

signs, sounds, symbols, time, order and spe-

cific context and expresses either conscious

or unconscious thoughts and feelings. Verbal

language is any spoken or written form of

communication using words as symbols.

General semantics is the study of human
behavior as it relates to reaction, and inter-

action through verbal and non-verbal com-
munication. Transaction encompasses a con-

tinuing exchange of communication between

individuals. The constant ongoing feedbacks

result in changes and the development of

patterns in subsequent responses of each

person (as players hitting the ball back and

forth in a game of tennis).

In assessing the therapeutic process in

individual therapy, traditional descriptions

of “transference” and “counter-transference”

reactions only partially describe the complex

interactions between therapist and patient.

The patient reacts to the therapist as a repre-

sentative of parental figures. But, the patient

further reacts to the therapist as a real per-

son—to his openingly manifest non-verbal

communications, as well as to the therapist’s

unconscious non-verbal communications. He
also reacts to the therapist’s reaction to him.

Besides counter-transference reactions,

the therapist’s reactions include interventions

based on conscious deliberations, spontaneous

personality traits and attitudes. His own
values are conveyed to the patient (even if

he consistently tries to hide them), as well

as his overt intentions, non-verbal intentions,

and also his reactions to the patient’s reac-

tions to him.

To achieve his maximum effectiveness, the

therapist must understand and become more
aware of his own personality and communi-
cative process. He should make them essen-

tial, effective therapeutic tools which he se-

lectively applies consciously and deliberately.

The patient’s and the therapist’s transactional

communicative processes should be the con-

scious target for improvement, instead of

them being an incidental achievement or

overlooked entirely. The therapist should

recognize communicative impairments and

directly improve and correct them, conscious-

ly and specifically. By so doing, all forms of

for May 1969 37



psychological treatment are shortened. As a

specific form, transactional-semantic psycho-

therapy is an intensive short-term therapy.

The art of psychotherapy is governed by

the therapist’s personality, his orientation and

communicative competency—whether verbal

or non-verbal, either active or passive. The
direction of therapy should be regulated, and

it is always wittingly or unwittingly regulat-

ed by the therapist. The therapist is never

truly passive; his very presence, his age, ap-

pearance, sex, mannerisms, and speech are

transactional phenomena. In whatever the

therapist tries to do, whatever he says or does,

there is always interaction. The therapist

should become aware of his influence upon
the patient whether he employs neutral,

anonymous, non-directive, non-authorative

attitudes, or whether he chooses to institute

more active attitudes and maneuvers—such

as reducing in number and frequency of ses-

sions, directing interviews, making sugges-

tions, giving instructions, helping the patient

to verbalize, avoiding silences or firm curb-

ing of acting out.

Instead of an intuitive approach or one of

unknowingly influencing by chance, the ther-

apist should be aware of what he is, what he
is doing, and what is actually going on in the

psychotherapeutic situation. He should em-
ploy his influence upon the patient in a

logically planned course of treatment. The
therapist should try to become more aware
of all the critical transactional-semantic in-

terchanges so that he can more effectively

manage, control and direct the therapeutic

process.

Transactional-semantics offers the thera-

pist a dynamic technic to discover and reveal

critical interactions quickly and objectively.

It enables him to focus upon the overt inter-

actions and those crucial non-verbal covert,

subtle, disguised or concealed influences

which determine what is going on in a per-

son, in the reciprocal processes between peo-

ple, and in the system dynamics within

families and within groups.

The transactional-semantic approach to

psychotherapy improves all forms of psycho-

logic treatment and diagnoses. As it dy-

namically relates and integrates the intra-

psychic (feeling, cognition and creativity)

with the interpersonal. This approach helps

the therapist to conceptualize what is actually

going on in a person and between people
from observable effects of communication
upon behavior which enables him to deter-

mine and understand objectively what peo-

ple actually do and feel, rather than what
they say they do and feel. Too, the interac-

tional language resulting from this technic

gives the therapist more precision in describ-

ing. measuring and evaluating observational

data.

The focus of the therapeutic effort in

individual therapy is on developing the com-
municative process between therapist and
patient. In therapy with married couples,

the focus includes both partners as well as

the therapist. In treating a multi-person sys-

tem or family, the focal point is on inter-

locking and interactional patterns of com-
munication within the family system as well

as with the therapist. In each of these

different situations, focus must also include

each patient’s communication with his com-
munity at large, recognizing the interplay,

feedbacks and resulting effects each has with

the other. Understanding the total complex
of these numerous and continuous communi-
cative processes constitute transactional-

semantics.

Therefore, the therapist is much more in-

volved in the therapeutic process than has

been previously recognized. This is especially

true in the treatment of married couples and
in treatment of family groups. Since all of

the therapist’s own reactions may not be

apparent to him during interviews, he must
at times study taped records or motion pic-

tures made during the sessions to discover

what actually took place. It often becomes

necessary for the therapist to have a co-

therapist working along with him to offer

him insights into his own communicative

efficiency and therapeutic effectiveness.

Relationships within a family unit have

been operating for many years in a well-

defined and systematized order; each mem-
ber is confined within a network of interlock-
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ing relations. Each family member has been

stationed, trained and maintained by com-

municative forces within the family. There-

fore, as the therapist attempts to disengage

these dynamic vectors of force, he himself

becomes subject to all the forces which have

maintained the unification of the family

group.

The therapist, an outsider, has the job of

making deliberate efforts to break up the

interlocking system that hinders growth

toward individuation. He must be able to

communicate and participate in the various

transactional situations within the family

and help to alter any pathogenic patterns

without himself becoming overwhelmed to

the point of ineffectiveness.

Semantic-positioning is the term used to

describe all of the transactional communica-

tive forces that determine and control indi-

vidual members’ and the family group’s

behavior. This term includes all of the verbal

and non-verbal communicative forces which

are consciously or unconsciously used and

applied within a family to determine each

member’s behavior. Characteristic and spe-

cific interactional patterns for semantic po-

sitioning emerge from these operating forces

as they structure the framework and bound-

aries within which the individual operates

and develops.

To institute and maintain family unity

and solidarity, the dynamic vectors of the

family communicative system train, mold,

station and maintain each of its members
in a designated position within the system.

An individual’s position within the family’s

interlocking pattern decides his status, domi-

nance and his control of the other members.
Often the most powerful determinants are

non-verbal. They include facial expressions,

tones of speech, gestures, groans, hesitations

and silences. These communicative forces

govern what each individual member of the

family actually feels, thinks and does.

The communicative structure varies with-

in each family. And, each family has its own
special rules, channels and styles of com-
municative pattern which set it apart and
gives identifying characteristics to its value

system and “family style.” (This system need
not be pathogenic. Conversely, it may produce

families of outstanding individual and col-

lective achievement.)

The family system often sets patterns

which determine the individual’s future be-

havior. Throughout his life-span, a person

may tend to seek out others with whom he
can relate to comfortably; or to seek out

only those he might train in the proper re-

active responses which would permit him to

function within his old framework of com-
municative patterns that he learned during

infancy and childhood. His search for fa-

miliarity may become the decisive factor that

governs him in his selection of a mate, friends

and associates in his later life.

The whole person enters the communica-
tive transaction beginning in infancy. His

personality is molded by his specific life-

experience of interactive communication.

Characteristic interactional patterns of com-
munication set the individual patient apart

and constitute diagnostic categories for vari-

ous types of psychiatric disorders.

When the patient presents himself for

treatment, it is necessary for the therapist to

understand what the patient’s life-experience

in the communicative process has been, and

how it has made him what he is. Further, the

therapist must assess the patient’s present

functioning in terms of the patient’s self-

relatedness, his relationships with others and

as an individual within his past and present

family process system, community, specific

society and culture.

The interplay between mother and baby

is fundamental to the emergence of communi-
cation, to his learning, and to the structuring

of his personality. Training in communication

and responsiveness begins in infancy. Elemen-

tary lessons in interaction begin from the first

moment the mother tries to coax a smile from

the baby and the baby learns to smile in

response. A more advanced lesson is a game
of peek-a-boo in which the mother elicits the

baby’s response. Whenever the baby responds,

he elicits the mother’s response in a continu-

ing interaction. To generalize over the many
thousands of interactions that bear on the

development of the child’s communicative
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abilities—as we learn tennis by playing it

with others, so we learn to communicate by

communicating with others.

Communication exerts this tremendous

power and influence upon the growing child

by the mother, father, relatives and other

significant people through their establishing

him within the interlocking patterns of his

family system. (Even culture patterns an

individual’s thoughtways through the con-

cepts implicit in the language used.) In addi-

tion to absence and paucity of communication

in infancy and childhood there are other

destructive modifications, interferences, and

influences exerting force in semantic-posi-

tioning. The growing child learns that he is

expected to behave in certain ways. Con-

formity brings rewards; non-conformity,

punishment. Often the distinction between

“reward” and “punishment” is only in the

giver’s eyes.

From the receiver’s standpoint (child/

family member or members), the message

may be transmitted in such a way that the

receiver is given a very limited choice—or

really no choice at all. Which is the same as

to say, “Which would you rather do? Have

your right arm or your left arm cut off?”

Whenever a family interaction pattern con-

taining this kind of communicative manipula-

tion that forces intractable choices upon its

recipients, one or more of the family group

may become the victims of their own system

by an illness induced through semantic-

positioning.

This pathologic semantic-positioning with-

in a family leaves the receiver in a state of

ambivalence. The receiver is still expected

to make a choice, and attempts to resolve

his conflicts in escaping through withdrawal,

panic, mystification. Or he may develop other

defensive measures to avoid becoming in-

volved in the first place, such as inattention,

lying or acting out behavior. The outcome

of these measures usually result only in

abortive attempts for him to change or to

break out of the pattern. The other family

members may focus on the receiver’s emerg-

ing symptoms or developments, and tolerate

him as the “black sheep” of the family. On

the other hand, he may be the one that the

family selects for psychiatric treatment. It is

most important to note that these interac-

tional patterns are not only circular; but also,

they can change and become spiral in nature.

In transactional-semantic psychotherapy

it is important to become aware of the iden-

tity or character of the “message” as well as

the sender’s meant influence upon the re-

ceiver’s behavior. A communicative pattern

(or lack of pattern) comes out of the specific

responses that the sender’s “message” elicits

within the receiver and the character of the

return “message” with its effect in turn upon

the behavior of the original sender. These

continuing exchanges become identifying

characteristics for classification of various

psychiatric disorders.

The message has its own identity and

characteristics between the sender and re-

ceiver. The identity and character of the

“message” depends upon its psychologic mo-

dality. The message may be a “construct” of

a meaning (idea), or it may be feelings states,

(sadness, anxiety, anger, disgust) or sense

r
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datum. The identity and character of the

message also depend upon the means by

which the message is conveyed, whether

through empathy, or through signs, symbols,

actions, gestures. But the most important

part of the “message” is what it really meant

or its significance—rather than what it ap-

pears to mean superficially.

Significance is the interrelating force of

the “message” between its communicators.

The significance of the message for the in-

dividual depends upon the special and spe-

cific language uses which have become the

directing forces of his semantic-positioning

within his family. Through repeated and

continued usage these forces fashion style

for the family system. It is often the only

style the patient uses to relate to others, and

frequently the only one to which he responds.

The less a family uses words for the carriers

of significance in communicating—the greater

the likelihood the individual member will

have difficulty in finding satisfactory re-

spondents in relating to others outside the

family group.

The child is a sensitive “in-tune” reactor

to the significance of the “messages” he re-

ceives. He can readily sense a discrepancy

between the sender’s verbalized statement

and the true meaning contained in the send-

er’s non-verbal “message.” For example: The

sender verbalizes affection and love, while

the significance of the “message” is an “under

the table” expression of rejection, disgust

and hostility. The child will react to the real

“message” even though it may not be obvious

or is related to the unconscious needs, wishes

and designs of a parent or other key adults

with whom he identifies. Though the sender’s

authentic feelings are not expressed verbally

—they can show through or be expressed in

pantomime action in such a way that the

child “gets the message,” so to speak. These

unconscious (but, frequently conscious) non-

verbal communications are often the strong-

est forces in semantic-positioning.

The therapist should see the entire family

together in sessions whenever possible so that

he can directly observe all of its members
interacting together as they naturally do. It

saves treatment time, and it is more valid

from the therapist’s standpoint to see the

family members’ behavior and their inter-

actions with each other for himself, rather

than trying to reconstruct what they are

from each separate person’s account of what

he “thinks” is going on. For the individual

member is usually only aware of his own
contribution to the family’s communicative

process system and doesn’t have a knowledge

of its “transactional whole.”

Even though an adult patient (married or

single) is living away from home, the thera-

pist should not assume that the patient is no

longer subject to the current, actual influ-

ences of his family members. Whether treat-

ing an individual or a couple with marital

discord, the therapist having a first-hand

observation of the patient’s more recently

acquired key additions (employer, close

friends, co-workers) who have entered into

the patient’s “transactional whole” can be

most helpful.

Given opportunity for direct observation

of a patient’s “transactional whole,” the thera-

pist is better able to define and focus upon
correcting the more influential and self-per-

petuating forces which are the most detri-

mental to the patient’s interpersonal relation-

ships.

As treatment progresses, the therapist

should introduce educative corrections in the

uses of language which interfere with the

patient’s communication. The therapist may
do this by discussing word usages, values,

importance and connotations, so the words

in question refer exactly to the same thing

and in the same way for each person. Word
meanings also must be standardized; if nec-

essary, through using a dictionary. Other

necessary corrections in using language may
include the following: excessive verbaliza-

tion, over-generalizations, confusing facts

with inference, value judgments, false analo-

gies, high-level abstractions, faulty logic,

“loaded” and “shock” words.

During treatment, language usage can fur-

ther interfere with communication through

a patient using it as a protective action or

means of defense to ward off threatening

inner or external dangers. For example:
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when referring to himself the patient uses

the pronoun “you” instead of “I.” To avoid

expressing his real thoughts and feelings to

the therapist, or further probing, the patient

may express agreement by saying— “It’s all

my fault.” “If you say so.” “What do you want
me to say?” “Don’t you agree?” The patient

is often unaware of the reasons for his use

of these and similar protective measures. It

then becomes necessary for the therapist to

overcome this resistance by helping the pa-

tient understand what he is resisting.

There are several methods the therapist

can use to help the patients (married couples,

families) to understand and become aware of

the more damaging interpersonal transac-

tions that have ensnared them, which will

give his patients a chance to step outside of

the context of their ongoing interactional

systems, and to use words as the main car-

riers for each episode of relevant communi-

cation. Among these methods are the follow-

ing: plotting out the “transactions” step by

step on paper for discussion in aiding their

conversion from non-verbal to verbal com-

munication; have the patients act them out

in “game” form or “play therapy,” or set up

“therapeutic double binds.”

Patterns of communication will generally

follow the chains of semantic-positioning dat-

ing back to childhood. Many of the patterns

have become firmly fixed. They operate

automatically, though the circumstances that

initiated them no longer exist. The memory
traces of these patterns are hidden in the

unconsciousness, though they may continue

to display themselves in a patient’s reactions

and behavior.

In the process of therapy, utilization of

the therapist-patient relationship is the means

through which the therapist helps the patient

become aware and gain an understanding of

himself in regard as to how his current trans-

actional-semantic involvements are related to

formative experiences in his past. In the

establishment of an adequate interpersonal

relationship between therapist and patient,

empathic communication is necessary. It oc-

curs through the recognition of non-verbal

communication through which one appre-

hends affect, emotion, body-language and
attitude. In emphatic communication the first

experience of the receiver is the “felt mean-
ing.” Between the therapist and his patient

there is a sense of being on the same “wave
length” and “in-tune” with each other. A
knowledge of transactional-semantics helps

the therapist to develop his skill in establish-

ing empathic relationships with his patients

more rapidly and thereby, shorten the period

of treatment.

It is essential for the therapist to remain
aware that the person who comes to treat-

ment is the one most in immediate need of

psychiatric care. His ego-functioning as an

individual, his own intrapsychic integrity and

self-relatedness, and his intrapsychic com-

munication is impaired, but, he is not neces-

sarily the sickest individual in his family.

It is important to distinguish between

processes which are predominantly interper-

sonal, and those processes which are predom-

inantly intrapsychic. The patient himself, and

also his family members are unaware of

boundaries between the intra-psychic and

interpersonal realms. The patient does not

realize that he is not reacting to others as

real persons, but is reacting to them pri-

marily as the personifications of his repressed

and projected self-images. Basically it may
not be the patient’s mother or father who is

central to the patient’s illness (only central

to its development)
;
but rather it is the pa-

tient’s introjected conflicts and his inability

to synthesize conflicting childhood identifi-

cations within a workable adult identity.

Projection and introjection must be among
the basic psychodynamic processes by which

object relatedness is achieved in the normal

development of the child which is essential

to early ego-formation.

Besides “transference,” the “family trans-

ference” has become an important concept

in treatment of the individual. Family-

oriented problems can be worked through

with the patient in the therapeutic relation-

ship. The patient’s intrapsychic conflicts

worked through in the transference-family

transference to the therapist becomes a more

deeply integrated single individual. “Family
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transference” is whenever the patient can

find mother, father, and siblings simultan-

eously in the therapist and makes these pro-

jected internal images into truly integrated

parts of himself.

The sick family may place taboos upon

any kind of meaningful one-to-one relation-

ships outside the family. The therapist should

develop a therapeutically controlled inter-

personal relationship with the patient which

will enable the patient to form healthy iden-

tifications—to unlearn old patterns and to

learn new ones. The process of re-learning

less conflicting and more harmonious inter-

personal relationships is first achieved by

the patient learning from the actual inter-

personal experiences with the therapist dur-

ing therapy, and then in outside interpersonal

relationships.

Summary

Transactional-semantics is intense, short-

term psycho-therapy in that it enables the

therapist to more effectively select, focus

upon and correct the specific areas of the

patient’s communicative process that inter-

fere or prevent him from having meaningful

interpersonal relationships. The patient
through acquiring new mastery of himself

gained through the therapeutic relationship

is able to enter into more meaningful inter-

actions with others. He then can achieve

independent progress on his own through

continued experiences outside of the thera-

peutic situation. Accumulating meaningful,

satisfying, interpersonal relationships and ex-

periences are at the root of self-realization,

personality growth, and self-expansion. •

REFERENCES
1 Alexander, Franz; "Psychoanalytic Contributions to Short-Term Psychotherapy.” Lewis R.
Wolberg ed, “Short-Term Psychotherapy.” New York, Grune and Stratton, 1965.

2 Arieti, Silvano: "The Intrapsychic Self.” New York, Basic Books, Inc., 1967.

3 Berne, Eric: “Transactional Analysis in Psychotherapy.” New York, Grove Press, 1961.

‘‘ Boszormenyi-Nagy, Ivan: ed. "Intensive Family Therapy.” New York, Harper and Row, 1965.

3 Greene, Bernard L. : ed. “The Psychotherapies of Marital Disharmony.” New York, The Free
Press, 1965.

3 Hayakawa, S. I.: “Language in Thought and Action." New York, Harcourt, Brace revised sec.

ed., 1964.

'^Murphy, W. : “The Tactics of Psychotherapy.” New York, International Universities Press, 1965.

8 Spiegel, Rose: “Specific Problems of Communication in Psychiatric Conditions.” Silvano Arieti
ed., American Handbook of Psychiatry, Vol. I. New York, Basic Books, 1959.

9 Sullivan, Harry Stack: “The Collected Works of Hary Stack Sullivan.” Perry, Gawell ed. New
York, W. W. Norton Co., 1953-1964.

10 Watzlawick, Beavin, Jackson; “Pragmatics of Human Communication.” New York, W. W.
Norton, 1967.

n Wolberg, Lewis R.: “The Technique of Psychotherapy." New York, Grune and Stratton sec.

ed., 1967.

IS Wolman, Benjamin B.: ed. “Psychoanalytic Techniques.” New York, Basic Books, 1967.

for May 1969 43



Holding aid to leg cast application*

‘From the Department of Orthopedic Surgery, Western
Montana Clinic, Missoula, Montana.

David P. Jacobson, MD, Missoula, Montana

Just before the plaster starts to harden,

the cast is slipped off the foot piece and then

replaced to rest outside upon the tip. At this

point the operator is able to mold the malleoli,

trim and pad the cast edges, and apply fin-

ishing touches.

Illustrated is a simple inexpensive device

that I have used with success. It may be used

for severe sprains as well as for simple frac-

tures. By altering the position of the smooth

tip the foot can easily be held in varus or

valgus, calcaneus or equinus. The tip also

maintains a longitudinal arch.

Fig. 2. Close-up showing simple inexpensive con-

struction.

Proper immobilization while the plaster-of-

Paris sets is a necessity for a strong, well-fit-

ting cast. An assistant often inadvertently

moves, and voluntary control by the patient

is difficult when he is in pain.

Fig. 1. A cast being applied with the foot in slight

equinus. Before plaster begins to set, the tip is

slipped out and replaced outside the plaster.
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Craniosynostosis and
craniosynostosis syndromes*

Jiirgen Herrmann, MD, Philip D. Pallister, MD, and jQhn M. Opitz, MD,
Boulder, Montana

t

Craniosynostosis (premature closure of

skull sutures) is a relatively common dis-

order accounting for about 1 out of 650 hos-

pital admissions.' Shillito and Matson^ re-

viewed 530 cases collected in 40 years in

Boston. Virchow'' discussed this anomaly in

1851 and formulated what is known as “Vir-

chow’s law,” namely that premature closure

of a cranial suture inhibits growth in a direc-

tion at right angles to itself and results in

compensatory over-expansion in the region

of an open suture. Only part of a suture or

more than one suture may close prematurely

while microcephaly in some cases may be

regarded as premature closure of all cranial

sutures. Craniosynostosis, per se, is a non-

specific deformity and may result from dif-

ferent etiologies'* such as intrauterine infec-

tions, radiation during pregnancy, birth

trauma, anoxia, rickets, single gene and pos-

sibly chromosomal disorders. It is our inten-

tion to illustrate selected craniosynostosis

syndromes for diagnostic, prognostic and

therapeutic considerations.

Case Reports^

PREMATURE SAGITTAL SYNOSTOSIS. Case
1: P. H., a boy, weighed 3,770 gm after a normal
term pregnancy. At two weeks his skull was de-

scribed as long and narrow and at 2 months of

Dr. Herrmann is Senior Postdoctoral Fellow in Clinical
Genetics, Department of Pediatrics, University of Wis-
consin Medical Center, Madison, Wisconsin. Supported by
a Grant from the National Foundation—March of Dimes.
Dr. Pallister is Clinical Director, Boulder River School and
Hospital. Boulder, Montana. Dr. Opitz is Assistant Professor
of Pediatrics and Medical Genetics, University of Wiscon-
sin Medical Center, Madison, Wisconsin. Supported by a
Grant from the National Foundation—March of Dimes and
by NIH Grant GM 15422.

Studies of Malformation Syndromes in Man XXII. The
National Foundation Birth Defects Research Center, De-
partment of Pediatrics, University of Wisconsin Medical
Center, Madison. Paper No. 1292 from the Genetics Labora-
tory.

tThis study is part of a series of collaborative investiga-
tions of the Boulder River School and Hospital (B.R.S.
and H.), Montana, and the Birth Defects Research Center
at the University of Wisconsin (UW), Madison, Wisconsin.

tReprint requests: John M. Opitz, MD, Rm. 109, Genetics
Bldg., University of Wisconsin, Madison, Wisconsin 53706.

age he was admitted to the University of Wiscon-

sin Hospitals. His head circumference was 41.5

cm, the fronto-occipital length was 16.5 cm, and

the biparietal measurement was 11 cm. An occipi-

tal bulge did not transilluminate and there was
bilateral parietal prominence. A bony ridge was
palpable along the sagittal suture. The anterior

fontanelle was open and normal in size. A calci-

fied cephalohematoma was present over the left

parietal bone; there were no abnormal neurologic

manifestations. The patient’s psychomotor devel-

opment was normal. Premature sagittal synostosis

was confirmed by X-ray examination (Fig. 1).

At 2 months of age a bilateral parasagittal

linear craniectomy was performed, the edges of

the surgical defects were covered with teflon

sheeting to prevent new growth of bone. Post-

operative hypochromic anemia responded readily

to treatment. His head continues to be a little

large (circumference 43 cm at age 5 months), but

its configuration is returning to normal.

An older sister is normal; the next oldest, a

boy, is mildly retarded but does not have a “long

Fig. 1. Case 1; scaphocephaly at 2 months of age.
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head”; the third-born, a boy, has a “long head”
and speech problems at the age of 4 years. The
maternal grandfather is said to have a “long

head.” These relatives have not been examined.

PREMATURE CORONAL SYNOSTOSIS. Case

2. C. L., a girl, was born after a normal, full-term

pregnancy and delivery weighing 3,745 gm and
measuring 53 cm in length. On admission at 6 days

of age partial synostosis of the coronal suture was
diagnosed. She had a broad face and flat forehead,

slight prominence of the parietal areas and a

palpable ridge over the coronal suture (Fig. 2).

Head circumference was 33 cm, the anterior fon-

tanelle was open and normal in size. The rest of

the examination was unremarkable; no neuro-

logical abnormalities were detected. At 8 weeks
of age, bilateral coronal craniectomy was per-

formed. Development had always been normal

but values for head circumference which were at

the 10th percentile reached the 25th percentile at

15 weeks of age and continued to increase satis-

factorily after operation.

The patient’s mother had 10 abortions for un-

known reasons and a prematurely born girl who
died at 2 days of age apparently with respiratory

distress. There are three living older sibs; the

oldest boy is “slow” in school but reportedly has

a normally shaped head; the next, a girl, was
operated on at 6 and at 12 months of age for

premature synostosis of the coronal sutures; she

is also “slow” in school. The third child, a girl,

and the parents are normal. The patient’s mother
has a brother and 5 sisters, all reportedly normal,

but one of the sisters is said to have a son with

premature synostosis of the coronal sutures. No
other affected individuals are known in the

ancestry.

Fig. 2. Case 2; bilateral coronal synostosis with

brachycephaly at age 8 weeks.

PREMATURE CLOSURE OF MULTIPLE SU-
TURES. Case 3. The proposita, B. H., 8 years of

age (Fig. 3) has been
institutionalized at the

Boulder River School
and Hospital (B.R.S. and
H.) since age 4 years.

The mother states that

she was ill during the

entire pregnancy. At
birth the patient was
thought to be blind and
deaf. She presents with
micro - brae hycephaly
(head circumference 49.8

cm). She has a 5 word
vocabulary and a Vine-
land Social Maturity
Scale social quotient of

27. She is short (120.5

cm)
;
her hair shows color

mosaicism (blond and
brown) and she has an-

kylosis of the first meta-
carpophalangeal joints, a

rather wide mandibular
arch, hypoplastic helices

bilaterally and slight ex-

ternal strabismus of the

left eye. Dermatoglyphics
are normal but for

parallel palmar flexion

creases of the left hand.

She has a barrel-shaped

chest and bilateral genu
valgum. She has not had
corrective o r cosmetic

surgery.

The skull films show
premature closure of the

coronal suture. Some of

the synchondroses of the

Fig. 3. Case 3; proposita at 8 years of age.

base of the skull may also have closed prematurely

because of the foreshortening of the middle fossa.

Routine chromosome analysis showed a normal

46XX constitution.

The pedigree of the H-family is shown in Fig.

4. The proposita (III-8) has four siblings; the

oldest is a normal 21 -year-old male. The second

is a brother (M. H., III-5) who had striking

scaphocephaly at birth. He had corrective surgery

at age 8 years when he had an IQ of 56 and was
thought to be “going blind.” His vision improved,

his IQ rose to 90, then levelled to 82. The electro-

encephalogram shows some decreased activity

over the right hemisphere and spiking with hyper-

ventilation. At 17 years of age he still has strik-

ing scaphocephaly. Head circumference is 60 cm.

The physical examination is otherwise unremark-
able. The third sibling is a sister (U. H.) who is
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now 12 years old, has a symmetrically small head
and a head circumference of 53.2 cm. The sutures

are not palpable. Radiologically she has “sym-
metrical closure of all the cranial sutures.” She
has had epilepsy since the age of 1 month and
the EEG is said to show an abnormality on the

right. Formerly an A and B student, her grades

are dropping. A fourth sibling is a normal 9-year-

old girl. Their mother is normal. Their father,

F. H. (II-4), is now 52 years old. He had an eighth

grade education, was an average student and
works as a laborer. He has mild scaphocephaly and
a head circumference of 57 cm. Physical examina-
tion is otherwise unremarkable. He wears a hear-

ing aid for bilateral deafness noted at age 3 after

“flu.” His mother (1-12) had personality dis-

turbances:; she was very obstinate and described

as “not right,” “nervous,” etc. She died of malnu-
trition. His father was normal. This couple had
10 pregnancies, F. H. being the third. The oldest

(R. H., 11-2), a 54-year-old female, is moderately
retarded and anxious. She is a patient at Warm
Springs State Hospital (Montana) and has had
seizures since age 14 years. She was an average

student. Except for a small head (circumference

54 cm) she is otherwise unremarkable. In addi-

tion to two abortions, she had an illegitimate son

who is described as “very smart” and who has
two children, a normal boy and a girl. The latter

(lV-2) is said to have an “abnormal head and
funny eyes and to wear glasses.” A brother (11-6)

is deaf, “slow,” has never married, has an elon-

gated head and an eighth grade education. Another
brother (11-7) has an eighth grade education and
an elongated head; he has two bright normal
daughters and had a son who died shortly after

birth of a “bad heart.” Two other brothers (11-8

and 11-9) are normal. One sister (11-10) died at

7 months in utero. One sister (11-11) had a “broad
head like B. H.,” the proposita, and “some sort of

spells”; she died at age 26 of (a pulmonary?)
embolus. She had 4 pregnancies: the first was an
abortion; the second (111-14) had a “big head like

M. H.”—i.e. scaphocephaly. He quit high school and
is in the service; a brother and sister are normal.

Individual 1-11 married a brother of F. H.’s

mother. They had 10 children, one of which (11-12)

has been a patient at Warm Springs State Hos-
pital. He has had several seizures. He has a “big

head” and he never married. He had been dis-

charged from the institution and could not be
found for examination.

CftANCSYNOSTOSlS
T>C K-R<kMILy FROM MONTANA. 1969

Q O PHENOTYPCALU MALE, FEMALE

• MULTIPLE SUnjRES INVOLVED

Q CORONAL SUTURE PREDOMINANTLY INVOLVED

a SAOrTTAL SUTURE PREDOMINANTLY INVOLVED

00 DECEASED AT TIME OF STUDY

S) @ CERTAIN NUMBER (4) OF MALES, FEMALES

c!3(5 personally examined

\ PBOPOSfTA
"J" NO offspring
NM NOT MARRIED

ID DIED IN INFANCY

a O ABORTION: EARLY, FEMALE

Fig. 4. Case 3; family pedigree.

CROUZON’S DISEASE. Case 4: T. C. was born
after a normal pregnancy weighing 3,460 gm. He
was seen at four days of age at a hospital in Iowa
where prominence of the anterior skull and bi-

lateral exophthalmos were noted. No neurologic
abnormalities were found and fundi were normal.
Roentgenographically there was complete oblitera-

tion of the coronal and lambdoid sutures, no visible

suture lines in the temporal regions, convolutional
markings of the inner table of the calvarium, an
open sagittal suture, and open growth lines at the
base of the skull. Surgery to reopen the suture
lines was performed. Postoperatively the head cir-

cumference was 36.8 cm. Subsequently the values
for head circumference remained below the third

percentile, and values for height also gradually
fell below the third percentile.

At 8 months of age (Fig. 5) the patient was
admitted to the UW hospitals for repair of a large

right inguinal hernia. Also noted were: varus de-
formity of all toes more marked on the left than
on the right, bilateral proptosis, and exotropia on
the left. His eyes protruded markedly when cry-

ing or upset and then the eyes had to be pushed
back into the sockets. No evidence was found of

hearing loss, optic nerve atrophy or papilledema.

The patient’s psychomotor development was with-
in normal limits. Herniorrhaphy was deferred un-
til the age of 10 months because of a respiratory

infection. At this time the coronal sutures had
completely closed and the skull bulged anteriorly

and posteriorly. The maxillary portion of the face

Fig. 5. Case 4; Crouzon’s disease, at 11 months of

age.
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was hypoplastic, the anterior fossa and the orbits

were shallow and there was elevation of the

sphenoid ridges. Exophthalmometry revealed pro-

trusion of the eyes (OD 31 mm, OS 30 mm); the

optic discs were slightly prominent. Subsequently

the condition of the eyes remained stable.

The patient is the only affected individual in

his family, an older female and male sib and his

parents are normal; his mother and father were

26 and 29 years old respectively when he was
born.

Case 5: The male proband of a family described

by Cross and Opitz^ was born after an uneventful

41 week pregnancy and normal delivery weighing

3,930 gm and measuring 56 cm in length. At one

month of age (Fig. 6a) the diagnosis of Crouzon’s

disease was made because of prominence of the

frontal skull, depression of the supraorbital areas,

subtotal closure of the coronal sutures, and asym-
metric closure of the sagittal and the lambdoid

suture (right more than left). Both the anterior

and the posterior fontanelles were only minimally

patent and shifted towards the left. The face was
relatively uninvolved except for mild asymmetry
of the mandible and nose. The head circumference

measured 38.5 cm. There was exophthalmos and
strabismus bilaterally; puffy eyelids, conjunctiv-

itis, exotropia and a question of decreased corneal

Fig. 6a-d. Case 5; Crouzon’s disease.

a. patient at one month of age.

h. at age 5 months patient developed in-

ternal hydrocephalus.

c. skull X-ray at 5 months of age.

d. skull X-ray of patient’s paternal uncle

with Crouzon’s disease.

reflex on the left. There were minimal capillary

hemangiomata of the face and nose and on the

left wrist. Skull X-rays revealed closed coronal

sutures, increased vertical-basilar and AP dia-

meter, a decreased transverse diameter and a

“batwing” type deformity of the orbits with some
digitation of the anterior fossa which was ex-
tremely short in its AP diameter.

At 5 weeks of age bilateral coronal craniectomy
was carried down to the sphenoid ridge and a com-
plete orbital decompression and a limited temporal
fossa decompression was done bilaterally. The
forehead was reshaped by detaching the frontal

bones completely and replacing them in a more
superior position. Alleviation of the sagittal synos-

tosis could not be performed at that time. The
patient tolerated the procedure well except for

ecchymoses and swelling of the eyes which disap-

peared after one week. Slight exophthalmia, stra-

bismus and left exotropia persisted.

The patient’s progress and condition were con-

sidered to be satisfactory until 5 months of age

when a head circumference of 50 cm and a com-
municating internal hydrocephalus were noted
(Figs. 6b,c ). A right-sided Pudenz valve was
placed. The head circumference decreased to 49

cm thereafter and has remained stable. The pa-

tient has been essentially healthy but for two
episodes of acutely increased intracranial pres-

sure due to malfunction of the valve which was
controlled. Craniosynostectomy of the posterior

portion of the head was planned for the age of 10

months but was refused by the parents. He was
re-examined at home by one of us (J. H.) at the

age of 20 months; developmental progress was a

little slow but he was walking and beginning to

talk. Exophthalmos was still marked. There was
no strabismus and the fundi appeared normal.

The coronal suture was closed but the anterior

fontanelle was still widely open.

The patient has a younger normal sister, but

his father, a paternal aunt and uncle (Fig. 6d)

and his paternal grandfather are also similarly

affected and not mentally retarded. Aside from
his facial appearance the patient’s father is im-

paired with respect to sight and hearing: there

is bilateral exophthalmos, external strabismus on

the right, irregular shape of the pupils and, on

the right, probably optic nerve atrophy; both
!

internal auditory canals are short, the right tym- '

panic membrane is retracted, and the left external

auditory canal is quite stenotic; the left tympanic

membrane is thickened and stiff in motion and

the normal landmarks of the malleolus cannot be

visualized. Hearing loss is of a conductive type

and is more marked on the left than on the right.

There also is a very narrow and highly arched

palate with severe crowding of the upper teeth.

He also had a large, anterior septal spur which

completely occluded the left nasal passage. Par-

tial right airway obstruction resulted from a de-

flection of the nasal septum. Pharyngoscopy re-
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vealed polypoid hyperplasia of the vomer, adenoid
tags, and distortion of the eustachian tubes par-

ticularly on the right. Marked digital impressions

were seen on the skull on X-ray. This man had
had no surgery except for tooth extractions.

The paternal grandfather (the first affected

individual) was the last of eleven children; he
was born when his father was 48 years old.

APERT’S DISEASE. Case 6: J. F. (B. R. S. and
H.), (Fig. 7a-d) is a 3i-year-old white male who
weighs 53 kg and is 174 cm tall; the head cir-

cumference is 53.8 cm, the innercanthal distance

is 45 mm, the outer canthal distance 106 mm.
He has severe acne vulgaris with secondary scar-

ring of the chest and upper arms, trunk and
thighs and his skin is coarse. The ears are well

formed except for somewhat hypoplastic lower
helices. The eyes protrude markedly and there is

alternating strabismus; the yellowish irises show
a blue-green periphery. He has mild synophrys
and marked antimongoloid slanting of the pal-

pebral fissures. The nose is long and the nasal

bridge is relatively prominent. The maxilla is

quite hypoplastic. The mouth is only 4 cm wide;
the teeth are malpositioned and several are absent.

The palate is narrow and highly arched. He has
very shallow glenoid fossae and subluxation of

abnormally formed humeral heads associated with
“pointed shoulders.” The humeri appear shorter

than normal. Limited extension, pronation and
supination of the forearms is associated with bi-

lateral dislocation of bulbous radial heads, abnor-
mal radial curvature and bulbous deformity of

Fig. 7a-d. Case 6; Apert’s disease.

a. face at 31 years of age; b. profile.

the distal ulnae. There is asymmetric prominence
of the left anterior portion of the thorax; his spine
is abnormally straight; and X-rays show a transi-
tional first sacral vertebra, spina bifida of SI and
L5.

The most striking findings are of the skull,

hands and feet. The skull is turribrachycephalic
and lacunar markings are seen in the anterior
portion of the calvarium.

He has some hip flexion and gait problem and
a marked acetabular and femoral head deformity
with shortened femoral necks.

At birth all 5 digits were fused and the tips

were pointed volarwards. Presently, the phalanges
of the left thumb, the proximal portions of the
fourth and fifth metacarpals and the distal pha-
langes of the second, third and fourth digits are
fused. All fingers are fused on the right. He has
two large fused nails bilaterally and on the left

hand several small nail buds in addition. On the
right thumb there is a lateral fleshy appendage
which may have been surgically acquired or may
represent incipient polydactyly. The hands are
cupped and there are longitudinal flexion creases;

surgical separation of the thumb from the remain-
ing fused digits allows a pincer function.

The feet are similarly malformed except that
the distal phalanges are not fused; however, there
is extensive and symmetrical fusion of the tarsal

and metatarsal bones. He has five toe nails bi-

laterally. Chromosomes and IVP’s were studied
and appeared normal. The dermatoglyphic abnor-
malities are quite symmetrical. There is a large

hypothenar whorl pattern in the central palm
area between an ulnarly placed triradius and the
proximal axial triradius; thus, the T mainline ends
in the hypothenar area. The triradii at the base of

the fingers, the interdigital patterns, and the
fingertip patterns cannot be evaluated very well.

However, on the thumb a high-ridge-count ulnar
loop is associated with an additional triradius at

the distal end of the pattern. On the soles there is

a large whorl in the hallucal area with a fibularly

adjacent twin loop. The triradii at the base of the

toes are probably all absent, but on the tip of the

big toe is a twin loop.

Case 7; C. Y. was admitted at the age of 26

years because he “felt a lump in his throat for

the past year.” Since no physical evidence for the

“lump in the throat” could be verified, it was
felt that his complaint was related to depression

caused by his appearance (Figs. 8a-f). Skull and
facial anomalies included: turribrachycephaly,

prominent supraorbital ridges, midface hypoplasia

with a short, beaked nose and short maxilla, a

relatively prominent mandible, hypoplasia of the

malar bones, antimongoloid slanting of the pal-

pebral fissures, slight divergent strabismus. Brush-
field spots and small ears. The palate was narrow
and highly arched. There were small fistulae

present anterior to the soft palate, teeth were
crowded and a scar indicated repair of a cleft
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palate (at age 8 years). The thorax was sym-
metrically enlarged, the left shoulder more promi-
nent and higher than the right, and there were
acneiform lesions on the chest, back and arms.

The liver was palpable below the right costal

margin and excessive lumbar lordosis was noted.

IVP’s showed spina bifida occulta of L5 and the

right kidney to be smaller than the left with

questionably delayed excretion on the right. The
extremities were severely malformed. In both

hands. X-rays revealed short and stubby meta-
carpals with bowing of the third, and proximal
synostosis of the fourth and fifth metacarpals;

symphalangism of the ulnarly displaced and ra-

dially deviated thumb; gross malformations of

all phalanges of the second to fourth finger and
extensive osseous as well as cutaneous syndactyly

between them; the middle phalanx of the ulnarly

deviated fifth fingers appears to be absent; both

fifth fingers have only one flexion crease. The
hands are short and there is one big nail for the

fused fingers on the right, while there are two
fingernails on the left.

X-rays of the lower extremities reveal short

femora; almost complete fusion of the tarsal bones;

possible fusion of the third metatarsal and the

third cuneiform bones; possible synostosis in the

Fig. 8a-f. Case 7; Apert’s disease.

a,b. AP and lateral X-ray of skull.

MP-joints; synostosis of the first and second meta-
tarsals bilaterally and of the third and fourth on
the left; shortened first metatarsals, absence of

the second phalanges of most toes; and synostosis

between the proximal phalanges of the third and
fourth toes. Almost none of the foot bones has a

normal configuration. The feet are flat, held in

abduction and the first toes are big and short,

while the second through the fifth toes are fused.

Skull X-rays show turribrachycephaly; marked
digital impressions; a steep base; a wide sella;

shallow orbits; an increased transverse diameter
with true hypertelorism, the interorbital distance

measuring 36 mm; antimongoloid slanting of the

transverse orbital axes; deviation of the nasal

septum to the left; a short maxilla; a mandible
which is short but high; and malerupted teeth.

The patient was given essentially no medical
treatment. The function of his extremities and his

sight and hearing were good. He is of average
intelligence and the only affected individual in his

family. He was born when his mother was 24

and his father 43 years of age.

OTHER CRANIOSYNOSTOSIS SYNDROMES.
Case 8: R. F. was born after normal pregnancy and
labor with a birth weight of 1,185 gm, his mother
and father being 34 and 37 years old respectively.

Multiple anomalies were noted at birth and on
consecutive examinations (Figs. 9a-h): a tall, bi-

temporally flattened head with very hypoplastic

supraorbital ridges, extreme hypertelorism; promi-
nence of the eyes due to shallow orbits; divergent

strabismus; micrognathia; highly arched palate;

posterior rotation of very small auricles with in-

completely formed helices; limited extension and
rotation at the elbow joints; asymmetry of the

chest; bilateral cryptorchidism; and a rectal pro-

lapse with associated benign polyp. Numerous
chest X-rays and a barium swallow, done when
the patient was 1 year old, outlined a mass in the

anterior part of the right lower thorax which was
thought to be a pericardial cyst or hernia.

Most severely deformed were the skull and
the distal parts of all four extremities. The skull

was brachycephalic; there was a large defect in

the posterior parietal area which measured 7 cm
as seen in the frontal projection. Ossification de-

fects measuring up to 2 V2 cm in size were also

seen in the frontal bone. The ethmoid sinuses were
prominent and the frontal and other paranasal

sinuses appeared to be well developed, but the

mastoid sinuses were quite small. There were

no intracranial calcifications; sella turcica, foramen

magnum and dental development were normal.

There was bilateral brachydactyly and sym-
metrical cutaneous syndactyly of the second to

fourth finger up to the distal IP-joints and to a

lesser degree between the fourth and fifth fingers.

The abnormal dermatoglyphics are shown in Fig.

9f. Phalanges and metacarpals were not fused.

There was also a defect of epiphyseal structure in-

volving the proximal phalanx of both thumbs; a
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small amount of calcification appeared in the

center of this bone indicating possibly an enchon-

droma or a cartilaginous cyst. At 7 years of age

the ossification of the carpal bones was within

normal age limits; however, the epiphyses of the

radial heads were not yet present. Otherwise, the

radius and ulna appeared unremarkable.

There was only one digit on each foot. There

were four metatarsals, one of them being larger

than the others. Two phalanges extended from
the large metatarsal on either side.

The weight and height of the patient con-

sistently fell below the third percentile. Since

nine months of age he has been living in an

institution for the mentally retarded (IQ of 62).

He grunts and points to objects when he wants
something. He suffers repeatedly from chronic

ear infections. At the age of 5 he fractured the

right clavicle.

The patient has five siblings, all in good health

and of average intelligence. His normal parents

Fig. 9a-h. Case 8; unclassified craniosynostosis

syndrome.

a.b. patient at 7 years of age.

c. AP and lateral X-ray of skull.

d,e. hands.

are not consanguineous. Chromosome analysis was
apparently normal. This patient has been briefly

described before.®

Case 9: A. R. is an 11-year-old boy in the Warm
Springs State Hospital who is of white-(Flathead)
Indian descent. He has severe mental retardation

(Vineland Social Maturity Scale 27) and several

physical anomalies, particularly of the skull and
extremities (Figs. lOa-g). At 81/2 months of age

reportedly none of the cranial sutures were pal-

pable, but there was an irregular soft area in

the mid-forehead which was interpreted to repre-

sent an open metopic suture. On X-rays at that

age craniosynostosis was apparent and brachy-
cephaly with a partly open lambdoid suture. There
was no visible coronal suture except for a small

notch near the midline. The sagittal suture may
have been partly open. An irregular cranial defect

was seen in the midfrontal area. No signs of in-

creased intracranial pressure were noted.

On clinical and X-ray examination the skull

now shows: microbrachycephaly (head circum-
ference 50.8 cm), old coronal craniectomy with

f. dermatoglyphics

.
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Fig. lOa-g. Case 9; unclassified craniosynostosis

syndrome.

a. Patient at 11 years

of age.

scar along the coronal

suture, very steep base of

the skull, bilateral
fronto - temporal depres-

sion, true hypertelorism

(inner canthal distance

42 mm, outer canthal dis-

tance 102 mm), capillary

hemangioma of the occi-

put, round and broad fa-

cial skeleton, anteflexion

of thin and dysplastic

auricles, deviation of the

nasal septum to the left,

broad and ovally shaped

nostrils, repaired cleft
lip and partially repaired

b,c. AP and lateral view of head.

d,e. AP and lateral X-ray of skull.

f. X-ray of upper
extremities.

g. X-ray of pelvis and
lower extremities.

cleft palate, malposition of upper and lower in-

cisors and a low but widely curved mandible.
Shoulders and thorax are narrow and there is a
slight depression of the lower sternum with an in-

dication of a Harrison’s groove bilaterally. The
scrotum is small and there is bilateral cryptochid-
ism.

The extremities are severely and quite sym-
metrically malformed: There is congenital dislo-

cation of the hips and ankylosis of the knees such
that the feet remain in front of the lower abdomen.
The left femur and tibia measure 21 and 18 cm,
and the right 19 and 20 cm, respectively. The
femoral head and neck are severely dysplastic and
the shaft is relatively narrow. The tibia has a

dorsal spur in its proximal portion and the fibula

is absent. The feet are held in a marked varus
position, and the third and fourth toes are hypo-
plastic. Unfortunately, the feet are not well visual-

ized on X-rays.

While the humeri look reasonably normal, the

ulnae are short and the radii are absent. The left

humerus and ulna measure 25 and 13 cm, and
the right 24 and 12 cm, respectively. The hands
are held in a severe valgus position. Some of the

carpal bones appear to be absent; it is difficult to

state which ones since most of them are fused.

There are only three fingers and metacarpals

present, the fourth and fifth finger being absent.

There appear to be two epiphyses in all meta-
carpals and the third finger is split and has two
separate nails.

The patient moves around by sliding on the

floor, he can feed himself and is relatively skilled

in using his hands. He does not talk and com-
municates by making unintelligible sounds and
facial grimaces. Apparently intended jerking

movements of the trunk and extremity muscles

are frequent and his muscle strength is sur-

prisingly good.

As far as known the patient is the only affected

individual in the family, and his parents are not

consanguineous; parents and eight older sibs are

normal. No information is available about the

pregnancy, but on delivery the mother was diag-

nosed as having “cancer,” and she died within a

year at the age of 36. The father was 39 years

old at birth of the patient. Chromosome studies

are normal.

Discussion

Craniosynostosis may present as an iso-

lated defect or as a component of a syndrome.

For clinicians it is of importance to realize

that craniosynostosis is not a static congeni-

tal anomaly or “birth defect” in the usual

sense of the word— i.e., as being due to

processes of abnormal morphologic differ-

entiation which ceased at the time of birth.

Rather, craniosynostosis should be regarded

as a dynamic process of variable onset, dur-
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ation and severity which leads to secondary

deformity of the skull. The process frequent-

ly begins or becomes most severe postnatally

and may do its greatest damage in early in-

fancy, i.e., during the period of fastest post-

natal brain growth. Craniosynostectomy dur-

ing early infancy can therefore be an effec-

tive means of preventing mental retardation,

blindness, deafness and other manifestations

of brain damage due to increased intracranial

pressure.

Questions of importance in this context

are:

1. Which craniosynostoses represent bona

fide genetic entities?

2. Do prognosis and therapy depend rather

on the disease, i.e., its etiology, or are they

more related to the site or suture affected?

Craniosynostosis as the only apparent phy-

sical abnormality is described in Cases 1-3.

The most commonly reported form of crani-

osynostosis is premature closure of the sagit-

tal suture and while most cases are sporadic,

several pedigrees with autosomal dominant

inheritance have' been described. The family

history of Case 1 reported here is consistent

with either X-linked recessive inheritance or

autosomal dominant inheritance with lack

of penetrance. Autosomal recessive cases have

also been reported (Cross and Opitz,® 1969).

Statistically there is a significant preponder-

ance of males, while coronal synostosis seems

to be more common in females (Case 2). Case

3 illustrates a family with primary coronal or

multiple suture synostosis in females and

sagittal synostosis in males, inherited in an

autosomal dominant manner. One must re-

flect whether apparently “pure” craniosyn-

ostosis is caused by the same dominant gene

with different manifestation in the sexes or

whether the various clinical forms of crani-

osynostosis differ in etiology. This cannot be

presently decided; either situation may exist

in different families.

For all of the so-called “pure” forms of

craniosynostosis, craniosynostectomy at 4-6

weeks of age is recommended for cosmetic

reasons as well as to prevent possible mental

retardation.' 2 Premature sagittal synostosis

usually can be diagnosed at birth; early diag-

nosis of coronal synostosis is more difficult.

Coronal synostosis is more often associated

with other anomalies than is sagittal synos-

tosis and its presence should prompt a

thorough clinical examination.

In case reports 4 to 9 craniosynostosis

—

malformation syndromes are described.

Craniofacial dysostosis (Cases 4 and 5)

as described by Crouzon differs etiologically

from apparently “pure” coronal synostosis.

It results from an autosomal dominant mu-
tation. However, in Case 5 pseudodominant

recessive inheritance was considered since

this family belongs to an inbred Amish pop-

ulation. In Crouzon’s disease the most con-

stantly affected suture is the coronal but

others may be involved, particularly the

lambdoid. The midface is always involved

leading to exophthalmos, strabismus, optic

nerve atrophy, hypertelorism, beaked nose,

hypoplastic zygomatic bones, highly arched

and narrow palate, malformation of the teeth

and the auditory canals.

Apert’s disease (described in 1906) is illus-

trated by Cases 6 and 7. Syndactylism of the

hands and feet is associated with facial and

TB is still

around.

In 1967 almost 45,000 new active cases were re-

ported. Isn’t that a good reason to make tuberculin

testing with the white LEDERTINE'*^ Applicator a rou-

tine part of your physical examinations?

TUBERCULIN, TINE TEST
(Rosenthal) with Old Tuberculin

Precautions: With a positive reac-
tion, consider further diagnostic
procedures. Use with caution in per-

sons with active tuberculosis or
known allergy to acacia. Vesicula-
tion, ulceration, or necrosis may
occur at the test site in highly sen-
sitive persons.

LEDERLE LABORATORIES
A Division of Amtriean Cyanamid Company, PeaH River, New York
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skull anomalies which resemble those in

Crouzon’s disease. However, in contrast to

Crouzon’s disease, the skull in Apert’s dis-

ease is turribrachycephalic and not acroce-

phalic (i.e., oxycephalic). Hypertelorism, sec-

ondary to disparate growth of the sphenoid

alae, is more marked in Apert’s disease, the

eyes are usually less damaged but blind pa-

tients are known and there is pronounced

antimongoloid slanting of the palpebral fis-

sures. The nose is longer and not as “beaked”;

the maxilla is even more hypoplastic and the

mandible is short and high causing a prom-

inent chin at times associated with man-
dibular overbite. These changes seem to re-

sult from premature closure of the coronal,

sphenoparietal, squamosal, spheno-frontal,

zygomatico-temporal, spheno-squamosal and

zygomatico-maxillary sutures. Some other fa-

cial sutures probably also close early. The
malformation of the extremities is striking

and the following manifestations have been

stressed by Lenz’^ and Pfeiffer:® enlargement

and trapezoid deformity of the distal phalanx

of the big toes (thumbs) associated with

fibular (ulnar) deviation of the first phalanx,

aplasia of the second phalanges, hyperplasia

of the first metatarsals (metacarpals) and

cutaneous and/or osseous syndactyly of digits

2-3, 2-4 or 2-5 with variable involvement of

the first digit; however, syndactyly of 3-4 or

4-5 alone is not observed. These changes are

reported to progress with age.® As in Cases

6 and 7, associated, anomalies are quite com-

mon, especially in the skeletal system and

kidneys. The manifestations of the Apert’s

disease gene seem more general and numer-

ous than is usually reported.

Most cases of Apert’s disease are sporadic

and must be considered new mutations. Social

difficulties and frequent mental retardation

essentially preclude reproduction by affected

patients. However, autosomal dominant in-

heritance has been reported. Increased

paternal reproductive age is often associated

with the occurrence of Apert’s disease.^^ '® In

our sporadic cases the fathers were 36 (Case

6) and 43 (Case 7) years old when the pa-

tients were born, which is considerably great-

er than the average paternal reproductive age

of 27-29 years for this country. We believe

that this observation holds true for most
dominant and X-linked recessive diseases,

and in this context we note that the paternal

grandfather of Case 5 was born when his

father was 48 years old and Cases 8 and 9

when their fathers were 36 and 39 years

old, respectively.

Although the manifestations in Apert’s

disease are striking and can easily be diag-

nosed in most cases (as in our Cases 6 and 7),

patients have been described which present

great diagnostic problems. This led Mc-
Kusick*^ to distinguish six types of “acro-

cephalosyndactyly,” and three types of “acro-

cephalopolysyndactyly.” Autosomal dominant

inheritance is evident in the cases of Noack'®

and Pfeiffer,® and together with the cases of

Saethre (Case 2),’® Greig^^ (Mary E. and pos-

sibly also Catherine M.), and Lenz,^ they may
represent a mild form of Apert’s disease.

Later onset of the gene’s action'® and an

allelic mutant gene® have been discussed to

account for the clinical differences.

The family described by Waardenburg'®

shows remarkable similarities to that de-

scribed by Saethre'® (Case 1), and may repre-

sent a dominantly inherited type of “acro-

cephalosyndactyly” different from Apert’s

disease with incomplete penetrance and quite

variable expressivity.

The cases of Vogt®° and Chotzen®' differ

from each other and from any other reported

case including the infant described by Waar-
denburg.®® The disorders described by Vogt

and Chotzen niay represent genetically dis-

tinct entities.

The malformation syndrome described by

Carpenter,®®-®^ is recessively inherited. Tem-
tamy®® observed the following anomalies in

this condition: acrocephaly; peculiar facies;

cutaneous syndactyly, brachymesophalangy

and preaxial polydactyly of the hands and

feet; coxa valga and pes varus; mild obesity;

mental retardation; congenital heart disease

and hypogenitalism.

The two brothers of consanguineous par-

ents described by Summitt®® resemble Car-

penter’s syndrome but do not have preaxial

polydactyly or congenital heart disease, and

they are of normal intelligence. We accept
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Summitt’s syndrome as a distinct nosologic

and genetic entity.

In summary we recommend that the term

“Apert’s disease” be reserved for that specific

condition described in Cases 5 and 6. Other

forms of acrocephalosyndactyly should be

referred to as a “craniosynostosis-syndac-

tylism” syndrome rather than as “atypical

Apert’s syndrome,” a confusing term that

falsely implies the same etiology.

It is evident that Cases 8 and 9 are not

representative of Apert’s disease in spite of

manifesting “acrocephalosyndactylism.” They

differ from each other and from any of the

other cases mentioned above. There is, how-

ever, some similarity in the facial appearance

of Case 9 and the patient described by Kissel

et al.,^^ as “Biemond’s syndrome.” But Case 9

has no apparent endocrine deficiency, is not

obese, has normal eyes and much more se-

verely deformed extremities than the patient

described by Kissel et al.^'

It is essentially impossible to perform con-

trolled studies on the intellectual prognosis

of treated and untreated patients with Crou-

zon’s or Apert’s syndrome or with any other

rare craniosynostosis. Since Crouzon’s disease

occurs more commonly familially it is at

times possible to assess the need for surgical

therapy in a given case on the basis of the

comparative performance of his affected and

unaffected relatives. Lacking such informa-

tion, i.e., in a sporadic case, the indications

for surgery have to be based on evidence for

increased intracranial pressure, rate of psy-

chomotor maturation and head growth in

terms of size and shape. In other words, the

diagnosis of Crouzon’s disease need not nec-

essarily lead to craniosynostectomy in every

case. In Apert’s disease, familial occurrence

is extremely rare and the intellectual prog-

nosis is generally worse than in Crouzon’s

disease. We would therefore be inclined to

recommend surgery earlier and more often

in Apert’s than in Crouzon’s disease. The de-

cision to operate must also be tempered by the

possibility of operative complications and
refusion of the surgically created bone de-

fects. To our knowledge the only successful

attempt to correct surgically the facial de-

formities in Apert’s and Crouzon’s disease

was described by Tessier.^* In this procedure

essentially the “whole facial skeleton” was
cut off and replaced in a more superior and

anterior position. The resulting photos show
a tremendous improvement in the patient’s

appearance; however, the difficulties and

potential complications of the procedure

probably preclude its ready availability in

most medical centers. Corrective surgery of

the hands and feet and treatment of other

associated anomalies depends on the type

and degree of malformation and the func-

tional ability of the affected part.

In other craniosynostosis-syndactylism

syndromes the mental prognosis appears gen-

erally to be even worse than in Apert’s dis-

ease. However, Summitt^® pointed out that

cases with normal intellect do occur. In such

a case a decision to treat should be made on

an individual basis, the anomalies peculiar

to the patient and the natural history of the

disorder in the affected individual.

Summary and Conclusions

1. Craniosynostosis may be an isolated

defect or a component of a syndrome. Its

presence should prompt a thorough clinical

examination for associated anomalies.

2. Autosomal dominant premature sagit-

tal synostosis has often been reported while

“pure” coronal synostosis has not yet been

shown to be inherited in a simple Mendelian

manner. Most cases of premature sagittal

synostosis are sporadic. Statistically there is

a preponderance of males with sagittal syn-

ostosis while there seems to be a preponder-

ance of females with coronal synostosis. This

may be due to different etiologies for sagit-

tal and coronal synostosis. However, Case 3

illustrates both types occurring in one family,

indicating different manifestations of the

same autosomal dominant gene in the sexes.

Recommended treatment for these forms is

craniosynostectomy at 4-6 weeks of age for

cosmetic reasons and to prevent possible in-

creased intracranial pressure. With surgery,

prognosis is generally good.

3. Among syndromes with craniosynostosis

there are distinct genetic entities, the most

common ones being the disorders first de-

scribed by Crouzon and Apert. Both are
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caused by an autosomal dominant gene; how-

-i^ver, most cases of Apert’s disease are spor-

adic. In the latter a paternal age effect has

been demonstrated. Usually a correct diag-

nosis is easily made in both disorders. Cases

from the literature presenting nosologic dif-

ficulties and other complex syndromes (Car-

penter’s syndrome, Biemond’s syndrome,

Waardenburg’s acrocephalosyndactyly syn-

drome) are discussed. It is suggested that the

term “Apert’s disease” be used only for “typi-

cal” cases, and that the term “atypical Apert’s

disease” be avoided. Two different cases of

previously unreported craniosynostosis syn-

dromes are presented.

Treatment of Crouzon’s, Apert’s and other

craniosynostosis syndromes is recommended
not as a routine but on the basis of a careful

assessment of the family history, the patient’s

psychomotor maturation, his clinical findings

and associated anomalies. Craniosynostec-

tomy appears to be more often indicated in

Apert’s than in Crouzon’s disease, since un-

treated patients with the latter disorder seem

to have more often normal intellect than pa-

tients with Apert’s disease. Recently a suc-

cessful surgical method for improving the

facial appearance in Apert’s and Crouzon’s

disease was reported. •
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North American loxoscelism

Two presumptive cases from Northern Montana

Richard V. Lee, MD, Richard S. Buker, Jr., MD, Chester, Montana, and

Kenneth M. Petersen, MD, Poplar, Montana

The bite of a small brown house spider,

genus Loxosceles, has attracted recent atten-

tion in the medical and lay press in the

United Statesd"* The venom is known to

produce an intense local reaction with ne-

crosis, ulceration, and frequently a severe,

occasionally fatal, systemic illness accom-

panied by varying degrees of intravascular

hemolysis. North' American loxoscelism, or

necrotic arachnidism, has been identified with

increasing frequency since the first docu-

mented case report in the United States 10

years ago.® Loxosceles reclusa, the brown re-

cluse spider, has been associated most fre-

quently with this illness, but other species

of this genus have been reported on occa-

sion.®-^ Initially described as the southwest-

ern and south-central United States, the

known range of these spiders has been ex-

panding.^ The following cases occurred in

northeastern and north central Montana,

where the species Loxosceles and the clinical

problems related to their bites have not been

previously reported.

CASE HISTORIES
Case 1: A 23-month-old American Indian girl

was seen at the Poplar, Montana, Community
Hospital emergency room on the evening of August
3, 1967, for what appeared to be an insect bite on
her left calf. No definite history of a bite was
obtained, but the child became fussy, developed

j

a fever, and the parents noted a red area which

j

progressed to bullae during the afternoon. At this

: time she was treated with aspirin and a topical

I

i
*Dr. Petersen is Surgeon, Full Grade, USPHS Division of
Indian Health, Poplar, Montana.

steroid cream. The following day, about 16 hours

after the onset of symptoms, the child was brought

to the Public Health Service Indian Clinic with

rectal temperature of 104°, severe pain to palpa-

tion or motion of her left leg, and a lesion on the

left calf. The lesion consisted of a bullous area

three centimeters in diameter, surrounded by a

large area of induration and erythema. There was
tender left inguinal adenopathy without lymph-
angitis. The remainder of the physical examination

was within normal limits. The hemoglobin, 36

hours after the onset of symptoms, was 9.6 gm.

per cent. Four days after the onset of symptoms,
the hemoglobin was 10.7 gm. per cent. The white

blood cell count was 9,400, with 76 per cent poly-

morphonuclear leukocytes and 2 per cent eosino-

phils.

The parents stated that the basement of their

house and several old adjacent buildings, including

an unused pri-vy, contained many spiders. The
children of the family and neighbors were known
to play in all these areas. The patient’s father,

when shown a photograph of Loxosceles reclusa,

identified this spider as one of the kind he had

seen in his basement and in some of the adjacent

buildings. The history and clinical findings sug-

gested the possibility of bite of the brown recluse

spider.

The child was treated immediately with intra-

muscular hydrocortisone sodium succinate and

in tapered doses as recommended by Dillaha,

et al.3 In addition, a topical cream containing

chlorcyclizine hydrochloride and hydrocortisone

acetate with an occlusive dressing was applied

locally to the left calf lesion. Oral diphenhydra-

mine hydrochloride and potassium phenoxymethyl
penicillin were administered.

The child became afebrile after 30 hours of

treatment, and the calf lesion showed steady im-
provement over the five hospital days. The bullae

decreased, a small central area of ecchymosis de-

veloped, but there was no slough or eschar. At
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time of discharge the bullae had gone entirely,

and only a small area of induration persisted.

Subsequent follow-up talks with the parents indi-

cate that only a small dark area remains, without

induration or ulceration.

Case 2: A 32-year-old truck driver was bitten

on the right wrist by a “small brown spider” while

staying in a hotel in Havre, Montana, on June 26,

1968. The bite occurred in the patient’s room. Over
the next 24 hours the area of the bite became
erythematous and progressed to bulla formation

with considerable pain and swelling of the arm;
the bite itself was not painful. After 48 hours the

area of the bite had developed an early slough.

Because of continued pain and swelling of the

arm he sought medical attention and was admit-

ted to the Northern Montana Hospital in Havre.

Physical examination at admission revealed a

small open sore on the right wrist with a sur-

rounding area of erythema and induration. There
were several lymphangitic streaks and tender,

enlarged right axillary nodes. He had no fever.

The hemoglobin was 18.0 gm. per cent and the

white blood cell count was 12,600 with a normal
differential. Urinalysis was normal except for trace

proteinuria. He was treated with elevation and
heat to the arm and penicillin G intramuscularly.

He was discharged on the same day to continue

penicillin by mouth and antibiotic ointment topi-

cally. He continued to have pain and swelling of

the arm for seven to 10 days.

He was seen six weeks later because the ulcer

at the site of the spider bite had not yet healed.

Examination at this time demonstrated a slowly

healing ulcer, approximately 5 mm in diameter,

with a clean base and an area of surrounding

induration and increased pigmentation. The ulcer

was dressed with an antibiotic-steroid ointment.

The patient has subsequently been lost to follow-

up.

Discussion

The venom of spiders of the species Loxo-

sceles produces a local reaction characterized

by erythema, induration, bullae, and hemor-

rhage, progressing to necrosis and eschar for-

mation.^® The resulting ulcer can be indolent

and may require skin grafting for closure.® ®

The bite itself is usually unnoticed by the

patient, but may be associated vs^ith a mild

stinging sensation.^ ®-® Pain and the initial lo-

cal changes usually begin two to eight hours

after the bite.® Gravitational spread of the

local reaction has suggested the presence of

a spreading factor.^ ®

Systemic reaction may occur within 24

to 48 hours after envenomation, occasionally

before the characteristic local lesion has
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progressed to the point of recognition.^ ® '^ The
patient may have fever, chills, malaise, nau-

sea, vomiting, arthralgias, and regional

adenopathy, occasionally accompanied by
generalized petechiae, or a pruritic, erythe-

matous morbilliform rash.^® ® The most seri-

ous manifestations are due to the known
hemolytic effect of the venom—acute hemo-
lytic anemia with hemoglobinuria, cardio-

vascular collapse, and renal failure.^-®'^

Thrombocytopenia and reticulocytopenia

have also been reported. Four of the six

deaths related to the bite of Loxosceles spe-

cies have occurred in small children; all of

the deaths exhibited intravascular hemolysis

and associated complications.^’

“

Diagnosis is aided by a high degree of sus-

picion. The presence of a bullous and/or

hemorrhagic lesion accompanied by systemic

illness does not occur with the venom of other

North American spiders.®'^ The spider usually

inhabits old buildings, such as outhouses and

barns, and is not aggressive, attacking only

when disturbed.®'“ Loxosceles spiders are

nocturnal hunters and during the day seek

cover, occasionally in bedding, shoes, or

clothes. Although most bites have occurred

indoors, the spider has been known to inhabit

sheltered out-of-doors areas and to bite in

the open field.® A careful history can there-

fore suggest exposure to the habitat. The

spider is approximately the size of the Black

Widow spider and has the characteristic

arachnid structure. The color varies from

light brown to dark chocolate brown. A dark,

violin shaped band extending from the eyes

to the end of the cephalothorax is the major

identifying feature.

Early diagnosis is essential. Dillaha, et

al.,®'^ have demonstrated the effectiveness of

systemic corticosteroid therapy in preventing

the onset of hemolysis and necrosis. Early

treatment with corticosteroids is the treat-

ment of choice. Delay in the institution of

therapy may result in necrosis progressing

to ulceration or systemic disease. Other drugs

such as antihistamines, hydroxyzine hydro-

chloride, and phentolamine hydrochloride

have been used and may prove helpful.®’'*'®
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Case 1 presented with a lesion and illness

not familiar to any of the physicians who
saw her. That she had been bitten by some-

thing, most likely an arthropod, was clear.

The parents mentioned the presence of many
spiders in their house and surrounding build-

ings. Fortuitously, one of the authors (RVL)

had kept an article which contained a clear

photograph of Loxosceles reclusa.^ When
shown the illustration, the father promptly

identified the spider. The skin lesion was
similar to descriptions in the literature, al-

though the progression to necrosis and ulcer-

ation was prevented by therapy. The fever,

malaise, and local pain, rather more than one

would have expected from the site and size of

the skin lesion, were also consistent with the

diagnosis. The drop in hemoglobin, although

possibly a laboratory error with a test of

known variability, is consistent with the

presence of some intravascular lysis. The
clinical picture, therefore, is compatible with

the syndrome of North American Loxoscel-

ism; tentative identification of the spider by

the father makes, the diagnosis more likely.

The patient of Case 2 saw the spider that

bit him and described it as being brown and

about the size of a Black Widow spider. He
was quite adamant about his history and

description because he had had a hard time

convincing people, at the time of his admis-

sion, that he had been bitten by a small brown
spider which he knew was not a Black

Widow. The lesion he developed is charac-

teristic of the local effects of venom of

Loxosceles reclusa.

The authors have personally observed and

identified Loxosceles reclusa in Northern

Montana, east of the Rocky Mountains. Al-

though we have not identified the spider in

the immediate areas where and when these

cases received their bites, the spider does

inhabit this region of the Great Plains and

does represent a small, but significant hazard.

The offending spider is rarely directly ob-

served by the patient or brought to the phy-

sician for identification. Diagnosis in these

cases was therefore based on the clinical find-

ings and the knowledge that Loxosceles re-

clusa occurs in our area.

The effects of Loxoscelid venom have

been known in South America since 1877.^'’'

The North American species, Loxosceles re-

clusa, was first described in 1940’’ and in this

same year a case of a spider bite of unknown
type associated with hemolytic anemia and

a necrotic skin lesion in a three-year-old girl

was reported.’® The relationship of this syn-

drome to the bite of Loxosceles species was
not clarified until 1957.^ The majority of cases

have occurred in the Southwest and South

Central states;' however, the habits of the

spider have raised the possibility of “pas-

sive transfer” to other portions of the North
American continent.” That possibility seems

confirmed by the present cases, although the

natural range of the spider may have been
more extensive than originally thought. It

seems clear that physicians in the Northwest

should be alerted to the possibility and dan-

gers of the bite of the brown house spider

and related species. •
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The magnetism and the grandeur that characterizes New
York City will provide a superb setting for AMA’s 118th Annual

Convention in July. Plan to attend now and look forward to

five memorable and stimulating convention days in a city of

unlimited excitement.

Continue your postgraduate education with a varied program
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Insufficiency and Problems of Air Pollution, Human Sexuality,

Impact of Medical Education on Patient Care, and Physical

Fitness and Aging * 23 Section Programs • Color Television

• Medical Motion Pictures • and over 700 scientific and indus-
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lecture and discuss the significant advances in today’s medicine.

In addition the AMA TV network will present more than 40
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Reserve now for the Scientific Awards Dinner in honor of

the Scientific Award Winners—Wednesday, July 16, 1969. Since

space is limited, we suggest you make your reservations before

June 30, 1969. Tickets are $10.00 each, payable in advance.

The complete scientific program, plus forms for advance

registration and hotel accommodations, will be featured in

JAMA, May 26, 1969.
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Intraperitoneal blood transfusions

in infants

Thomas J. Campbell, MD,t

and Warren E. Thamarus, Jr., MD,t Missoula, Montana

There are times when the replacement of

blood is definitely indicated, yet, because of

technical reasons, the intravascular injection

of blood is virtually impossible. This is often

the case in the anemic small or premature

infant. The isolation of a vein for intravenous

blood replacement becomes a major surgical

procedure. We report the case of a two-

pound, anemic infant in whom the use of

intraperitoneal blood replacement proved to

be a safe, reliable and easy method of cor-

recting the infant’s anemia.

CASE REPORT
A female infant was born at 28 weeks’ gesta-

tion and weighed 2-pounds, 2 ounces. After an
initial weight loss to 1 pound, 9 ounces, this pre-

mature infant developed a progressive iron de-

ficiency anemia, and by her third week of life

had a hematocrit of 12 per cent. A number of

attempts at intravenous transfusion were unsuc-
cessful. We then decided to give the infant an
intraperitoneal transfusion.

The infant’s abdomen was washed with Phiso-

hex followed by Zephiran. Using a 19-gauge, scalp

vein needle attached to a 25 cc. syringe, the ab-

domen was punctured approximately one inch to

the left of the umbilicus. Twenty-five cc. of com-
patible A Positive blood (this being the infant’s

blood type) was readily injected intraperitoneally.

The following day the hematocrit had risen to

18 per cent. A second transfusion of 25 cc. of

blood was given at that time. Five days later

the hematocrit was 36 per cent.

tDepartment of Obstetrics & Gynecology, Western Mon-
tana Clinic.

tDepartment of Pediatrics, Western Montana Clinic,

During the next few weeks the hematocrit

continued to fall despite the use of oral iron. A
third and finally a fourth intraperitoneal trans-

fusion were given. The infant was discharged on

its 90th hospital day, at which time it had a

hematocrit of 29 per cent and a weight of 5 pounds,

3 ounces.

Discussion

The use of intraperitoneal blood trans-

fusion is not a new procedure. According to

Mellish and Wolman in their review of the

subject, Ponfick over 90 years ago reported

on the intraperitoneal administration of de-

fibrinated blood with no ill effects.* During

the 1920’s, the administration of blood by this

technic became quite commonplace.^ The

wave of interest in the administration of

intraperitoneal blood subsided in the late

1920’s with the wide acceptance of the in-

travenous technic. The reasons why intra-

peritoneal transfusions were not continued in

infants or in those instances where veins were

found difficult to enter are not apparent from

a study of the medical literature.

Recent re-evaluation of this method in

both dogs and humans has confirmed the fact

that erythrocytes are absorbed intact from

the peritoneal cavity. These cells were found

to have a normal survival time.^-'*

Liley, realizing the value of this technic,

was the first to use it for intrauterine fetal

transfusions in infants with severe erythro-

blastosis.® Since there is no fetal vessel
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readily available, the blood is injected di-

rectly into the infant’s peritoneal cavity.

Intrauterine transfusion is lifesaving in cer-

tain selected cases.

Intraperitoneal transfusion is of little

value when rapid replacement of blood is re-

quired such as in hemorrhagic shock. In

every other respect it possesses all the ad-

vantages ofl intravenous transfusion with the

additional advantage of being easy to ad-

minister. Perforation or injury to the intes-

tine is unlikely, unless there has been prior

surgery with resultant adhesions of bowel to

the anterior peritoneum. The amount of

blood to be administered will vary with the

size of the infant. A general rule is approxi-

mately 10 cc. of blood per pound of body

weight. If excess blood is given, it may dis-

tend the abdomen and cause some respiratory

embarrassment. When incipient congestive

failure is suspected, packed red cells should

be used in place of whole blood. The infant’s

hemoglobin will show a response within 24

hours, and on the average two-thirds of the

erythrocytes will appear in the intravascular

compartments by the end of one week.®

Summary

The intraperitoneal transfusion of blood

proved to be a satisfactory method of cor-

recting severe anemia in a premature infant.

The purpose of this paper is to emphasize that

the intraperitoneal administration of blood

can be a safe, reliable and easy method of

replacing blood when one has difficulty ad-
|

ministering blood intravenously. •
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Anomalies of the gallbladder*

Anomalies of the gallbladder occur fre-

quently enough that the clinician requires a

current knowledge of their nature and sig-

nificance. Compared to the attention given

to biliary ductal and vascular anomalies,

reviews of gallbladder anomalies appear in-

frequently.

Gallbladder anomalies are more apt to

be encountered by the clinician than by the

anatomist or the pathologist.®-^ This not only

-•From the services of Deaconess and Cascade County
Hospital. Great Falls, Montana.

A review with report of four cases

Woodrow Nelson, MD, Great Falls, Montana

supports the premise that anomalies of the
[

gallbladder predispose to gallbladder disease,
,

but also points to the need for clinical orien- •

tation of reviews of the subject.
f'

Classification

Anomalies of the gallbladder (Table 1) are *

divided into two main categories, the intrin- %

sic and extrinsic. Intrinsic anomalies are A

those developing within the gallbladder it-

self whereas extrinsic anomalies are changes

in the position of the gallbladder with respect

to its surroundings and attachments. Thus,

62 Rocky Mountain Medical Journal



intrinsic anomalies are basically anomalies

of number and internal structure, whereas

extrinsic anomalies are positional. Certain

anatomic variations occur within the broad

categories listed in Table 1.

Anatomic Variants

There are a number of anatomic variations

of the intrinsic anomalies. For example, vari-

ous degrees of gallbladder hypoplasia at times

represent a variation from congenital ab-

sence. Multiplicity of the gallbladder is repre-

sented mainly by duplication. Only one in-

stance of triplication^ has been reported. The
double gallbladder is a duplication in which

there are two separate gallbladder cavities

with two separate cystic ducts. These may
either join in a “Y” fashion before empty-

ing, or they may empty separately into the

common hepatic duct or one of its branches.

The rare “trabecular” type empties into the

liver substance. Most often these double gall-

bladder cavities, as illustrated in Case 1, are

intimately related and may not be recog-

nized as double until their removal. On the

other hand the two organs may be fairly

widely separated and one or both may be

malpositioned intra or extrahepatically (Fig.

1 and Fig. 2) . The Phrygian cap and the hour

glass deformity represent partial transverse

septations of the gallbladder. Longitudinal

septation is much more uncommon. Probably

the bilobed gallbladder represents an exten-

sive longitudinal septation defect.

As noted in Table 1, extrinsic (positional)

anomalies may be either intra or extrahe-

patic. The milder degrees of intrahepatic lo-

cation are common and the organ is usually

in its familiar cleft, whereas the totally intra-

hepatic gallbladder may be located anywhere
within the liver. (Fig. 1.)

TABLE 1

CLASSIFICATION OF GALLBLADDER
ANOMALIES

I. Intrinsic Anomalies
A. Congenital Absence
B. Multiplicity (e.g. Duplicate)

C. Septation

II. Extrinsic (Positional) Anomalies
A. Intrahepatic

1. Partial

2. Complete
B. Extrahepatic

1. Primary (fixed)

2. Secondary (mobile)

The extrahepatic positional anomalies

with which we are mainly concerned (Fig. 2)

are of the primary or fixed variety. The gall-

bladder has been found fixed retroperitione-

ally-L)eside and parallel to the vena cava,

retroperitioneally adjacent to the duodenal
loop, and in various transverse positions

— IriTvabepatit Anomalies—
A. totaUij inTtrahepatic

p. iptV«ih«patic

Fig. 1. Intrahepatic gallbladder anomalies.

3 I eitfieir tide, of ^atcifoi-m

D. on ^ast»obepatiC ligament

r. be'Side

Fig. 2. Fixed extrahepatic gallbladder anomalies.
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usual near the fossa. It has been found on

either side of the falciform ligament and, in

one instance, within the abdominal wall be-

tween the oblique muscles.

In the secondary or mobile type of posi-

tional anomaly, the location of the gallblad-

der is variable due to the fact that it is freely

suspended and therefore mobile. Thus it may
move to any area of the abdomen which the

length of its mesenteric tether allows it to

reach. (Fig. 3) In some instances, the asthenic

female for example, the freely suspended

gallbladder can probably be considered a

normal anatomic variation.

Incidence

Gallbladder anomalies are rare enough
that statistical studies are incomplete. Re-

ported incidence is considerably higher in

clinical than in anatomic or pathologic

studies.®’^

The major intrinsic anomalies are ex-

tremely rare. In a previous review,“ 75 col-

lected cases of congenital gallbladder absence

were reported. In an extensive 1936 review,

Gross® reviewed 148 duplications and added
one of his own. In 1956, Flannery® reported

39 additional duplications. In 9,000 human
cadaver disections, Friedman and Kien^ found

only two authentic double gallbladders. An-
derson and Ross^ reported the bilobed gall-

bladder to be even more rare than the dupli-

cated. Radiologists’ familiarity with the con-

dition, however, suggests that it is not such a

rare condition as reported. The presence of

a bilobed organ may not be determined more
frequently because it is not a precursor of

gallbladder disease and thus does not come
to the clinician’s attention. An illustration of

the radiologically demonstrated bilobed or-

gan is shown in Fig. 7.

Recalling how frequently the gallbladder

is found in its usual cleft in the under sur-

face of the liver, it is obvious that the severe

extrinsic (positional) anomalies are indeed

unusual. McNamee® reports eleven collected

cases of intrahepatic gallbladder in adults,

the majority clinical cases with stones.

Extrahepatic positional anomalies of the

fixed type occur rarely as illustrated by the

fact that the different types are often pub-
lished as isolated case reports. On the other

Var'ialoLe posit.(oris A^obil« GaUbladdc*

A, lefi upp^t*j^uacLirant

C* \

D. pvecolic

H. pv-ev'ana.C

K pevlcecal

Fig. 3. Mobile extrahepatic gallbladder anomalies. *

hand, the mobile or pendulous (unfixed) gall-
|

bladder is more common and may predispose 1

to gallbladder volvulus.

Normal and Pathologic Embryology

The gallbladder (Fig. 4) with the liver

and bile ducts develops from the hepatic di-

verticulum, a sacculation arising from that

portion of the foregut which later forms the

duodenum. The hepatic diverticulum invades

the septum transversum and develops there-

in. The gallbladder and cystic ducts repre-

sent a special offshoot of the early hepatic

diverticulum. During the sixth and seventh

embryonic weeks the gallbladder is solid. A
lumen is subsequently reformed in the struc-

ture, probably as a result of a process of

vacuolization. Also, during early weeks,® the

gallbladder and cystic duct may be deeply

inbedded in the substance of the liver and

at one point of development they are midline

structures. It has been pointed out“ that

congenital absence of the gallbladder may
be due to agenesis, developmental arrest at

the prevacuolization stage, or subsequent fe-

tal involution. Duplication anomalies may re-

sult, according to Arey,^ from early splitting,

subdivision or sacculation. Gross® related the
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type of duplication to the site of persistent

duct buds arising from the hepatic antrum.

The very rare trabecular gallbladder empty-

ing directly into the liver probably arises

from hepatic trabeculi rather than ductal

buds. Septational anomalies probably occur

from a defective process of recanalization

which follows upon the solid stage in gall-

bladder development.

The extrinsic or positional congenital

anomalies may be due to embryonal arrest

and fixation at a stage of development prior

to fixation in the customary gallbladder cleft.

On the other hand, some of these anomalies

may represent a freely suspended gallbladder

which has subsequently become fixed. Posi-

tional anomalies in some way relate to the

septum transversum which constitutes the

embryologic environment of the developing

gallbladder.

Phytogeny

The counterparts in different animal spe-

cies for almost all human congenital anom-
alies of the gallbladder certainly offer strong

support for the importance of the phylo-

genetic influence upon the development of

gallbladder anomalies.

The gallbladder is a typical vertebrate and
primitive mammalian structure and is not

A'dalt

Fig. 4. Embryonic development of the gallbladder,

from Nelson et al.: Surgery 25:916-923, 1949, the

C. V. Mosby Company, St. Louis, Missouri.

Woodrow Nelson, MD, Great Falls, Montana.
Anomalies of the Gallbladder.

easily lost,® a fact compatible with the rarity

of occurrence of congenital gallbladder ab-

sence. Presence of the gallbladder is par-

ticularly constant in all carnivora and both

its presence and functional characteristics

have been correlated with functional need in

various species. On the other hand gallblad-

der duplication is almost never constant in

any species. Duplication is more common in

some animals than in man but does not re-

late to functional need. Bilobed gallbladders

and various septations, for example, are fre-

quently found in animals—especially cats.

Most, if not all, of the extrinsic anomalies

of the gallbladder also have counterparts in

animals. For example, intrahepatic gallblad-

ders are found in many animals, including

marsupials. Many reptiles possess a nonfixed

suspended type of gallbladder, illustrated by
the unusual report of a gallbladder occurring

some 18 inches from the liver in a large py-
thon.^” Mentzer believes it is reasonable to

suppose that the positional gallbladder anom-
alies relate to forms normally occurring in

lower animals.*®

CASE REPORTS
Case 1: A 36-year-old woman was first seen

by her internist in November, 1963, for what he
described as typical biliary colic, severe enough
to require narcotic relief. Complete studies in-

cluding a gastrointestinal x-ray survey and tests

of pancreatic function were negative except for

the finding of a hypoplastic, normally-functioning
gallbladder. Surgical opinion at that time was
that she had definite acute cholecystitis and would
probably need surgery. She recovered from this

acute episode and although advised to return for

further cholecystography did not return until

April 1965 when she had another, almost identical,

Fig. 5. Double gallbladder cross section. Case 1.
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episode. Cholecystograms and also a cholagraffin

study again showed the hypoplastic organ. (Fig.

8) A gastrointestinal x-ray survey was again

negative.

After recovery from the acute episode she con-

tinued to have more or less constant epigastric

discomfort and distress after meals. It was sus-

pected that the patient had a nonvisualized separ-

ate diseased gallbladder. Intra-abdominal explor-

ation on May 27, 1965, revealed a firm, somewhat
thick-walled gallbladder containing stones and
showing pericholecystic evidence of recent in-

flammatory reaction. The common duct and pan-

creas were negative. A standard cholecystectomy

was carried out from below upward. Two cystic

arteries or branches thereof were ligated. Only a

single duct was encountered which was ligated

near the common duct. Although the thought of

a possible extra and normally functioning gall-

bladder was entertained preoperatively, at surgery

no additional organ was found. The pathologist

made the diagnosis of duplication of the gall-

bladder and his pathological description was as

follows:

“Misshapen gallbladder with dull cyanotic

serosa measuring 8x3 cm. and containing three

hazelnut shaped, smooth, facetted calculi and a

small amount of liquid bile. The mucosa is hemor-
rhagic and smooth and the wall markedly thick-

ened. The external aspect of the gallbladder also

shows an unusual outpouching which on section-

ing shows a separate compartment measuring
4x2x1 cm., (Fig. 5) with a smooth velvety

mucossa and a wall of normal thickness. There is

no demonstrable communication between the main
compartment and the separate compartment. Mi-
croscopic dissection to the line of junction of the

normal and the supernumerary gallbladder shows
the latter to be lined by essentially normal gall-

bladder mucosa and resting on an unremarkable
thin muscular layer. By contrast, the ‘normal

gallbladder’ has hypertrophic, matted, fibrosed,

adenomatous villi, and the muscle layer under-
neath is severely hypertrophied and fibrosed.

There is little active inflammatory change. The
tissue between the two gallbladders is fibromus-
cular of low cellularity, well vascularized but
without remarkable changes.”

Diagnosis: Cholelithiasis, chronic cholecystitis,

duplicate gallbladder.

On additional verbal report, each organ had
its own cystic duct. These were not, unfortunately,

dissected to their terminations. However, only one
cystic duct emptied into the common duct; thus

by deduction this was a “Y” type of duplication

Case 2: An 88-year-old white male was oper-
ated upon for relief of chronic progressive ob-
structive jaundice with cachexia. At surgery an
inflammatory mass was found containing bile and
numerous gallstones deep in the gallbladder cleft

and involving and surrounding the porta hepatis.

Advanced carcinoma of the head of the pancreas
with involvement of the porta hepatis structures

and adjacent liver was found. The inflammatory
mass was thought to represent necrotized gall-

bladder. It and the adjacent portion of common
duct were drained. The patient died one week
later. Carcinoma of the head of the pancreas was
found at autopsy with extension into the hepatic

ducts and peripancreatic lymph nodes. An inflam-
matory process was present around the porta

hepatis but no gallbladder could be identified until

the liver was sectioned. The under surface of the

liver revealed a bulge and section through this

area revealed an intact intrahepatic gallbladder.

A cross-section of this is shown in Fig. 6. The
drained inflammatory mass with stones probably

arose from extrusion through the common duct.

Fig. 6. Intrahepatic gallbladder cross section, Case 4

66 Rocky Mountain Medical Journal l



Fig. 7. Bilobed gallbladder cholecystogram, Case 3.

Fig. 8. Hypoplastic visualized gallbladder in case

of double gallbladder (Case 1).

A. Cholecystogram
B. Choledochogram

Case 3: For completeness of diagnostic study

a cholecystogram was done on a 59-year-old white
female who had chronic peptic ulcer disease, gas-

tric and duodenal. Cholecystograms revealed a

bilobed, well functioning gallbladder without evi-

dence of stones. No treatment of the biliary sys-

tem was advised or carried out. Symptoms were
ascribed to peptic ulcer disease and this was
treated. The x-ray appearance is shown in Fig. 7.

Case 4: A 30-year-old white male, previously

reported,” was operated on for symptoms sug-

gestive of cholecystic disease associated with per-

sistent nonvisualization of the gallbladder on

cholecystographic studies. Thorough search at

surgery and an operative choledochogram failed to

reveal any evidence of a gallbladder. Final diag-

nosis was that of congenital absence of the gall-

bladder.

Clinical Consideration

Pathogenesis: Noting the prevalence of

clinical as compared to post-mortem occur-

rence of gallbladder anomalies, it can be de-

duced that these anomalies predispose to

biliary tract disease.! This is clearly true in

tin this paper the term disease is used to refer to cat

careous gallbladder disease.
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instances of gallbladder duplication, and in

most of the positional anomalies. It is un-

likely that the minor septational anomalies,

including perhaps the bilobed gallbladder,

predispose to disease. Only the fixed position-

al anomalies are associated with an increased

incidence of intrinsic pathology. This differ-

ence between the fixed and unfixed gallblad-

der anomalies suggests that the fixed mal-

positions influence production of gallbladder

disease by virtue of stasis and interference

with drainage.

Calcareous gallbladder disease is report-

edly an extremely rare occurrence in ani-

mals. From a survey of local veterinarians

I have concluded that it is almost unknown
in carnivorous animals although slaughtered

old cows in our geographical area have an

incidence of cholelithiasis in the region of

10 per cent. As pointed out, a phylogenetic

counterpart exists for most if not every gall-

bladder anomaly occurring in man. These ob-

servations support the conclusion that the

congenital anomalies constitute a predispos-

ing factor to gallbladder disease in man rather

than a primary cause.

Previous studies on congenital gallbladder

absence” led to the conclusion that the gall-

bladder, when functioning normally, exerted

a protective influence on the development of

cholecystic disease. In the duplicated gall-

bladder, more often than not, one of the or-

gans is diseased and the. other normal. Here,

one of the organs may be considered as pre-

disposed to disease by virtue of being a fixed

malpositioned organ. Conversely, stasis in

some gallbladders with precipitation of cal-

careous disease may at times be due to un-

recognized anomaly.

It should also be noted that the gallbladder

and cystic duct develop from a different por-

tion of the hepatic diverticulum than do the

liver and the major biliary ducts. Although

this discussion has been limited to the gall-

bladder and cystic duct, it should be noted

that anomalies of the main bile ducts and liver

may produce secondary anomalous changes in

gallbladder position.

Diagnosis: Preoperative diagnosis of many
anomalies of the gallbladder is often difficult

and sometimes impossible. For example, the

diagnosis of congenital gallbladder absence

has not been made clinically but only by a

process of exclusion at the time of surgery.

On the other hand, diagnosis of gallbladder

duplication has been repeatedly made by
radiologists from visualization of stones or

of the dye filled organ. In a patient with

typical symptoms and findings of cholecystic

disease with a normal cholecystogram it may
be suspected preoperatively, as in Case 1,

that the patient has an additional diseased

gallbladder.

Preoperative diagnosis of positional an-

omalies may at times be made radiographi-

cally and at times from atypical location of

pain and tenderness. From Fig. 2 and Fig. 3, it

is noted that the gallbladder may lie along-

side the kidney, posteriorly near the dia-

phragm or over the stomach and colon. The
pendulous organ, particularly, may lie near

the cecum and appendix. Differentiation of

disease of the malpositioned gallbladder from

disease of an adjacent kidney, diaphragm,

appendix, stomach or colon may be difficult

since all these structures are prone to de-

velop inflammatory disease. The unfixed mo-
bile gallbladder may be diagnosed by demon-

stration of positional changes on x-ray. Vol-

vulous of this type of pendulous organ on its

mesentery produces infarction with acute lo-

calized pain and tenderness.

Even at surgery the true nature of a gall-

bladder anomaly may be difficult to deter-

mine. Failure to find the gallbladder in its

familiar fossa at the time of surgery poses an

immediate problem, particularly if surgery is

being performed for cholecystic disease. This

occurrence usually indicates that positional

anomaly of the gallbladder exists. The al-

ternative diagnosis of congenital gallbladder

absence can only be made by exclusion of the

positional anomalies.

The diagnosis of the duplicated gallblad-

der may not be made at surgery because often

the two organs are removed together, usually

unknowingly, and the diagnosis is not made
until after surgery. This occurred in Case 1.

Most often in duplication anomalies only one

of the organs is found to be diseased. If a

normal organ is found in the gallbladder

fossa at surgery, in a patient with a definite
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clinical-radiological diagnosis of solitary gall-

bladder disease, careful search needs to be

made for an additional diseased organ. The

second gallbladder may be abnormally posi-

tioned in the same locations as the solitary

malpositioned organ, (Fig. 1 and Fig. 2.)

The diagnosis of positional anomalies at

the time of surgery is mainly facilitated by

the possession of a current image of the pos-

sible malpositions. Most of the reported intra-

hepatic and extrahepatic malpositions are

illustrated in Figs. 1 and 2. Needling of the

liver has been used to find an intrahepatic

gallbladder but this procedure may be com-

plicated by bile drainage and bleeding. Search

for the extrahepatic malpositioned gallblad-

der may involve extraperitoneal exploration.

Tracing of the cystic duct from its common
duct junction and use of cholangiography at

surgery may be diagnostically helpful, par-

ticularly in patients with an intrahepatic gall-

bladder or where inflammatory disease or

previous surgery makes comprehensive ex-

ploration difficult.

Some of the possible positions of the mo-
bile gallbladder are illustrated in Fig. 3.

These organs are intraperitoneal, and are

easily found since they stem from the he-

patic cleft.

Treatment: Treatment of the diseases

(calcareous) anomalous gallbladder is the

same as treatment of the similarly diseased

non-anomalous organ. Treatment of the con-

genitally absent gallbladder is the treatment

of the frequently associated choledochal dis-

ease. If duplicate gallbladders are both dis-

eased, both are removed. If one is normal but

intimately related to the other, it is usually

incidentally removed.

Advisable treatment for the apparently

undiseased anomalous gallbladder is less

distinct. It has been pointed out that factors

other than the anomaly are probably neces-

sary for the development of intrinsic gall-

bladder disease in man. Also, the statement

that certain anomalies of the gallbladder pre-

dispose to intrinsic gallbladder disease is on
a deductive rather than on a statistical basis.

Thus it is unlikely that the finding of an

anomaly without associated disease consti-

tutes in itself any strong indication for chole-

cystectomy. Ancillary considerations will at

times influence this judgment.

The mere presence of a septational anom-
aly certainly constitutes no surgical indica-

tion. The chief surgical indication stemming
from mobile positional gallbladder anomalies

is volvulus, which requires prompt chole-

cystectomy.

Removal of a gallbladder that is mainly

intrahepatic would pose a difficult technical

problem because of the difficulty of working

through liver, and good reason for consider-

ing cholecystotomy and drainage rather than

cholecystectomy would exist.

Summary and Conclusions

1. A simplified clinical classification which

divides the gallbladder anomalies into in-

trinsic and extrinsic groups is presented.

The intrinsic group includes congenital ab-

sence, duplications, and septations. The ex-

trinsic anomalies, which are positional, con-

sist of the fixed ones (both intra and

extrahepatic) and the mobile. Anatomic

variations of the major anomalies are listed

separately from the classification.

2. Gallbladder embryology is briefly sum-

marized and related to anomalies which oc-

cur as the result of agenesis, arrest or other

developmental deviants.

3. Phylogenetic counterparts in lower

species are found to exist for most, if not all,

gallbladder anomalies. However, from prior

reports and a locally conducted veterinary

survey, it is concluded that calcareous gall-

bladder disease is almost nonexistent in

carniverous animals.

4. Reports of single new cases of double

gallbladder, bilobed gallbladder and intra-

hepatic gallbladder are given and a previous-

ly reported case of congenital gallbladder

absence is summarized.

5. Pathogenetically, it is noted that the

majority of the major gallbladder anomalies

are found clinically as the result of calcareous

disease of that organ. However, freedom from

disease in animals with phylogenetic coun-

terparts of human anomalies shows that the

anomaly in man is only a predisposing or

auxilliary factor in the production of disease.
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Stasis is suggested as a factor predisposing

to disease of the fixed positional anomaly.

6. Diagnostically it is stressed that a cur-

rent composite knowledge of the nature and

extent of the anomalies is of primary impor-

tance in their diagnosis both preoperatively

and at surgery. To this end, composite dia-

grams of the different positional anomalies

are included in this article. The operative

diagnostic approach in the event of failure

to find a gallbladder in its expected cleft is

reviewed.

7. The treatment of the diseased (cal-

careous) anomalous gallbladder is surgical,

as in the nonanomalous organ. Question of

the advisability of the removal of the in-

trinsically normal anomalous gallbladder is

discussed. It is concluded that sufficient evi-

dence does not exist to justify routine re-

moval of such an organ. Chloecystotomy may
at times be preferential treatment for the

totally intrahepatic diseased organ. Prompt

cholecystectomy for volvulus is advised. •
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ORGANIZATION

Colorado-Wyoming Regional
Medical Program

The governing body to the Colorado-Wyoming
Regional Medical Program unanimously elected

10 new members during a March 28 meeting in

Denver. Those newly elected to the Regional Ad-
visory Group include; Lawrence J. Cohen, MD,
Wyoming State Commissioner of Health, Chey-
enne, Wyo.; Robert A. Downs, DDS, Assistant

Director of Health, State of Colorado, Denver;
Clyde Gelwick, Manager, Boulder Medical Cen-
ter, Boulder, Colo.; Thomas Healey, Chairman,
Board of Directors of Southern Colorado Economic
Development District, Pueblo, Colo.; John W.
Heard, President, Colorado Associated Nursing
Homes, Colorado Springs, Colo.; Senator Lloyd
Hodges, Julesburg, Colo.; John Kralewski, MHA,
Director of Health Administration Program at the

University of Colorado Medical Center; Mrs.
Eleanor J. Lopez, Probation Counselor for Denver
Juvenile Court and member of the National Coun-
cil on Crime and Delinquency, Denver; Mrs. Guido
Rossi, member. Comprehensive Health Planning
Council, Yampa, Colo.; and Ward B. Studt, MD,
Grand Junction orthopedic surgeon and Chief

of Orthopedics at the V.A. Hospital.

The RAG also re-elected for three year terms
N. Paul Isbell, MD, Denver, member of the Colo-
rado Comprehensive Health Planning Council; E.

Stewart Taylor, MD, Denver, Chairman, Depart-
ment of Obstetrics and Gynecology, University of

Colorado Medical Center; and George D. Hum-
phrey, PhD, President Emeritus, University of

Wyoming, Laramie.

Chairman of the 29 member Advisory Group
is Dr. John J. Conger, Vice-President for Medical
Affairs, University of Colorado Medical Center.

The Policy-making Regional Advisory Group
is composed of representatives of the Wyoming
and Colorado Departments of Health, hospital

associations, state medical, osteopathic and nursing

societies, voluntary health agencies, practicing

physicians and other health professionals, medical

center officials and individuals interested in the

general goals of the program.

The C-W Regional Medical Program’s objective

is to assist health professionals, on a voluntary

basis, to find ways to improve the quality and
availability of care of patients with heart disease,

cancer, stroke or related diseases in the Colorado-

Wyoming area.

To support the first stage of regional activities,

the Program received a grant in January, 1969,

from the Department of Health, Education and

Welfare and now has seven projects in operative

status and a number of others under development.

Dr. McPhail Retires to More Public Service

Since 1931, when Dr. Frank L. McPhail began

his practice of obstetrics and gynecology at the

Great Falls, Montana Clinic, he has delivered

more than 8,000 babies—a number greater than

the combined total of all the students, faculty,

and staff members of the University of Montana.

Dr. Frank McPhail was born in Ontario, Canada.

In 1919, after serving a year as a 2nd lieutenant

with the Royal Air Force, he came to the United

States to study at the University of Michigan.

Seven years later, he left the university with

three degrees—B.A., M.A., and M.D.

On Christmas Eve, 1952, Montana became the

first state to join the WICHE compact. The then

Governor John W. Bonner appointed three men to

be WICHE commissioners. One was Dr. Frank

McPhail. He served continuously as a WICHE
commissioner for 14 years, holding the position of

chairman in 1955-56.

In December, 1966, Dr. McPhail accepted the

directorship of the Montana Division, Mountain

States Regional Medical Program, for which he

had co-authored the grant proposal.

In the almost four decades that Dr. McPhail

has lived and worked in Montana, he has estab-

lished an enviable record of accomplishments. He

founded the Montana and the Pacific Northwest

Obstetrical and Gynecological Societies and was

a founding member of the American College of

Obstetricians and Gynecologists. Dr. McPhail has

been president of the Central Association of Ob-

stetricians and Gynecologists (1955), the Montana

Public Health Association (1949-51), and governor

of the American College of Surgeons. He served

as a captain. Medical Corps, U. S. Army, from

1942 to 1946.

Dr. McPhail, age 69, has now retired, but re-

tirement is a deceptive term when considering

Dr. Frank McPhail. He is involved with the Mon-

tana Comprehensive Health Planning Council, as

well as other organizations which will undoubtedly

keep him busy.
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Colorado
Dr. Philip Miner, 55, of Englewood and his

wife Charlotte, were killed Sunday, March 16

when their light plane crashed shortly after take-

off from Herndon airport, near Orlando, Florida.

Dr. Miner, a native of Massachusetts, was born
October 23, 1914 in Holyoke, Massachusetts. He
attended Massachusetts State College and Rutgers

University and was a graduate of Tufts Medical

School in 1951. He interned at Colorado General

Hospital and entered general practice in 1952.

Later he took specialty training in anesthesiology

at Colorado General Hospital and at Utah Univer-

sity and had recently been engaged in the practice

of that specialty.

Dr. Miner was a member of the Arapahoe
Medical Society, the Colorado Medical Society

and the American Medical Association.

The Miners are survived by four children:

Philip, Jr., 22, a junior at the University of Colo-

rado Medical School, Greg, 19, a student at Colo-

rado University, Janice, 18, and Mrs. Marian
Coffey, 24, of Denver.

Dr George H Gillen died Monday, March 24,

1969 at Tucson, Arizona at the age of 76. Dr. Gil-

len had practiced in Denver from 1928 until 1957

when he retired . because of ill health and moved
to Tucson.

Born August 21, 1892, in South Pittsburgh,

Tenn., he attended Baylor University in Nashville

and Vanderbilt University, where he received the

MD degree in 1915. After his internship he took

postgraduate work at the New York Lying In Hos-
pital, New York, N. Y., and at the Truro Infirm-

ary and Charity Hospital, New Orlean, Louisiana.

Dr. Gillen practiced in Tennessee, Texas and
Oklahoma, before coming to Colorado.

Dr. Gillen was on the staff of St. Luke’s,

Mercy and Children’s Hospitals and Presbyterian

Medical Center and had served on the teaching

staff at Colorado General Hospital.

Dr. Gillen took an active part in many phases

of community life. He held membership in the

American Medical Association, The American Col-

lege of Surgeons, the International College of

Surgeons, the Colorado Medical Society and the

Denver Medical Society. He was a member of the

Colorado State Board of Medical Examiners for a

number of years and served as its president. He
was a member of several fraternal organizations,

including the Masonic Orders, the Denver Cham-
ber of Commerce, the Kiwanis Club, Sigma Alpha
Epsilon and Alpha Kappa Kappa fraternities.

Dr. Gillen was a member of the board of the

United American Life Insurance Company and
took an active part in the work of the American
Cancer Society and of the Boy Scouts.

Surviving are his widow, Dorothy Budd Gillen,

Tucson; two sons, Joseph N., of Denver, and
George H., Jr., Dana Point, Calif.; a daughter,

Mrs. Stella Dickson, Denver, a sister and ten

grandchildren.

Dr. Gilbert B. Chandler died February 5 at

his home in Colorado Springs after a long illness.

He was 88.

He was born Sept. 20, 1880 at Marble Hill, Mo.,

where he attended grade and high school. He
attended Barnes Medical College of St. Louis and

was graduated in 1905. Immediately thereafter he

entered the practice of medicine at Calhan, Colo-

rado where he remained until 1943. In that year he

moved to Colorado Springs where he practiced for

a number of year. He served on the staffs of Pen-

rose, St. Francis and Memorial hospitals.

Dr. Chandler was a member of the El Paso

County Medical Society, the Colorado Medical

Society and the American Medical Association. He
was a member of Ramah Lodge 165 of the An-
cient, Free and Accepted Masons.

He is survived by a brother, Roger Chandler

of Hugo; a sister, Mrs. Ruth Deck of Grand Junc-

tion and several nieces and nephews.

Driver Accident Statistics

While more than 40 per cent of driver-error-

caused deaths on America’s highways in 1968

were blamed on excessive speed, only 20 per cent

of the injuries were attributed to this activity.

The second major cause of fatalities blamed on

actions of drivers was reckless driving. It figured

in nearly 15 per cent of the deaths and more

than 39 per cent of the injuries.

In the ten year period from 1959 through 1968,

young driver involvement in fatal accidents in-

creased more than 20 per cent. Last year, pre-

cisely one-third of people at the wheel when

accidental death occurred in car crashes were

25 years or younger. The implication of imma-

turity expressed by speed is inescapable—under-

25 drivers amount to only one-fifth of the driver

total but they are in the terrible middle of one-

third of all fatal auto crashes.

The 1968 traffic death toll reached 55,300, 3,000

more than were killed in 1967. Injuries in 1968

rose to 4,400,000 from 4,200,000 in 1967.
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and other sensitive organism;

gram-positive and gram-negat

—commonly seen in cystitis a

other urinary tract infectio

Wide clinical usage of Gantai

has confirmed the efficacy of t

wide-spectrum antimicrob

agent in the treatment of cysti

The rapidity of bacterial ra

tiplication in a favorable urinj

environment is well knov
Prompt control of acute blad^

infection is therefore essenij

?1

Before prescribing, please consult cc

plete product information, a summari

which follows: i

Indications: Acute and chronic urint

tract, respiratory and soft tissue in]l

tions due to susceptible microorganis!

prophylactically following diagnostic

strumental procedures on genitourir

tract.

Contraindicated in sulfonamide-sensiJ

patients, pregnant females at term, je

!

mature infants, or newborn infants (|lr

ing first 3 months of life.

Warnings: Use only after critical

praisal in patients with liver or ril

damage, urinary obstruction or bit

dyscrasias. Deaths reported from y|:t[

persensitivity reactions, Stevens-JohrJ^

syndrome, agranulocytosis, aplastic

mia and other blood dyscrasias. In clo: ly^i

intermittent or prolonged therapy, blxi

counts and liver and kidney function tst?*

should be performed. Clinical data inif'*®!

ficient on prolonged or recurrent therjJ't'

in chronic renal diseases of children ti**”"

der 6 years.
Si

Precautions: Occasional failures maytc-mj

cur due to resistant microorganisms, olpj

effective in virus and rickettsial inC^^||u

tions. Sulfonamides not recommered



ot only to reduce the patient’s

iscomfort but to prevent chron-

:ity and possible ascending in-

action.

Gantanol (sulfamethoxazole)

rovides antibacterial activity

’ithin two hours of the initial 2-

Im dose, and subsequent 1-Gm
pses, taken morning and eve-

ing, maintain therapeutic blood

ad urine levels lasting up to 12

ours. Significant symptomatic

;sponse is frequently achieved

ithin 24 to 48 hours in acute,

acomplicated cystitis and other

;sponsive urinary tract infec-

ons. In addition, Gantanol is

iually well tolerated. Should

'rolonged therapy be required,

ie convenient b.i.d. dosage helps

') minimize the problem of

dpped doses.

' Over eight years’ clinical use

as thoroughly demonstrated the

lialities that make Gantanol a

f)od choice for initial therapy of

tost urinary tract infections, in-

fuding acute cystitis.

hr therapy of acute infections caused by

I'jup A beta-hemolytic streptococci. At
jjsent, penicillin is drug of choice in

:ute group A beta-hemolytic streptococ-

ci infections; although Gantanol has

.Dduced favorable bacteriologic conver-

jii rates in this infection, data insuffi-

nt on long-term follow-up studies as to

I

effect on sequelae of rheumatic fever

• acute glomerulonephritis. If other

I atment cannot be used and Gantanol
Employed in such infections, important
tU therapy be continued in usual rec-

nmended dosage for at least 10 days.

••serve usual sulfonamide therapy pre-

utions, including adequate fluid intake,

le with caution if history of allergies

id/ or asthma. Follow closely patients

';h renal impairment since this may
Use excessive drug accumulation. Need
1 indicated local measures or surgery

lit obviated in localized infections.

verse Reactions: Depending upon the

erity of the reaction, may withdraw
ig in event of headache, nausea, vomit-

urticaria, diarrhea, hepatitis, pancre-

• is, blood dyscrasias, neuropathy, drug

er, Stevens-Johnson syndrome, skin

h, injection of the conjunctiva and
;ra, petechiae, purpura, hematuria and
stalluria.

Gantanol**

^Kamethoxazole)

assures rapid,

sustained,

antibacterial

activity with

b.i.d. dosage

Gantanol*B.i.D.
(sulfamethoxazole)

Roche
LABORATORIES

Division of Hoffmann-La Roche inc.

Nutley, New Jersey 07110



UNIVERSITY OF COLORADO
POSTGRADUATE MEDICAL EDUCATION
Internal Medicine
YMCA Conference Center, Estes Park, Colorado

July 21-25, 1969

Fee: $90.00

This five-day postgraduate course is designed

specifically for the practicing internist.

Separate days are devoted to Dermatology,

Endocrinology, Hematology, Infectious Diseases

and Pulmonary Diseases.

Psychiatry

Colorado General Hospital

Each Tuesday, April 15-June 17, 1969

Fee $25.00—8 weeks.

The goal of this course is to familiarize the

physician with basic patterns of reactions to illness

and to methods of pinpointing the problem areas

where help by the physician will be most effective.

At the end of the eight weeks, the physician should

have learned a format for interviewing medical

patients and categorizing their reactions to illness

and life stress with a savings of time and effort

in management of emotional problems in medical

practice.

Those physicians who would desire such a

course but who would find it inconvenient to at-

tend at the Medical Center, should contact the

Office of the Director, Dr. Carl B. Pollock, as more
suitable locations can be arranged.

DIVISION OF POSTGRADUATE MEDICAL
EDUCATION, UNIVERSITY OF UTAH
COLLEGE OF MEDICINE
Seminar on Operating Room Nursing
Hotel Utah Motor Lodge, Convention Center

May 19-20, 1969

What’s New in Immunization
University of Utah Medical Center

June 14, 1969

Open to all physicians

MOUNTAIN STATES REGIONAL
MEDICAL PROGRAMS
Coronary Care Training
Missoula, Montana
June 16-19, 1969

MONTANA OBSTETRICAL AND
GYNECOLOGICAL SOCIETY
Many Glacier Lodge
Glacier National Park, Montana
June 18, 1969

MONTANA ACADEMY OF GENERAL
PRACTICE
Many Glacier Lodge
Glacier National Park, Montana
June 19-21, 1969

MONTANA MEDICAL ASSOCIATION
ANNUAL SESSION
Shrine Auditorium, Billings, Montana
September 11-13, 1969

WASHINGTON THORACIC SOCIETY
Clinical Sessions
Chinook Hotel

Yakima, Washington
June 6-7, 1969

AMERICAN COLLEGE OF SURGEONS,
Montana-Wyoming Chapter
East Glacier, Montana
August 1-2, 1969

AMERICAN GASTROENTEROLOGICAL
ASSOCIATION
Postgraduate Course on Peptic Ulcer
Aspen, Colorado

August 14-16, 1969

This course will bring to Colorado a faculty

of internationally renowned experts in the field of

peptic ulcer.

For further information about this course con-

tact: Mrs. Bemie C. Kem, Course Coordinator,

P.O. Box 20056, Denver, Colorado 80220.

SYMPOSIUM ON PULMONARY DISEASE
Fitzsimons General Hospital, Denver, Colorado

September 15-19, 1969

Information concerning enrollment may be

obtained from the Program Director, Pulmonary
Disease Symposium, Fitzsimons General Hospital,

Denver, Colorado 80240.

MICHAEL REESE HOSPITAL STAFF ALUMNI ASSOCIATION
The Alumni reunion luncheon and banquet will be held Wednesday, May 28.

1969. The annual reunion program will include morning tour and lunch at the

Michael Reese Hospital and Medical Center.

Former house staff and present attending staff members are urged to make
their reservations at once. Michael Reese Hospital Alumni Association, 29th St. and
Ellis Ave., Chicago, 111. 60616.
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Of the more than 100 different types of cancer, colon

and rectal cancers are unique for two compelling

reasons:. -
actual survivals?

The “procto” can today help save more lives from
cancer than any other step in the checkup, Vyhrch is

why, in our constant emphasis on the importance of

annual checkups, we urge the inclusion of a “procto”
...and make available films and other pertinent
materials for the layman and the physician. We are
closing the “communications” gap.

vlOint action by people and their doctors can help
close the “action” gap to reach a cure rate of almost
75% for colon and rectal cancer.

American Cancer Societj

COLORADO DiytSiPN, INC
1764 Gilpin Street

Denver>Colorado 8021S
Phone: 388>4861

High
incidence;

Annual new cases number about
73,000. Deaths now total 46,000

' a year.''^ ':
:;:v

High
curability

potential:

Early diagnosis and prompt
treatment could save almost 75% .

Survival rate is now only 44%

.
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Results on skin are final proof of any topical antibiotic’s effectiveness

No in vitro test can duplicate a clinical situation on living skin. ‘Neosporin’ (polymyxin B
— bacitracin — neomycin) Ointment has consistently proven its effectiveness in thousands of

cases of bacterial skin infection. The spectra of the three antibiotics overlap in such a way
as to provide bactericidal action against most pathogenic bacteria likely to be found topically.

Diffusion of the antibiotics from the special petrolatum base is rapid since they are insoluble

in the petrolatum, but readily soluble in tissue fluids. The Ointment is bland and nonirritating.

Caution: As with other antibiotic preparations, prolonged use may result in overgrowth of nonsuscep-
tible organisms and/or fungi. Appropriate measures should be taken if this occurs. Articles in the
current medical literature indicate an increase in the prevalence of persons allergic to neomycin.
The possibility of such a reaction should be borne in mind.
Contraindications: This product is contraindicated in those individuals who have shown hyper*
sensitivity to any of its components.
Supplied: Tubes of 1 oz., Vz oz. with applicator tip, and y% oz. with ophthalmic tip.

Complete literature available on request from Professional Services Dept. PML.

‘NEOSPORIIf’
brand

POLYMYXIN B-BACITRACIN-NEOMYCiN
OINTMENT

BURROUOHS WELLCOME & CO. (U.S.A.) INC.Juekahoe, N.Y.
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“anorectal

disorders”

ThisRectopathModel

may help you explain

certain anorectal disorders

to some of your patients.

It is yours on request.

See next page for details



“anorectal

disorder”

includes a range of problems.

For symptomatic relief

in some ofthese disorders

consider a member of

the Anusol Family. .

.

One suppository morning
and evening and after

each bowel movement. ANUSOE
soothing, palliative relief of minor pain, itching,

burning, and other associated discomforts.

Each ANUSOL suppository contains bismuth subgallate

(2.25%), bismuth resorcin compound (1.7.5%), benzyl benzoate

(1.2%), Peruvian balsam (1.8%), zinc oxide (11.0%), and boric

acid (5.0%), plus the following inactive ingredients: bismuth

subiodide, calcium phosphate, hydrogenated vegetable oil, and

coloring in a cacao butter and white wax base.

One suppository morning
and evening for 3 to 5 days.

One suppository

every 3 to 4 hours, or every 2 hours

if symptoms are severe.

ANUSOL-HC*
prompt reduction of inflammation plus the

soothing effects of regular Anusol.

Each ANUSOL-HC suppository contains, in addition to the

regular Anusol formula, 10 mg. hydrocortisone acetate.

Precautions: Prolonged use of Anusol-HC might produce

systemic corticosteroid effects.

ANUGESIC*
when severe pain requires prompt relief,

pramoxine HCl plus the soothing Anusol formula.

Each ANUGESIC suppository contains: 61 mg. bismuth sub-

gallate, 47 mg. bismuth resorcin compound, 32.4 mg. benzyl

benzoate, 48.6 mg. Peruvian balsam, 300 mg. zinc oxide,

135 mg. boric acid, and 25 mg. pramoxine hydrochloride. Also

contains the following inactive ingredients: bismuth subiodide,

calcium phosphate, white wax, benzoinated lard, hydrogenated

vegetable oil, and certified coloring in a cacao butter base.

Precautions: If idiosyncratic reaction occurs, discontinue

medication.

Symptomatic treatment should not be allowed to delay defini-

tive diagnosis and therapy.

Also available: anusol® ointment and anugesic® ointment

Warner-Chilcott Laboratories, Morris Plains, N. J.

The Rectopath Model

is available from your

Warner-Chilcott repre-

sentative or upon request

from Warner-Chilcott

Labs., Morris Plains,

New Jersey 07950.

AN.IN.9I-4C

I
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^ A SERVICE FOR JOURNAL SUBSCRIBERS

DENVER MEDICAL SOCIETY LIBRARY

The Denver Medical Society Library is ranked among the ten leading society-owned libraries in the

country.

It is maintained and operated by its members for their use and, by reciprocal agreement with the Colo-

rado Medical Society, for the use of physicians whose state Associations participate in the publication of

the Rocky Mountain Medical Journal.

The collection contains approximately 50,000 volumes and receives more than 600 medical journals

monthly.

9 The Library provides medical reference service (limited to a three-year search unless otherwise in-

structed) . Physicians may come by, vwite, telephone or telegraph their requests for material. Items will be

- mailed on the day requested, if at all possible. Cost: Postal rates for “Educational Material,” presently

^
10c first pound and 5c each additional pound or fraction. Photocopies of articles can be supplied at 10c

^

per page.

1 1
Denver Medical Society Library, 1601 East 19th Avenue, Denver, Colorado 80218

Phone; 222-5817 (Area Code 303)
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The asthmatic has
his own buiit-in

“air poiiution” probiem...

COMPOSITION: Each Asbron Inlay-Tab and
each tablespoonful (1 5 ml.) of Asbron Elixir

contains theophylline sodium glycinate 300 mg.
(equivalent to ISO mg. theophylline); glyceryl

guaiacolate 100 mg. and phenylpropanolamine
hydrochloride 25 mg. The elixir supplies the

active ingredients in a solution containing

15% alcohol.

ACTION AND USES: Symptomatic relief

of bronchial asthma and asthmatic bronchitis

through the combined actions of two effective

bronchodilators and a superior expectorant.

ADMINISTRATION AND DOSAGE:
Adults—
1 or 2 tablets or tablespoonfuls,

2 or 3 times daily

Administration after meals may reduce
the Infrequent possibility of gastric distress

or CNS stimulation.

Children—
6 to 12—2 or 3 teaspoonfuls,

2 or 3 times daily

3 to 6—1 to 1 % teaspoonfuls,

2 or 3 times daily

1 to 3—% to 1 teaspoonful,

2 or 3 times daily

PRECAUTIONS: Do not administer more
frequently than every 4 hours or within 12 hours

after administration of, or concurrently with,

other xanthine derivatives.

CAUTION: Ordinary large doses may cause
hypertension, headache, tachycardia, nausea,

vomiting, etc.

WARNING: Use with caution in patients

suffering from hypertension, cardiovascular

disease and hyperthyroidism.

HOW SUPPLIED: Asbron Inlay-Tabs, in

bottles of 100. Asbron Elixir, in pint bottles.



ASBRON^ helps keep
airways open for

“replacement” air

Asbron opens the airways and
relieves bronchospasm, an

important factor in the asthmatic's

"air pollution" problem. Thus, the

patient is protected from asthma
symptoms with Asbron's "air

supply," This support is possible

because Asbron has a complete
formula that improves breathing . .

decreases coughing . . . lessens

wheezing ... wins patient

acceptance. Made up of a xanthine,

a sympathomimetic and an effective

expectorant, Asbron's clinically

effective formula rarely causes

gastric upset or CNS stimulation.

Patients feel secure with Asbron

—

perhaps because their "air supply"

is protected. Available in tablets

for adults or elixir for children.

ASBRON lnlay-tabs®/Elixir

(theophylline sodium glycinate, glyceryl

guaiacolate and phenylpropanolamine

hydrochloride.)

Helps you put a little living back
into the life of your asthmatic patient.

DORSEY LABORATORIES a division of The Wander Company Lincoln, Nebraska 68501



University of Utah Medical Center

Dr. Charles J. Nabors, Jr., assistant professor

of Anatomy, University of Utah College of Medi-

cine has been appointed a Markle Scholar in

Academic Medicine by the John and Mary R.

Markle Foundation of New York. The scholarship

includes an award of $30,000 to be paid at the

rate of $6,000 a year for 5 years to assist in the

teaching and research of the recipient.

Dr. Nabor’s primary interest is in Endocrinol-

ogy. Specifically Dr. Nabors is studying hormonal

control of cellular behavior and the development

and control of inflammation and cancer. He is an

advisory group member for the Intermountain

Regional Medical Program and is studying meth-
ods for better delivery of health care to under-

privileged people.

The scholar grants have been made annually

since 1948 to support young medical school teach-

ers and investigators early in their careers.

^ Hi ti: at *

A check for $15,000 representing initial pay-

ment on a $50,000 pledge from the Utah State

Medical Association Medical Foundation will be

used in the development of the new health sciences

library.

The money represents contributions to the

Medical Foundation from the Utah physicians and

citizens interested in support of medically related

programs. The new library building will repre-

sent a highly efficient source of medical informa-

tion for the University’s Health Sciences Complex,

the state’s practicing physicians, nurses, tech-

nologists, and other health related professionals.

The University Health Sciences Library is the

official library of the Utah State Medical Associa-

tion and Salt Lake County Medical Society and

offers a source of extensive medical literature

and complete reference services to all Utah phy-

sicians.

University of Colorado Medical Center

Four members of the pediatrics faculty of the

University of Colorado School of Medicine have

been promoted to the rank of assistant professor.

Two are physicians on the staff of the John F.

Kennedy Child Development Center, and the other

promotions from instructor to assistant professor

went to the director and assistant director of the

Pediatric Microchemistry Laboratories.

The promotions have been awarded to:

Dr. Stephen I. Goodman who joined the CU
medical faculty in 1967 and has served since as

an instructor and research fellow.

Dr. K. Michael Hambridge who became a re-

search fellow in pediatrics at the CU Medical Cen-
ter in 1966, and was appointed instructor and
assistant director of the Children’s Clinical Re-
search Center in 1967.

Denis O. Rodgerson, director of the Pediatric

Microchemistry Laboratories, and Dennis J. Shap-
cott, assistant director.

* at * * *

Craig Kent Carris, a junior at the University

of Colorado Medical School, Denver, has been
awarded a $1,414 fellowship which will permit
him to assist for 10 weeks this summer at a mis-
sion hospital in Shashamane, Ethiopia. The medical

student is scheduled to leave June 26 for the

Sudan Interior Mission’s Shashamane Hospital,

about a day’s travel from Addis-Ababa.

Shashamane has a leprosy hospital of 50 beds

with an annex hospital of 35 beds for the treat-

ment of foot ulcers, and a general hospital of 22

beds with an additional 12 beds for tuberculosis.

The non-leprosy out-patient department averages

110 patients a day.

Now entering its tenth year, the Smith Kline

& French Foreign Fellowships program was es-

tablished to permit American medical students to

widen their medical horizons in cultures different

from their own.

In the past nine years, 277 Fellows representing

80 medical schools have served in 52 countries of

Africa, Asia, Latin America and Oceania.

Id « * 4> 3|c

The University of Colorado Medical Center

has set in motion an intensive program of recruit-

rnent and assistance to bring more minority and

disadvantaged students into the medical and

health-related professions.

Dr. John J. Conger, vice president for medical

affairs, announced a comprehensive course of

action, effective immediately, aimed at developing

expanded opportunities for minority students in

the health professions—medicine, nursing, den-

tistry, medical technology, physical therapy, and

other paramedical fields. The program is based on

a study, begun last May, of ways in which the

Medical Center could create horizons for the dis-

advantaged.

The faculty voted to make 10 additional places

available to minority students in each entering

freshman class of the medical school, beginning

with the class entering next September. In addi-

tion, 250 members of the faculties and student

bodies of the three Medical Center schools

—

Medicine, Nursing and Dentistry—have pledged

themselves in writing to stand ready to give extra

help through tutoring and special instruction, as

needed, to any student whose educational and

cultural background leaves him at a disadvantage

in coping with professional studies.

84 Rocky Mountain Medical Joubnal



Financial aid will be made available to eco-

nomically disadvantaged and minority students

recruited for health professions study. In addition

to already available federal and private resources,

new scholarship funds will be established through

contributions from the faculty of the Medical

School.

The medical school faculty, by unanimous vote,

also adopted a resolution calling for full financial

support of all medical students by the federal

government through predoctoral fellowships sim-

ilar to those now available to graduate students

working toward PhD’s in the basic biomedical

sciences.

The University of Colorado School of Medicine

encourages applications from all qualified stu-

dents, including those from minority groups.

* He * 4: >!<

Dr. Jean-Pierre Jost, research biochemist at

National Jewish Hospital, has been appointed an

assistant professor of biophysics in the University

of Colorado School of Medicine. Dr. Jost will con-

tinue his present work in molecular biology in

the Division of Research at NJH in addition to

assuming teaching responsibilities in the Depart-

ment of Biophysics of the medical school.

From 1964 to 1966 Dr. Jost was project associate

in oncology with. Dr. H. Pitot at the McArdle
Memorial Laboratory for Cancer Research of the

University of Wisconsin. He came to National

Jewish Hospital in June 1968.

University of New Mexico School of Medicine
Perry A. Henderson, MD, assistant professor

of obstetrics and gynecology at University of New
Mexico School of Medicine, Albuquerque, has been
named a Markle Scholar by the John and Mary
R. Markle Foundation of New York. Dr. Henderson
joined the UNM medical faculty in January, 1968.

In addition to his medical school faculty ap-

pointment, Dr. Henderson is project director for

the Maternity and Infant Care Project, funded by
a U. S. Department of Health, Education and Wel-
fare grant to the State Department of Health and
Social Services. The project is designed to provide

pre- and post-natal care to women in the Bernalil-

lo County area who cannot afford it otherwise, and
to provide medical attention for babies born de-

fective.

The Markle Scholarship, in addition to the

medical prestige, carries with it an award of

$30,000 paid at $6,000 annually to the UNM Medi-
cal School for the next five years.

The 104 medical schools in the nation are each
allowed to nominate annually one candidate for

the scholarship, with 25 Markle Scholars selected.

The UNM Medical School, now in its fifth year
of teaching, has already been honored by having
two Markle Scholars: Dr. Henderson this year,

and Dr. Robert A. Anderson, chairman of the

pathology department, in 1966.

Arnold H. Greenhouse, MD, has been named
chairman of the newly-formed Department of

Neurology at University of New Mexico School of

Medicine. He has been acting chairman of the

school’s Department of Medicine.

He is consultant in neurology at Albuquerque
Veterans Administration Hospital, William Beau-
mont General Hospital at El Paso, Brooke Army
Hospital at San Antonio, Fort Bayard State Hos-
pital and New Mexico State Hospital.

Director of Albuquerque’s Muscular Dystrophy
Clinic since 1964, Dr. Greenhouse also is chairman

of the stroke committee of the New Mexico Re-
gional Medical Program. He is on the executive

committee of the Council on Cerebral Vascular

Diseases of the American Heart Association, a

board member of the New Mexico Epilepsy So-

ciety, and on the membership committee of the

American Academy of Neurology.

New books received are acknowledged in this

section. Books here listed are available for lending

from the Denver Medical Society Library.

Recent Acquisitions
A Decade of Health Services, Social Survey Trends in Use
and Expenditure: By Ronald Andersen. Chicago, 1967, Univer-
sity of Chicago Press. 244 p. Price: $13.00.

Drug Dependence, A Guide for Physicians: By American
Medical Association. Chicago, 1969, AMA. 186 p. Price: $1.50.

Etiology and Prevention of Cancer In Man: By E. V. Cowdry.
New York, 1968, Appleton. 420 p. Price: $15.00.

A Study of Doctors: Mutual Selection and The Evaluation of

Results in A Training Programme for Family Doctors: By
Michael Balint and others. Philadelphia, 1966, Lippincott.
146 p. Price: $5.00.

Synovectomy and Arthroplasty in Rheumatoid Arthritis: By
George Chapcal. New York, 1967, Intercontinental Medical
Book Corp. 131 p. Price: $9.75.

“Jane will know what’s wrong with you

—

after all, she’s a doctor’s wife.’’
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fhe way from one doily tablet to the next
lelp control edema and hypertension

rolonged action usually provides smooth, sustained diuretic

:tiveness; real one-a-day dosage, right from the start; convenience

economy.

roton, chlorthalidone, can cause side effects. And it's contra-

rated in hypersensitivity to the drug and severe renal and

tic diseases.

ck the prescribing information. It's summarized on the next page. Geigy



A little Hygrotorfcanworka long diuretkday
chlorthalidone

Indications: Hypertension and many

types of edema involving retention of

salt and water.

Contraindications: Hypersensitivity

and most cases of severe renal or

hepatic diseases.

Warning: With the administration of

enteric-cooted potassium supplements,

which should be used only when ade-

quate dietary supplementation is not

practical, the possibility of small-bowel

lesions (obstruction, hemorrhage, and

perforation) should be kept in mind.

Surgery for these lesions has been

required frequently and deaths have

occurred. Discontinue enteric-coated

potassium supplements immediately if

abdominal pain, distention, nausea,

vomiting, or gastrointestinal bleeding

occur.

Use with caution in pregnant women
and nursing mothers since the drug

may cross the placental barrier and

appear in cord blood and since thia-

zides may appear in breast milk. The

drug may result in fetal or neonatal

jaundice, thrombocytopenia, and pos-

sibly other adverse reactions which

have occurred in the adult. When used

in women of childbearing age, balance

benefits of drug against possible haz-

ards to fetus.

Precautions; Antihypertensive therapy

with this drug should always be initi-

ated cautiously in postsympathectomy

patients and in patients receiving

ganglionic blocking agents, other

potent anti hypertensive drugs or

curare. Reduce dosage of concomitant

anti hypertensive agents by at least

one-half. Because of the possibility of

progression of renal damage, periodic

determination of the BUN is indicated.

Discontinue if the BUN rises or liver

dysfunction is aggravated. Hepatic

coma may be precipitated.

Electrolyte imbalance, sodium and/or

potassium depletion may occur. If

potassium depletion should occur dur-

ing therapy, the drug should be dis-

continued and potassium supplements

given, provided the patient does not

have marked oliguria.

Take special care in cirrhosis or severe

ischemic heart disease and in patients

receiving corticosteroids, ACTH, or

digitalis. Salt restriction is not

recommended.

Adverse Reactions: Nausea, gastric

irritation, vomiting, anorexia, consti-

pation and cramping, dizziness, weak-

ness, restlessness, hyperglycemia,

glycosuria, hyperuricemia, headache,

muscle cramps, orthostatic hypoten-

sion, which may be potentiated when
chlorthalidone is combined with bar-

biturates, narcotics or alcohol, aplastic

anemia, leukopenia, thrombocyto-

penia, agranulocytosis, impotence,

dysuria, transient myopia, skin rashes,

urticaria, purpura, necrotizing angiitis,

acute gout, and pancreatitis when i

epigastric pain or unexplained G.l. I

symptoms develop after prolonged
;

i

administration. Other reactions re-

ported with this class of compounds

include; jaundice, xanthopsia, pares-

thesia, and photosensitization.

Average Dosage: 50 or 100 mg. with

breakfast daily or 100 mg. every other

day.

Availability; White, single-scored tab- i

lets of 100 mg. and aqua tablets of 50

mg., in bottles of 100 and 1000.

(B)46-230-E

For full details, please see the

complete prescribing information.

Geigy Pharmaceuticals

Division of

Geigy Chemical Corporation

Ardsley, New York 10502 HV.
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PUBLICATION PRINTING . . .

NEWSPAPERS • MAGAZINES

ANNUALS • QUARTERLIES

BOOKLETS • BROCHURES

REPORTS • ROSTERS • PROGRAMS

HANDBOOKS • CATALOGUES

t

EDITORIAL ASSISTANCE • BINDING

ART DEPARTMENT • MAILING

Publishers Press, Inc. chCreio voiSt jr

1830 CURTIS DENVER 534-4257

Newton Optical

Company
Catering to

Medical Profession Patronage

309 1 6th Street

Denver 80202

Telephone

534-8714

ARTIFICIAL EYES
Plastic eyes and glass eyes

specially made to fit the most

difficult cases. An expert eye-

maker is in our office at all

times to give your patients the

satisfaction they must have.

In business since 1S06.

Write or phone for full details.

DENVER OPTIC COMPANY
330 University Bldg. • 16th and Champa • 825-0229

Denver, Colorado 80202

SPRING IS HERE-
SO ARE THE NEW FOALS

- - - What better way to spend an

hour or more. Any Saturday or Sunday

afternoon. You and your family are

cordially invited—the kids will never

forget it.

PARKER, COLORADO 80134

Lu and Burr Betts

Owners

Ranch: (303) 841-3204

Office: (303) 222-1861

SVz miles southeast

of Parker, Colorado

—use Hilltop Road (County Road #71

)
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Colorado Medical Society

OFFICERS 19C8-G9—Terms of Officers and Committeemen
expire at the Annual Session of the year indicated. Where no
year is indicated the term is for one year only and expires at

the 1969 Annual Session.

President: William M. Covode, Denver.

President-elect: John M. Wood, Englewood.

Vice President: Joseph S. Pollard, Colorado Springs.

Treasurer: Edward B. Liddle, Colorado Springs, 1971.

Constitutional Secretary: Marvin E. Johnson, Denver, 1969.

Delegates to the American Medical Association: Kenneth C.
Sawyer, Denver, Dec. 31, 1970 (Alternate: Robert E. McCurdy,
Denver): Harlan B. McClure, Lamar, Deceased, Dec. 13,

1968, (vacancy to be filled); (Alternate: Vernon B. Bolton,
Colorado Springs) ; Gatewood Milligan, Englewood, Dec. 31,

1969, (Alternate Ray G. Witham, Craig).

Speaker, House of Delegates: Robert G. Bosworth, Jr., Denver.

Vice Speaker, House of Delegates: Harlan B. Huskey, Fruita.

Foundation Advocate: James P. Rigg, Sr., Grand Junction.

Historian: Richard Whitehead, Denver.

Historian Emeritus: Bradford Murphey, Denver.

Scientific Editor for Colorado and Chairman of the Editorial
Board, Rocky Mountain Medical Journal: Douglas W.
Macomber, Denver.

Assistant Scientific Editor for Colorado, Rocky Mountain
Medical Journal: Carl H. McLauthlm, Denver.

Executive Secretary: Donald G. Derry, 1809 E. 18th Ave.,
Denver, Office Telephone 399-1222 (303)

.

Montana Medical Association

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Mark B. Listerud, Wolf Point

President-Elect: Oscar A. Swenson, Sidney

Vice-President: Richard L. Peterson, Hamilton
Secretary-Treasurer: John A. Newman, Butte

Assistant Secretary-Treasurer: Robert P. Yost, Missoula

Delegate to the A.M.A.: Herbert T. Caraway, Billings

Alternate Delegate to the A.M.A.: Robert W. Thometz, Butte

Executive Committee: Mark B. Listerud, Wolf Point, Chair-
man; Herbert T. Caraway, BUlings: John A. Newman, Butte;
Richard L. Peterson, Hamilton; Oscar A. Swenson, Sidney;
Robert P. Yost, Missoula; Robert W. Thometz, Butte; Alfred
M. Fulton, Billings; Albert L. Vadheim, Bozeman.
Scientific Editor, Rocky Mountain Medical Journal: Warren
D. Bowman, Jr., Billings

Associate Editor, Rocky Mountain Medical Journal: L. Russell
Hegland, Billings

Executive Secretary: L. Russell Hegland, 1236 North 28th St.,

(P. O. Box 1692) BUlings 59103. Office Telephone 259-2585

Nevada State Medical Association
OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Harry J. McKinnon, Jr., Las Vegas.

President-elect: V. A. Salvadorini, Reno.
Secretary-Treasurer: John P. Sande, Reno.
Delegate to A.M.A.: Leslie A. Moren, Elko.

Alternate Delegate to A.M.A.: Kenneth E. Turner, Las Vegas.
Immediate Past President: Richard A. Petty, Carson City.

Scientific Editor for Nevada, Rocky Mountain Medical Journal:
Harry J. McKinnon, Las Vegas.

Assistant Scientific Editor for Nevada, Rocky Mountain Medical
Journal: Wesley W. Hall, Reno.
Associate Editor, Rocky Mountain Medical Journal: Nelson B.
Neff, Reno.
Executive Secretary: Mr. Nelson B. Neff, 3660 Baker Lane,
Reno. Telephone 323:6788.

New Mexico Medical Society

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and
expires at the 1969 Annual Session.

President: Earl B. Flanagan, Carlsbad
President-Elect: Hugh B. Woodward, Albuquerque
Secretary-Treasurer: John D. Abrums, Albuquerque
Immediate Past-President: Emmit M. Jennings, RosweU
Speaker, House of Delegates: Ronald V. Dom, Albuquerque
Vice Speaker, House of Delegates: William J. Hossley, Deming
Delegate to A.M.A.: Allan L. Haynes, Clovis, January 1,

1967 to December 31, 1970

Alternate Delegate to A.M.A.: James C. Sedgwick, Albu-
querque, January 1, 1967 to December 31, 1968

Scientific Editor for New Mexico, Rocky Mountain Medical
Journal: Marcus J. Smith, Santa Fe
Assistant Scientific Editor for New Mexico: William S. Cur-
ran, Albuquerque.

Associate Editor, Rocky Mountain Medical Journal: Ralph R.
Marshall, Albuquerque
Executive Secretary: Mr. Ralph R. Mar^all, 3010 Monte
Vista Blvd., NE, Albuquerque; Telephone 265-8494, area code
505.

Utah State Medifial Association
OFFICERS 1968-69 — Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Homer E. Smith, Salt Lake City

President-elect: John H. Rupper, Provo
Secretary ’70: Alan E. Lindsay, Salt L.ake City

Treasurer ’69: Ralph C. Richards, Salt Lake City

Additional Trustees: Box Elder County Medical Society, W. R.
Merrell, Brigham City; Cache Valley Medical Society, Merrill
C. Daines, Logain; Carbon County Medical Society, Boy W.
Robinson, Fh-ice; Central Utah Medical Society, Gene E.
Speakman, Mt. Pleasant; Davis County Medical Society, Noali
Z. Tanner, Layton; Salt Lake County Medical Society, Russell
M. Nelson, Salt Lake City; Southeastern Utah Medical So-
ciety, Paul R. Mayberry, Moab; Southern Utah Medical So-
ciety, L. V. Broadbent, Cedar City; Uintah Basin Medical
Society, Terry M. Buxton, Roosevelt; Utah County Medical
Society, W. Doyle Cranney, Orem; Weber County Medical
Society, L. D. Nelson, Ogden.
Past President: Drew M. Petersen, Ogden
Delegate to AMA: Drew M. Petersen, Ogden
Alternate Delegate t® AMA: Merrill C. Daines, Logan
Chairman of the Board, Blue Shield of Utah: Wallace S.

Brooke, Salt Lake City.

Speaker, House of Delegates: J. Clare Hayward, Logan
Vice Speaker, House of Delegates: William R. Christensen.
Salt Lake City

Scientific Editor for Utah, Rocky Mountain Medical Journal:
Alan E. Lindsay, Salt Lake City.

Associate Editor, Rocky Mountain Medical Journal: Mr.
Hoyt W. Brewster, Salt Lake City.

Executive Secretary: Mr. HOyt W. Brewster. 42 South Fifth

Bast, Salt Lake City, telephone EL 5-7477.

Wyoming State Medical Society

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Henry N. Stephenson, Newcastle.

Pres dcnt-elcct: John J. Corbett, Casper.

Vice President: Fenworth M. Downing, Sheridan.

Secretary: William G. Erickson, Lander.

Treasurer: Duane M. Kline, Cheyenne.

Delegate to AMA: Harlan B. Anderson, Casper.

Alternate Delegate to AMA: Thomas A. Nicholas, Buffalo.

Speaker of the House: Roy W. Holmes, Casper.

Vice Speaker of the House: Goode R. Cheatham, Jr., Casper.

Scientific Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Francis A. Barrett, Cheyenne.

Associate Editor for Wyoming, Rocky Mountain Medical Jour-

nal: Mr. Arthur R. Abbey, Cheyenne.

Legal Counsel: Byron Hirst, Cheyenne.

Public Relations Consultant: Mr. Bill Anderson, Cheyenne.

Executive Secretary: Mr. Arthur R. Abbey, Cheyenne.
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Prompt, professional service 24 hours

a day, every day! A complete line of

hospital beds, wheelchairs, traction

equipment, oxygen, crutches, walkers,

commodes, lamps, whirlpools— every-

thing to help patients get well faster.

We Process MEDICARE
Equipment Claims

DENVER

733-5521

350 Broadway
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Modern facilities for the care, comfort, and rehabilitation of post-operative, long-term, or geriatric

patients. Adjacent to the Lovelace Clinic, Bataan Hospital, and the V.A. Hospital.

2441 Ridgecrest' Drive, S.E., Albuquerque, New Mexico 87108 • Telephone 505—265-8051
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WANT ADS

LICENSEID PHYSICIAN: Experienced or willing to leam Phase
I clinical testing of experimental drugs in a permanent

Research Unit operated by the University of Montana
Foundation. The Unit opened under full-time M.D. direction
in February, 1968, and there is now need for a full-time

Associate Medical Director. Regular 5-day work week with
outstanding fringe benefits. Salary negotiable to $24,000. Op-
portunity for University association. Contact James D. Moore,
M.D., Deer Lodge Research Unit, P.O. Box 149, Deer Lodge,
Montana 59722. 569-3-3

WANTED: G. P. to join Fort Morgan Medical Group, Fort
Morgan. Colorado 80701. Opportunity for full partnership.

Write: Box 369-2-6, Rocky Mountain Medical Journal, 1800

E. 18th Avenue, Denver, Colorado 80218. ^9-2-6

OUTSTANDING OPPORTUNITY FOR PEDIATRICIAN in

Broadmoor Skyway Area in Colorado Springs. One suite

still available in professional building now under construction.
Building oriented to children’s dental and medical care. Quality
building, ample parking. For information, contact Box 269-7-

4B, Rocky Mountain Medical Journal, 1809 E. 18th Avenue,
Denver, Colorado 80218, or phone (219) 484-6676. 269-7-4B

TWO 40-YEAR-OLD G. P.'s- with overly successful practice need
additional help. Near Glacier Park in an area that affords

excellent hunting, fishing, skiing, etc. Seeking M.D. capable and
interested in doing General Practice. Military obligations must
be completed. Are in position to make exceptional offer with
early partnership. Contact Drs. West and Markette, Box 196,

Cut Bank, Montana 59427. 469-1-2

GENERAL PRACTITIONER—desires physician with surgical
knowledge. Located in the Heart of World’s best hunting

and fishing, also wonderful skiing. Exceptional opportunity

—

could use two physicians immediately. Office space in hos-
pital building. Contact: S. A. Thomas, Administrator, Star
Valley Latter-day Saints Hospital, Afton, Wyoming 83110.

369-10-3B

WANTED: General Surgeon for association with an established
group near Denver. Opportunity for full partnership.

Write: Box 369-1-6, Rocky Mountain Medical Journal, 1809
E. 18th Avenue, Denver, Colorado 80218. M9-1-6

PATHOLOGY RESIDENCIES AND INTERNSHIPS available
in 600 bed general hospital. FuUy approved four year pro-

gram in anatomical and clinical Pathology. Average annual
specimens and tests—348,587. Interns—$6,300; residents—$8,100
up. Board and laundry. Charles B. Mitchell, M.D., Director
of Laboratories, Harris Hospital, 1300 West Cannon, Fort
Worth, Texas 76104. 169-7-12B

GENERALISTS, SPECIALISTS NEEDED desperately for solo
or associate practice in this medium sized delightful Great

Plains community. 50 bed modem hospital. Contact: B. S.
Bordman, M.D., Box 551, Lamar, Colorado 31052. Phone: (303)
336-7423. 269-5-TFB

ANESTHESIOLOGY RESIDENCIES available—FuUy approved
two year program in 600 bed general hospital Includes

neurosurgery, thoracic, and cardiovascular surgery. Annual
anesthetics administered—over 13,000. Stipend—$8,100 and
$9,300. Board and laundry. A. N. Heinrichs, M.D., Director,
Department of Anesthesia, Harris Hospital, 1300 West Can-
non, Fort Worth, Texas 76104. 169-8-12B

WANTED: A general practitioner to practice in a town of
10,000 with a new 110-bed hospital. Independent clinic with

$15,000 aimual salary plus free furnished office for six months.
Pleasant, stable community in northern Rocky Mountain area
with good schools and communications. Write: W. H. RandaU,
M.D., Miles City CUnic, Miles City, Montana 59301. 369-6-6

OPENING FOR GENERAL PRACTITIONER, internist and
pediatrician, 125-bed JCHA accredited hospital, new services

addition planned; new Rehab center; on I-80S; 125 miles N.E.
Denver: all skiing 3-5 hours, on mainline UPRR Denver-
Chicago. Write or call. Dr. Dirk Timmermans, 615 Fairhurst,
Sterling, Colorado 80751. 569-7-3

31-YEAR-OLD INTERNIST seeking private or clinic practice
opportunity in Denver area. 3 years residency internal

medicine; one year fellowship chest disease; consultant
physician TB control in Wayne County Health Department;
j,!....! iiiwUuiuc un^veroiiy of IVLcnigan Medical Center.
Taking internal medicine boards September, 1969. Contact:
John C. Hall, M.D., 29 Chcules Lane, Pontiac, Michigan 48053.

569-8-lB

CENTRALLY LOCATED
For the medical and dental professions

REPUBLIC BUILDING CORPORATION

Here, in the heart of ciown-

town Denver, the Republic Build-

ing is the best-known Medical-

Dental Center in the Rocky
Mountain West, complete with

24-hour operation, X-ray; patho-

logical and dental laboratories,

pharmacy, drug and supply

stores.

With the completion of the

new 500-car, self-service parking

facility, the Republic Building

—

designed and operated for the

medical and dental professions

—

offers the ultimate in patient-con-

venience and medical facilities.

Space is available. Ask for

illustrated brochure.

1624 TREMONT PLACE, DENVER, COLORADO 80202
PHONE 534-5271

aisssi
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COMMUNITY OF 20,000, 35 miles north of Denver in need

of a GP, Urologist and Orthopedic Surgeon. Contact: Box
569-9-1, Rocky Mountain Medical Journal, 1809 E. 18th

Avenue, Denver, Colorado 80218. 569-9-1

SOUTHEAST DENVER—Doctor and Dentist offices available.

2,000 sq. ft. Pavlakis and Company. Phone: 757-6441.

569-1-lB

SPACE FOR RENT—Opportunity for good ophthalmology
practice in established medical center in center of popula-

tion in community of 50,000. Modern new medical building

approximately 1,000 square feet; will partition to suit tenant.

Contact: Donald Schiff, M.D., Littleton Medical Center, 1950

West Littleton Boulevard, Littleton, Colorado 80120. 569-2-2B

OPENINGS FOR TWO INTERNISTS for Medical Service of

active 127-bed GM&S Hospital in city of 52,000. Recreation

facilities and schools excellent; nine colleges within hundred-
mile radius. Pleasant climate and ideal living conditions.

Salary based on qualifications; excellent fringe benefits. Licen-

sure in one of the 50 States is required. Inquire: Chief of

Staff, VA Center, 2360 E. Pershing Blvd., Cheyenne, Wyo-
ming 82001, an equal opportunity employer. 569-4-2B

PSYCHIATRIST OR INTERNIST with extensive experience
in psychiatry. Must have administrative background. Chief

of Geriatrics Division. Two 25-bed units providing full range
of transitional services in community oriented program.
Emphasis on short-term treatment with utilization of extra-

mural facilities. $21,000-$25,500. Write: Samuel B. Schiff, M.D.,
Fort Logan Mental Health Center, 3520 West Oxford, Denver,
Colorado 80236. 569-5-lB

FOR RENT—1,800 sq. ft. in new but established professional
building with ample parking area. Presently set up for

two men. Located on Ralston Road in Arvada, Colorado.
Phone 424-4567 for additional information. 569-6-lB

GRADE A PASTEURIZED

COAT-MILK AND YOGHURT

CAPRICORN
THE ONLY APPROVED AND LICENSED

GOAT DAIRY IN COLORADO

Vi Mile N of Berthoud on Hi-way 287

JACK DELEEUW Phone

Owner and Operator 532-2969

HOSPITAL

LIFE

DISABILITY

•

GROWING
WITH THE

ELEVEN

WESTERN STATES

THE EMORY JOHN BRADY HOSPITAL
401 Southgate Road COLORADO SPRINGS, COLORADO 80906 MElrose 4-8828

E. JAMES BRADY, M.D., Medical Director

For the care and treatment of Psychiatric disorders.

Individual and Group Psychotherapy and Somatic Therapies.

Occupational, diversional and outdoor activities.

X-ray, Clinical Laboratory and Electroencephalography.

CAMPBELL F. RICE, Superintendent

Francis A. O’Donnell, M.D.
Robert W. Davis, M.D.
Richard L. Conde, M.D.
Gilbert 0. Horn, M.D.
Paul A. Draper, M.D.
Charles W. McQellan, M.D.
James E. Edwards, M.D.
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ACHROMYCIN" V
TETRACYCLINE HCI

481D-9

BROADMOOR
yourselves

for the pure
pleasure of it all!

Discover America's finest resort facilities,

dining and accommodations, here within

5,000 acres of enjopent at the gateway

to the Colorado Rockies.

EROADMOOR
Colorado Springs, Colorado

R
Here’s a

prescription

for real

peace of mind!

Colorado Medical Society's

Disability Income Plan!

This remarkable plan has been specially designed to

offer you real peace of mind security against the

possible loss of your income due to o sickness or

accident.

PAYS up to $1,0@6.00 e month when you're sick or

hurt and can't work. This is TAX-FRIE cash to

spend as you see fit — an income you and your

family con count on to meet those bills that keep

coming in whether you're able to work or not.

For complete details on this remarkable plan under-

written by Mutual of Omaha and endorsed by your

Society, complete and mail the coupon below today.

UNDERWRITTEN BV

Mutual
ri3niflha.^L/

The Cttmpanij thatpa^s

• Life Insurance Affiliate: United of Omaha

MUTUAL OF OMAHA INSURANCE COMPANY
HOMF OFFICE: OMAHA. NEBRASKA

I Vincent Anderson Agency

j
Mutual of Omaha

I
2nd Floor, Roilwoy ixehange Bldg.

I Denver, Colo. 80202
I

I Please rush me full details on the Colorado Medical Society's

j
Disability Income Protection Plan.

Nome
I

I Address
I

I
City State ZIP

4-5-6-89
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Medical Conference
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Nose clear as awhistle
(THANKS TO DIMETAPP*)

Dimetapp Extentabs® does an outstanding job of helping to

clear up the stuffiness, drip and congestion of colds and upper

respiratory allergies and infections. Each Extentab keeps

working up to 12 hours. And for most patients drowsiness or

overstimulation is unlikely. Try Dimetapp. It clearly works.

UP TO 12 HOURS CLEAR BREATHING ON ONE TABLET

DimetappExtentabs"
Dimetane® (brompheniramine maleate), 12 mg.; phenylephrine

HCl, 15 mg.; phenylpropanolamine HCl, 15 mg.

FOR UPPER RESPIRATORY ALLERGIES AND INFECTIONS

Indications: Dimetapp is indicated for symptomat-
ic relief of the allergic manifestations of respira-

tory illnesses, such as the common cold and bron-

chial asthma, seasonal allergies, sinusitis, rhinitis,

conjunctivitis, and otitis.

Contraindications: Hypersensitivity to antihista-

mines. Not recommended for use during pregnancy.
Precautions: Until patient’s response has been de-

termined, he should be cautioned against engag-

ing in operations requiring alertness. Administer
with care to patients with cardiac or peripheral

vascular diseases or hypertension.

Side Effects: Hypersensitivity reactions including

skin rashes, urticaria, hypotension and thrombo-
cytopenia, have been reported on rare occasions.

Drowsiness, lassitude, nausea, giddiness, dryness

of the mouth, mydriasis, increased irritability or
excitement may be encountered.
Dosage: 1 Extentab morning and evening.

Supplied: Bottles of 100 and 500.
A.H. ROBINS COMPANY
RICHMOND. VA. 23220
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Lactinex
TABLETS & GRANULES

to help restore and stabilize

the intestinal flora

for fever blisters and canker
sores of herpetic origin

Lactinex contains both Lactobacillus acidophilus and

L. bulgaricus in a standardized viable culture, with the

naturally occurring metabohc products produced by

these organisms.

Lactinex has been shown to be useful in the treat-

ment of gastrointestinal disturbances, and for relieving

the painful oral lesions of fever blisters and canker

sores of herpetic origin.^>2'®>4>®'®'’^'8

No untoward side effects have been reported to date.

Literature on indications and dosage available on

request,

HYNSON, WESTCOTT & DUNNING, INC.

Baltimore, Maryland 21201

(LX-QS)

References:

(1) Siver, R. H.: CMD, 21:109, September 1954. (2) Frykman, H. H.: Minn. Med.,
38:19-27, January 1955. (3) McGivney, J.: Tex. State Jour. Med., 51:16-18, January
1955. (4) Quehl, T. M.: Jour, of Florida Acad. Gen. Prac., 15:15-16, October 1965.

(5) Weekes, D. J.: N.Y. State Jour. Med., 58:2672-2673, August 1958. (6) Weekes,
D. J.: EENT Digest, 25:47-59, December 1963. (7) Abbott, P. L.: Jour. Oral Surg.,
Anes., & Hosp. Dental Serv., 310-312, July 1961. (8) Rapoport, L. and Levine, W. I.:

Oral Surg., Oral Med. & Oral Path., 20:591-593, November 1965.
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Picture of

low back pain

Parafon Forte tablets help to relieve pain,

restore mobility. . . stop pain-spasm feedback

by providing

:

a nonsalicylate analgesic equal to aspirin for the relief

of pain,i’2 yet unlikely to produce the irritation to the

gastric mucosa so often associated with salicylate

therapy^

and a skeletal muscle relaxant shown to have up to a

6-hour span of action^... to retain effectiveness even

on continued administration^... but not likely to have

the central effects of tranquilizing compounds.®

Prescribe Parafon Forte for effective spasmolysis

and analgesia in sprains, strains, myalgias, low back

pain, bursitis and other musculoskeletal disorders.

Your patients will appreciate the restored comfort

and freedom of movement it usually provides.

treated with
Parafon Forte®ABLETs

Paraflex® (chlorzoxazone)* 250 mg.

Tylenol® (acetaminophen) 300 mg.

Contraindications; Sensitivity to either component. Precautions:

Exercise caution in patients with known allergies or history of

drug allergies. If a sensitivity reaction or signs or symptoms sug-

gestive of liver dysfunction are observed, the drug should be

stopped. Adverse Reactions; Occasionally, drowsiness, dizziness,

lightheadedness, malaise, overstimulation or gastrointestinal

disturbances may be noted; rarely, allergic-type skin rashes,

petechiae, ecchymoses, angioneurotic edema or anaphylactic

reactions. In rare instances, Paraflex (chlorzoxazone) may pos-

sibly have been associated with gastrointestinal bleeding. While
Paraflex (chlorzoxazone) and chlorzoxazone-containing prod-

ucts have been suspected as being the cause of hepatic toxicity

in approximately eighteen patients, it was not possible to state

that the dysfunction was or was not drug induced. Usual Adult

Dosage; Two tablets q.i.d. Supplied; Scored, light green tablets,

imprinted “McNEIL”— bottles of 100.

References: 1. Batterman, R. C., and Grossman, A. J.: Fed. Proc. 1^:316,

1955. 2. Goodman, L. S., and Gilman, A., ed.: The Pharmacological Basis of
Therapeutics, ed. 3, New York, The Macmillan Company, 1965, p. 331. 3. Roth,

J. L. A., et al.; Gastroenterology

I Tfc T^TTKl TTT l
1963. 4. Berman, H. H., et al.-. Dis. Nerv.

I Ij I Syst. 25:430, 1964. 5. Friend, D. G.: Clin.

Pharmacol. Ther. 5:871, 1964.

MCNEIL LABORATORIES, INC., FT. WASHINGTON, PA. 19034 «U.S. PATENT NO. 2,895,877





Because today’s
skin problems

areharderto hide...

and plain topical steroids,
like bikinis, often don’t

provide adequate coverage
improve therapeutic

prospects with
Vioform-Hydrocortisone
(iodochlorhydroxyquin and hydrocortisone)

antifungal. ..antibacterial...

anti-inflammatory. ..antipruritic

Today's “mini” styles and maximum skin exposure lend urgency to

your need for effective dermatologic preparations. Of these,

plain topical steroids enjoy wide use. But certain common skin disorders—

those of fungal or bacterial origin, and skin lesions with secondary
infections—require more comprehensive therapy, in fact, plain topical

steroids are contraindicated as sole therapy in these cases. That's

why so many doctors prescribe Vioform-Hydrocortisone. This

combination provides the anti-inflammatory and antipruritic benefits

of hydrocortisone . .
.
plus antibacterial and antifungal actions.

For prescribing information, please see following page.

C I B A
CIBA Pharmaceutical Company, Summit, N.J.



Vioforms
Hydrocortisone
(iodochlorhydroxyquin
and hydrocortisone)

antifungal...

antibacterial...

anti-inflammatory...
antipruritic

Indications: Most acute and chronic skin

disorders (consult product literature).

Contraindications: Should not be used

in the eye, or topically in the presence of

tuberculosis, vaccinia, varicella, or other

viral skin conditions.

Precautions: May prove irritating to sen-

sitized skin in rare cases. If this occurs,

discontinue therapy. May stain. If used
under occlusive dressings or for a pro-

longed period, watch for signs of pitui-

tary-adrenal axis suppression. May inter-

fere with thyroid function tests. Wait at

least one month after discontinuance of

therapy before performing these tests.

The ferric chloride test for phenylketo-

nuria (PKU) can yield a false positive result

if Vioform is present in the diaper or urine.

Adverse Reactions: Rare: local burning,

irritation, itching. May cause striae at

site of application when used for long

periods in intertriginous areas.

Dosage; Apply a small amount to af-

fected areas 3 or 4 times daily.

Supplied: Cream, 3% iodochlorhydroxy-

quin and 1% hydrocortisone in a water-

washable base containing stearyl

alcohol, spermaceti, petrolatum, sodium
lauryl sulfate, and gylcerin in water;

tubes of 5 and 20 Gm. Ointment, 3%
iodochlorhydroxyquin and 1% hydro-
cortisone in a petrolatum base; tubes of

5 and 20 Gm. Lotion, 3% iodochlorhy-

droxyquin and 1% hydrocortisone in a

water-washable base containing stearic

acid, cetyl alcohol, lanolin, propylene

glycol, sorbitan trioleate, polysorbate 60,

triethanolamine, methylparaben, propyl-

paraben, and perfume Flora in water;

plastic squeeze bottles of 15 ml.

Economical Forms for Less Severe
Dermatoses; Mild Cream, 3% iodochlor-

hydroxyquin and 0.5% hydrocortisone in

a water-washable base containing
stearyl alcohol, spermaceti, petrolatum,

sodium lauryl sulfate, and glycerin in

water; tubes of V2 and 1 ounce. Mild
Ointment, 3% iodochlorhydroxyquin and
0.5% hydrocortisone in a petrolatum
base; tubes of V2 and 1 ounce. 2/3941MB

C I B A

The Southern Utah Medical Society and the

Utah Oto-Ophthalmology Society

Cedar City, Utah

July 31-August 2, 1969

July 31, 1969

Dinner at the Homespun in Leeds—6:00 p.m.

Love’s Labour Lost—8:30 p.m., Southern Utah
State College

August 1, 1969

In the Music Center of Southern Utah State

College

The Lacrimal Apparatus and its Treatment

Lester T. Jones, MD—Portland, Oregon

Techniques and Principles of Wound Repair

T. Ray Broadbent, MD—Salt Lake City, Utah

Current Concepts of the Mechanism and
Treatment of Shock

Hiroshi Kuidi, MD—Salt Lake City, Utah

Current Evaluation and Treatment of Diabetic

Retinopathy

Lemuel T. Moorman, MD—Denver, Colorado

Cosmetic Surgery

T. Ray Broadbent, MD

Management of Acute Injuries of the Hand

T. Ray Broadbent, MD

Mechanism, Pathophysiology and Management
of Congestive Heart Failure

Hiroshi Kuida, MD

The Treatment of Obstructions in the Lacrimal

Excretory Ducts

Lester T. Jones, MD

Comparison of Various Types of Color Fluor-

escein Photography

Lemuel T. Moorman, MD

August 2, 1969, Saturday, Golf or sightseeing.

Othello, 8:30 p.m. Southern Utah State College.

The Utah Shakespearean Festival is being pre-

sented in Cedar City on the campus of Southern

Utah State College, under the stars from July 17

through August 9.

CIBA Pharmaceutical Company, Summit, N.J. Rocky Mountain Medical Journal



Correction Notice! !

Montana Medical Association Annual Session

Finlen Hotel—Butte, Montana

September 10-12, 1969

Congress of County Medical Societies

Denver Hilton Hotel—Denver, Colorado

June 20-22, 1969

The Congress of County Medical Societies will

sponsor a two-day Symposium on Private Practice

in conjunction with its 1969 general membership
meeting in Denver, June 20-22.

The program will include papers and panel

discussions on the following subjects:

Friday, June 20

Trends in the Blue plans and their effects on the

physician. The influence of fiscal intermediaries on
fees. Health facilities planning. The results of the

British National Health Service.

Saturday, June 21

The role of solo practice. Private (fee for serv-

ice) group practice. The business aspects of private

group practice. Medical politics—the PAC move-
ment. Hospital encroachment into medical prac-

tice. Opportunities and pressures facing the future

physician.

Sunday, June 22 -

The role of the county medical society in;

Comprehensive health planning; peer (quality)

review; utilization of services. Incorporation for the

private practicing physician—advantages and dis-

advantages.

For more information concerning this meeting,

write Congress of County Medical Societies, P. O.

Box 74571, Terminal Annex, Los Angeles, Califor-

nia 90054.

Laryngology and Bronchoesophagology
Chicago, Illinois

November 3-14, 1969

The Department of Otolaryngology of the Illi-

nois Eye and Ear Infirmary and the College of

Medicine of the University of Illinois at the Med-
ical Center, will conduct a postgraduate course in

Laryngology and Bronchoesophagology from No-
vember 3 through 14, 1969. This course is limited

to 15 physicians and will be imder the direction

of Paul H. Holinger, MD. It will be held largely

at the new Illinois Eye and Ear Infirmary, 1855

West Taylor Street, Chicago, and will include

visits to a number of Chicago hospitals. Instruction

will be provided by means of animal demonstra-
tions and practice in bronchoscopy and esopha-

goscopy, diagnostic and surgical clinics, as well

as didactic lectures.

Interested registrants will please write directly

to the Department of Otolaryngology, College of

Medicine, University of Illinois at the Medical

Center, Postoffice Box 6998, Chicago, Illinois 60680.

Glacier Park, Montana Radiologic Symposium
Glacier Park Lodge—East Glacier, Montana

July 22-25, 1969

Tuesday, July 22
Selected films to stimulate comradeship

Wednesday, July 23
Radiologic Aspects of Cranial Configuration

Malignancy in Gastric Ulcer

Pulmonary Thrombo-embolism

Technique of Examination of the Paranasal
Sinuses, Facial Bones and Base of the Skull

with Normal Anatomy and Variations

An Aggresive Approach to the Study of Sus-
pected Small Intestinal Obstruction Using
Barium Sulfate Suspensions

«

Thursday, July 24
Plain Film Diagnosis of Congenital Heart Dis-

ease in the Newborn
Asymptomatic Cancer of the Lung

New Horizons in Chest Disease

The Value of Bronchography in the Differential

Diagnosis of Bronchopulmonary Disease

Examples of the Value of Anatomical Minutiae
and Evaluation of Disease of the Paranasal

Sinuses and Facial Bones

Friday, July 25
Roentgen Aspects of the Thoraco-abdominal

Distress in the Newborn
Diagnostic Accuracy of Barium Enema Study

in Carcinoma of the Colon

Emergencies in the X-ray Department

Facial and Paranasal Sinus Tumors, Fibrous

Displasia, Miscellaneous Diseases

Fundamental Approach to Myelographic Dif-

ferential Diagnosis

Guest Speakers

:

John A. Campbell, MD, Professor and Chair-

man, Dept, of Radiology, Indiana University

William R. Christensen, MD, Professor and
Chairman, Dept, of Radiology, University of

Utah

Robert N. Cooley, MD, Professor and Chairman,

Dept, of Radiology, University of Texas

John Wm. Fries, MD, Radiologist, St. Louis,

Missouri

Sidney W. Nelson, MD, Professor and Chair-

man, Dept, of Radiology, Ohio State Univer-

sity

Registration fee—-$25.00
Additional information may be obtained from
Drs. Francke, Agnew, Anderson, 1231 North 29th

Street, Billings, Montana 59101.

for June 1969 7



now
she can
cope^**

thanks to

Butiisol...
ISOOlUM eUIABARBIIAll

the ^^daytime sedative’^ for

everyday situational stress

When stress is situational—environmental pressure,

worry over illness—the treatment often calls for an
anxiety-allaying agent which has a prompt and
predictable calming action and is remarkably well

tolerated. Butisol Sodium (sodium butabarbital)

meets this therapeutic need.

After 30 years of clinical use i i i still a first choice

among many physicians for dependability, safety and
economy in mild to moderate anxiety.

Contraindications: Porphyria or sensitivity to

barbiturates.

Precautions: Exercise caution in moderate to severe

hepatic disease. Elderly or debilitated patients may
react with marked excitement or depression.

Adverse Reactions: Drowsiness at daytime sedative

dose levels, skin rashes, “hangover” and systemic

disturbances are seldom seen.

Warning: May be habit forming.

Usual Adult Dosage: As a daytime sedative,

15 mg. (H gr.) to 30 mg. (3^ gr.) t.i.d. or q.i.d*

Available for daytime sedation: Tablets, 15 mg. (M gr.),

30 mg. {H gr.); Elixir, 30 mg. per 5 cc. (alcohol 7%).

BUTICAPS® [Capsules Butisol Sodium (sodium butabarbital)]

15 mg. Oi gr.), 30 mg. 0^ gr.).

( McNEIl

)

McNeil Laboratories, Inc., Fort Washington, Pa,



In selected cases of rheumatoid arthritis

with acute symptoms

Response to Is often improved.
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Many patients with acute rheumatoid

arthritis or acute episodes of chronic

rheumatoid arthritis can be controlled

by increasing the dosage 25 mg per
day (to the allowable maximum) until

the episode subsides; the dosage
should then be reduced gradually to

maintenance levels. Few requir'fe the

maximum (175=200 mg).

In the event the patient develops ad-

verse effects, dosage should be re-

duced to tolerated levels for 2 or 3

days and then gradually increased by

25 mg every few days as tolerated.

G.l. effects may be minimized by giv-

ing INDOCIN with food, antacids, or

immediately after meals.

Now in two strengths
25 mg and 50 mg

lli
Actual Size

(imMielhaelnlMSD)

IMPORTANT NOTE; INDOCIN (Indomethacin,

MSD) cannot be considered a simple anal-

gesic and should not be used in conditions

other than those recommended under Indi-

cations. The drug should not be prescribed

for children because safe conditions for

use have not been established.

CONTRAINDICATED;

• in aspirin-sensitive asthmatics

• during pregnancy or lactation

• in children

• INDOCIN may mask the signs and symp-
toms of peptic ulcer and may cause ulcera-

tion or irritation of the G.l. tract. Therefore,

do not give in active peptic ulcer, gastritis,

regional enteritis, ulcerative colitis, and
use vtfith caution if there is a history of
these disorders.

For additional prescribing information,

please see following page.



In selected cases

of rheumatoid arthritis

with acute symptoms

Response to

INDOCIN
(IndometliacinlMSD)

is often improved

bysteppinp up

dosage daiiy

untii a satisfactory

resuit is obtained

rarely,

patients need

some

patients need

many

patients need

initial therapy

IMPORTANT NOTE: INDOCIN (Indomethacin, MSD) cannot be con-

sidered a simple analgesic and should not be used in conditions

other than those recommended under Indications. The drug

should not be prescribed for children because safe conditions for

use have not been established.

Indications: For the symptomatic treatment of rheumatoid arthri-

tis, rheumatoid (ankylosing) spondylitis, degenerative joint dis-

ease (osteoarthritis) of the hip, and gout.

Contraindications: INDOCIN may mask the signs and symptoms of

peptic ulcer and may itself cause peptic ulceration or irritation

of the G.l. tract. For these reasons it should not be given to pa-

tients with active peptic ulcer, gastritis, regional enteritis, or

ulcerative colitis (use with caution if there is history of these dis-

orders); aspirin-sensitive asthmatics. Safe use during pregnancy
or during lactation has not been established. Should not be pre-

scribed for children because safe conditions for use have not

been established. In a few cases of severe juvenile rheumatoid
arthritis receiving INDOCIN along with other drugs, severe re-

actions, including fatalities, have been reported.

Warnings: Patients who experience dizziness, lightheadedness, or

feelings of detachment on INDOCIN should be cautioned against

operating motor vehicles or machinery, climbing ladders, etc. Use
cautiously in patients with psychiatric disturbances, epilepsy, or

parkinsonism since it may aggravate these conditions.

Precautions: Use cautiously in patients with a history of peptic

ulcer, gastritis, regional ileitis, or ulcerative colitis because of

its potential for causing G.l. bleeding. May cause single or mul-
tiple ulceration of the esophagus, stomach, duodenum, or small

intestine, and, in a few instances, severe bleeding and perfora-

tion with a few fatalities have been reported. May potentiate the

ulcerogenic effect of steroids, salicylates, or phenylbutazone.
Gastrointestinal bleeding with no obvious ulcer formation has
also been noted; the drug should be discontinued if G.l. bleeding

occurs. As a result of obvious or occult G.l. bleeding, some pa-

tients may manifest anemia, and for this reason periodic hemo-
globin determinations are recommended. G.l. effects may be
minimized by giving the drug with food or with antacids or im-

mediately after meals. In common with other drugs that have
anti-inflammatory, analgesic, and antipyretic properties, indo-

methacin may mask the signs and symptoms of infection; avoid

undue delay in initiating appropriate treatment of the infection;

use cautiously in patients with existing, but controlled, infec-

tions. As with any new drug, patients should be followed care-

fully to detect unusual manifestations of drug sensitivity.

Adverse Reactions: Starting therapy with low doses, with grad-
ual increases when necessary, will minimize adverse reactions.

Central Nervous System; Most commonly, headache (usually more

severe in morning), dizziness, and lightheadedness; infrequently

observed reactions include mental confusion, drowsiness, con-

vulsions, coma, depression, and other psychic disturbances,

such as depersonalization; CNS effects are often transient and
frequently disappear with continued treatment or reduced dos-

age. The severity of these effects may occasionally require ces-

sation of therapy. Gastrointestinal

:

Most commonly, nausea,

anorexia, vomiting, epigastric distress, abdominal pain, and
diarrhea; others that may develop are ulceration, single or mul-

tiple, of esophagus, stomach, duodenum, or small intestine, in-

cluding perforation and hemorrhage with a few fatalities having

been reported; G.l. bleeding without obvious ulcer formation,

increased abdominal pain in patients with preexisting ulcerative

colitis; less commonly, stomatitis; gastritis; bleeding from the

sigmoid colon, occult In type or from a diverticulum, and per-

foration of preexisting sigmoid lesions (diverticulum, carcinoma);

G.l. reactions not known definitely to be attributable to indo-

methacin include development of ulcerative colitis and of regional

ileitis. Hepatic: Rarely, jaundice and hepatitis. Cardiovascular-

Renal; Infrequently, edema, elevation of blood pressure, and
hematuria. Dermatologic-Hypersensitivity: Infrequently, pruritus,

urticaria, angioneurotic edema, angiitis, skin rashes, loss of hair,

and acute respiratory distress including sudden dyspnea and
asthma. Hematologic; Infrequently, leukopenia, purpura, and
thrombocytopenia; rarely, agranulocytosis and bone marrow de-

pression have been reported, but a definite relationship to the

drug has not been established; since some patients may mani-

fest anemia secondary to obvious or occult G.l. bleeding, periodic

hemoglobin determinations are recommended. Eye-Ear: Infre-

quently, tinnitus, blurred vision, hearing disturbance, and orbital

and periorbital pain. Miscellaneous; Rarely, vaginal bleeding,

hyperglycemia, and glycosuria.

Supplied: Capsules containing 25 mg indomethacin each, in bot-

tles of 100 and 1000;

capsules containing

50 mg indomethacin
each, in bottles of 100.

For more detailed in-

formation, consult your

Merck Sharp & Dohme
representative or see

the package circular.

® MEBCK SHARPS DOHME Division of Merch & Co Inc West Pa 19486

WHERE TODAYS THEORY IS TOMORROWS THERAPY

25 mg

ACTUAL SIZE

Now in two strengths
\

2a

Hi
50 mg



the
thousandth
teaspoonful
Peptic ulcer patients find

the thousandth dose of

this antacid as effective

’^Optimal neutralization—provided by the combination of aluminum and mag-
nesium hydroxides.

Unfailing good taste—confirmed by 87.5% of 104 patients in one study, after

I a total of 20,459 documented days on Myianta Liquid or tablets.

Concomitant relief of G. I. gas distress—provided by the proven antiflatulent

action of simethicone.2

Dosage: One or two tablets (well chewed or allowed to dissolve in the mouth); one or two teaspoonfuls

to be taken between meals and at bedtime, or as directed by physician.

Relerences: 1. Danhof, I. E.: Report on file. 2. Hoon, J. R.: Arch. Surg. 93:467 (Sept.) 1966.

Mylantd
#LlOUID/TABLETS
aluminum and magnesium hydroxides plus simethicone

Stuart I Division/ATLAS CHEMICAL INDUSTRIES, INC./Pasadena, Calif. 91109

11



But before you prescribe Pertofrane
,
please see

the full prescribing information and especially

note Contraindications, Precautions, Warning,

Adverse Reactionsand Dosage. A brief summary
of that information is included here.

Pertofrane*desipramine hydrochloride

Indications : For relief of depression.

Contraindications : Do not use drugs of the

M.A.O.I. class with Pertofrane. Hyperpyretic

crises or severe convulsive seizures may occur;

potentiation of adverse effects can be serious or

even fatal. When substituting this drug in pa-

tients receiving an M.A.O.I., allow an interval of

at least 7 days. Initial dosage in such patients

should be low and increases should be gradual

and cautiously prescribed.

Warning : Activation of psychosis may occasion-

ally be observed in schizophrenic patients. Do
not use in patients under 1 2 years old, and do not

use in women who are or may become pregnant

unless the clinical situation warrants the poten-

tial risk.

Precautions : Careful supervision and protective

measures for potentially suicidal patients are

necessary. Discontinuation of therapy or adjunc-

tive useof a sedativeortranquilizer may be neces-

sary in the presence of increased anxiety or agita-

tion, hypomania or manic excitement. However,

phenothiazines may aggravate the condition.

Atropine-like effects may be more pronounced
(e.g. paralytic ileus) in susceptible patients and in

those receiving anticholinergic drugs (including

antiparkinsonism agents). Carefully observe pa-

tients with increased intraocular pressure. Pre-

scribe cautiously in hyperthyroid patients and in

those receiving thyroid medications. Cardio-

vascular complications (myocardial infarction

and arrhythmias) are potential risks since they

have Qccasionally occurred with imipramine,

the parent compound. Desipramine may block

the pharmacologic activity of guanethidine and
related adrenergic neuron-blocking agents. Hy-

pertensive episodes have been observed during

surgery in patients on desipramine therapy.

Before prescribing the drug, the physician should

be thoroughly familiar with prescribing informa-

tion, with the literature, with all adverse reac-

tions, with the diagnosis and management of de-

pression, and with the relative merits of all meas-

ures for treating the condition.

Adverse Reactions : Dry mouth, constipation,

disturbed visual accommodation, anorexia, per-

spiration, insomnia, drowsiness, dizziness, head-

ache, nausea, epigastric distress, and skin rash

(including photosensitization) may appear. Since

orthostatic hypotension has occurred, carefully

observe patients requiring concomitant vasodi-

lating therapy, particularly during the initial

phases. Other adverse reactions include tachy-

cardia, changes in EEG patterns, tremor, falling,

mild extrapyramidal activity, neuromuscular in-

coordination, epileptiform seizures. A confu-

sional state (with such symptoms as hallucina-

tions and disorientation) occurs occasionally and

may require reduced dosage or discontinuance

of therapy. Rarely, transient eosinophilia, slight

elevation in transaminase levels, transient jaun-

dice, or liver damage have occurred. If abnormal-

ities occur in liver function tests, discontinue

drug and investigate. Occasional hormonal ef-

fects, particularly decreased libido or impotence

and instances of gynecomastia, galactorrhea

and female breast enlargement have been ob-

served. Urinary frequency or retention may
occur. Thedrug should bediscontinued if agranu-

locytosis, bone marrow depression, jaundice,

thrombocytopenia, or purpura occur.

Dosage : 25 to 50 mg. t.i.d. The maximum daily

dose IS 200 mg. Continue maintenance dosage

for at least 2 months after obtaining satisfactory

response. Generally, elderly and adolescent pa-

tients should be given low doses.

Availability : Pink capsules of 25 mg. in bottles of

100 and 1000. (B)46-530-E

For complete details, please see the prescribing

information .

Geigy Pharmaceuticals

Division of Geigy Chemical Corporation

Ardsley, New York 10502

What makes

A man?
Another woman?
Three kids?

No kids at all?

Wrinkles?

You name it.

Is she
truly depressed?

Is that why she lets go
in your office?

You comfort her.

Talk to her.

And, if she is depressed,
consider Pertofrane.

Because

in 3 to 5 days

she can often begin

to cope,

work,

maybe play,

even enjoy.

Pertofrane®
desipramine hydrochlorid

In depression...

when words are not enou^







J7ew ^onnar,
analgesicCW\ ^psea/s^

i^oiisteJ
(mefenamic

acid),
Parke-Davis

r'

for help in control ofacute pain ofmild to

moderate severity ordinarily not

requiring the use ofnarcotics

PONSTEL—INDICATIONS: PONSTEL (mefenamic acid) is indicated for short-term

administration, not exceeding seven days, for relief of pain in conditions ordinarily not

requiring the use of narcotics. PONSTEL-A SINGLE ENTITY: PONSTEL is a single

entity with a single indication— pain. The analgesic activity of PONSTEL has been
demonstrated in pharmacologic studies, clinical trials, and widespread clinical use.

PONSTEL-EFFECTIVE IN CLINICAL TRIALS: PONSTEL has been effectively

used in the control of back pain, headache, muscular aches and sprains, bursitis, and pain

of miscellaneous origin.

Contraindications: PONSTEL is contraindicated in patients with intestinal ulceration. The use of
PONSTEL in women of childbearing potential is contraindicated. It should not be given to children

under 14 years of age until the pediatric dose has been established.

Warning: If diarrhea occurs, the drug should be promptly discontinued. The patient so affected is

usually unable to tolerate the drug thereafter.

Precautions: Administer with caution in patients with abnormal renal function or inflammatory disease

of the gastrointestinal tract. Withdraw the drug promptly if rash occurs. Use with caution in known
asthmatics (see Adverse Reactions) .

Adverse Reactions: Complaints are dose-related, being more frequent with higher doses. Associated
side effects were relatively mild and infrequent in clinical studies with doses up to 1,500 mg. per day.

Most frequently reported side reactions in 3,205 observations on 1,985 subjects over a period of from
1 to 238 days were drowsiness (43 subjects), nausea (41), dizziness (32), nervousness (28), gastro-

intestinal discomfort (28), and headache (7). There were single reports of vomiting, facial edema,
dyspnea, urticaria, and insomnia, and two instances each of diarrhea, blurred vision, gas, and perspira-

tion. Mild toxicity to the renal, hepatic, and hematopoietic systems was evidenced by lowering of

hemoglobin, hematocrit, and leukocyte count; occasional eosinophilia; red and white cells and albumin
in urine. It is recommended that hematopoietic, renal, and hepatic function studies be done. There
have been single unconfirmed reports of agranulocytosis, thrombocytopenic purpura, and megaloblastic

anemia. Other side effects included central nervous system symptoms (unsteadiness and confusion)

and single reports of hematuria and increased insulin requirement. Intestinal ulceration was induced
in four of ten subjects after 44 to 74 days of supratherapeutic doses; sigmoidoscopic examinations,

three to seven days after medication was stopped, indicated lesions were completely healed or healing.

TWo patients receiving 2,000 mg. per day, who did not stop the drug when diarrhea occurred, developed
sigmoidal hyperemic mucous membrane which bled when touched. Three of six known asthmatic
patients had acute exacerbations following administration of PONSTEL.
Administration and Dosage: PONSTEL is administered by the oral route. Recommended regimen for

adults and children over 14 years of age is 500 mg. as an initial dose followed by 250 mg. every six

hours as needed. PONSTEL is indicated for short-term administration not exceeding one week of

therapy. Margin of safety is reduced at higher doses and for longer administration.

PONSTEL is available in Kapseals of 250 mg., bottles of 100.

The Blue band on Ivory capsule combination is a trademark of Parke, Davis 8e Company.
PARKE, DAVIS fis COMPANY, DETROIT, MICHIGAN 48232

PARKE-DAVIS



For the
"Cheater Eater"

Formulas: Each 'Dexamyr Spansule capsule No. 1
contains 10 mg. of Dexedrine® (brand of dextro-

amphetamine sulfate) and 1 gr. of amobarbital^
derivative of barbituric acid (Warning, may be habit

forming). Each 'Dexamyl' Spansule capsule No. Z

contains 15 mg. of Dexedrine (brand of dextro-

amphetamine sulfate) and IV2 gr. of amobarbital

(Warning, may be habit forming).

Before prescribing, see complete prescribing

information in SK&F literature or PDR.
Contraindications: Hyperexcitability, undue restless-

ness, hyperthyroidism, porphyria; in patients on
MAO inhibitors.

Precautions: Use with caution in patients hyper-
sensitive to sympathomimetics or barbiturates and in

coronary or cardiovascular disease or severe

hypertension. Excessive use of the amphetamines
by unstable individuals may result in a psychological

dependence. Rarely, symptoms of toxic psychosis

(hallucinations, confusion, panic states, etc.) may
occur with amphetamines, usually after prolonged
high dosage. In these instances, withdraw the

medication. Use cautiously in pregnant patients,

especially in the first trimester.

Adverse Reactions: Overstimulation, restlessness,

insomnia, g.i. disturbances, diarrhea, palpitation,

tachycardia, elevated blood pressure, tremor,

sweating, impotence and headache.
Supplied: In bottles of 50.

Dexani>4"
brand of dextroamphetamine sulfate and amobarbital

Spansule"
brand of sustained release capsules

curbs appetite

encourages normal activity

dispels diet discouragement

Smith Kline & French Laboratories
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^
consistently scored high in degree and
duration of Intragastric buffering

Employing aspiration of gastric juice. Indwelling electrode,

and/or Heidelberg telemetering capsule techniques,* studies

involving 79 subjects with or without proven peptic ulcer dis-

ease compared intragastric buffering capacity ©f Ge!osil-M
and 1 ©r the other or both of 2 leading ethical antacids, using

comparable doses.*

Moan duration of buffering action above pH 3.5*
Gelysil-M, 29.8 mean minutes (r0nge: 18.0-51.8 minutes).

Antacid A, 24.6 mean minutes (range: 6.3-48.0 minutes).

Antacid B, 23.3 mean minutes (range: 5.9-50.0 minutes).

Mean duration of buffering action above pH 5.0*
Gelu$ll-M, 23.2 mean minutes (range: 14.3-43.9 minutes).

Antacid A, 10.1 mean minutes (range: 6.7-12.2 minutes).

Antacid i, 16.3 mean minutes (range; 8.0-24.2 '’minutes).

i All fhrBB antacids raised the pH above 3 .5, an accepted cri-

terion for antacids. The amount of time above this pH helps
‘ to characterize the buffering activity of an antacid. While if

' is not implied that a direct therapeutic correlation exists^

these techniques do, however, objectively demonstrate the
buffering characteristics of this new antacid in terms of onset
of action, peak pH, duration of buffering action.

Mean peak pH*
Geiusil-M, mean peak pH 6.6 (range; 5.6-7.8).

Antacid A, mean peak pH 5.5 (range: 4.2-7.5).

Antacid B, meon peak pH 5.5 (range: 4.4-6.3).

Onset of action*
In speed of intragastric buffering action, Gelusil-M, Antacid A,
and Antacid B were consistently ropid and not measurably
different.
*S©f®renees: Antacid studies, data on file, Warner-Chilcott Laboratories Division.

introducing

GELUSIIj(g7
each 5 ml. teaspoonful contains:

500 mg. magnesium trisilieate, 250 mg. aluminum hydroxide

(Warner-Chilcott), 200 mg. magnesium hydroxide

01̂

U.S. Patent No. 3,326,755

a consistent buffering anticostivet antacid
t Avoids constipation.

See next page for prescribing information



GELUSIL-one name to remember...and a dosage fprm for every potient*

Geluslf-M Liquid

IndicaHons: Gelusil-M is indicated for

prompt and dependable symptomatic

relief of peptic ulcer, gastritis, heart-

burn, hiatal hernia, esophagitis, and
other conditions for which control of

gastric hyperacidity is required.

Precaution: Prolonged or intensive

therapy in patients with severe renal in-

sufficiency may lead to hypermagne-
semia.

Dosage: One to two teaspoonfuls (5

ml. to 10 ml.) between meals and at

bedtime or whenever symptoms occur.

Certain conditions, such as acute peptic

ulcer, may require individualized dos-

age. If diarrhea occurs, reduce dosage
or discontinue use.

Supplied: Gelusil-M (spearmint-fla-

vored)— light green bottles of 12 fl. oz.;

and a special hospital pack. Keep
tightly closed— shake vigorously.

Gelusir Tablets

Easy to take along / easy to take /

pleasantly mint-flavored. An antacid

with adsorbent and demulcent proper-

ties which contains in one tablet: 0.25

Gm. aluminum hydroxide (Warner-
Chilcott) and 0.5 Gm. magnesium trisili-

cate (USP).

Dosage: 2 tablets— or more— between
meals and at bedtime, or whenever
symptoms occur. Tablets should be
chewed.

Regular Gelusiriiquld

Pleasant mint flavor... ideal for hospi-

tal or home. Available in 12 fl. oz. and
6 fl. oz. bottles and a special hospital

pack. An antacid which contains adsor-

bent and demulcent agents in each 4

mi. teaspoonful: 0.25 Gm. aluminum
hydroxide (Warner-Chilcott), 0.5 Gm.
magnesium trisilicate (USP).

Dosage: 2 teaspoonfuls ( 4 ml. each)—
or more— between meals and at bed-

time, or whenever symptoms occur.

Also Available: Gelusil® Flavor-Pack,

Gelusil-Lac®.

WARNER-CHILCOTT
Morris Plains, New Jersey



Results on skin are final proof of any topical antibiotic’s effectiveness

No in vitro test can duplicate a clinical situation on living skin. ‘Neosporin’ (polymyxin B
— bacitracin — neomycin) Ointment has consistently proven its effectiveness in thousands of

cases of bacterial skin infection. The spectra of the three antibiotics overlap in such a way
as to provide bactericidal action against most pathogenic bacteria likely to be found topically.

Diffusion of the antibiotics from the special petrolatum base is rapid since they are insoluble

in the petrolatum, but readily soluble in tissue fluids. The Ointment is bland and nonirritating.

Caution; As with other antibiotic preparations, prolonged use may result in overgrowth of nonsuscep-
tible organisms and/or fungi. Appropriate measures should be taken if this occurs. Articles in the
current medical literature indicate an increase in the prevalence of persons allergic to neomycin.
The possibility of such a reaction should be borne in mind.
Contraindications: This product is contraindicated in those individuals who have shown hyper-
sensitivity to any of its components.
Supplied: Tubes of 1 oz., Vz oz. with applicator tip, and Vs oz. with ophthalmic tip.

Complete literature available on request from Professional Services Dept. PML.

'NEOSPORIIf'
POLYMYXIN

brand

B-BACITRACIN-NEOMYCIN
OINTMENT

BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y.
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tWarnine: May be habit forming.
_ ^ .

*15 mg. of Si/f/sa/ (butabarbital), plus the other ingredients, in outer

layer; 15 mg. of Butisolm a specially coated core for delayed release,

to approximately equalize duration of action for all components.

Contraindications: Sensitivity to any component, porphyria, peptic

ulcer, ulcerative colitis, mental depression, renal impairment or

shutdown. Warnings: Consider the possibility of sensitivity reac-

tions in patients with history of allergy or bronchial asthma. Coated

potassium tablets, sometimes administered in conjunction with

antihypertensive therapy, may be associated with small bowel

lesions, which have led to obstruction, hemorrhage and perforation.

Surgery has frequently been required and deaths have occurred.

Such tablets should be used only when indicated and when ade-

quate dietary supplementation is not practical. They should be

discontinued immediately if abdominal pain, distention, nausea,

vomiting, or g.i. bleeding occur. Use in Pregnancy: Exercise cau-

tion since thiazides cross the placenta! barrier and may cause

fetal or neonatal hyperbilirubinemia, thrombocytopenia or altered

carbohydrate metabolism; adverse reactions seen in the adult may

occur in the newborn. Use reserpine in women of child-

bearing age only when essential to patient welfare. In-

creased respiratory secretions, nasal congestion, cyano-

sis, and anorexia may occur in Infants born to reserpine-

treated mothers. Precautions: Biitisol (butabarbital) —

Exercise caution in moderate to severe hepatic disease.

Elderly or debilitated pa-

tients may react with

marked excitement or de-

pression. Hydrackkrsthi-

azids-May induce elec-

trolyte imbalance; when

used with digitalis or one

of its glycosides and in pa-

tients with severe hepatic

insufficiency, cardiac ar-

rhythmias or symptoms of

impending hepatic coma may

occur. Discontinue and in-



The “beauty”of Butiserpazide® is that it adds

the mildly sedative effect of Butisol® (butabarbital)

to the classic thiazide/reserpine formula.

“It would appear that the addition of an

anxiety-relieving agent [Butisol] to a drug

combination utilizing well-established

compounds proved useful in reducing hypertensive

symptoms in over half the patients. .

.

That’s the “Buti”of

Butiserpazide
Prestabs®Tablets

BUTISOL® (butabarbital) 30 mg. + reserpine 0.1 mg. + hydrochlorothiazide 25 or 50 mg.

You have a choice of 2 strengths. Just one tablet once or tiwice a day is usually sufficient.

Butiserpazide-25 Prestabs® ‘Tablets

BUTISOL® (butabarbital) 30 mg.t; hydrochlorothiazide 25 mg.; reserpine 0.1 mg.

Butiserpazide-50 Prestabs® ‘Tablets

BUTISOL® (butabarbital) 30 mg.t; hydrochlorothiazide 50 mg.; reserpine 0.1 mg.

stitute appropriate countermeasures if prolonged use produces

hypokalemia or (likely with sodium restriction) hyponatremia and

hypochloremic aikalosis. (Ammonium chloride, used to reverse hy-

pochloremic alkalosis, is contraindicated in hepatic disease.) May
produce elevated serum uric acid levels (and, infrequently, gout) or

reduce glucose tolerance, altering insulin requirements in dia-

betics. /feserp/zre-Observe for signs or symptoms of peptic ulcer or

ulcerative colitis. Discontinue at first sign of mental depression;

keep in mind possibility of suicide. Exercise extreme caution in

history of mental depression. May produce cardiac arrhythmias

when used with digitalis and quinidine, or may precipitate biliary

colic in patients with gallstones. Discontinue 1 to 2 weeks before

surgery; inform the anesthetist in event of emergency surgery. Ex-

ercise caution in history of epilepsy. Discontinue 1 to 2 weeks be-

fore ECT. ffe/rera/— Exercise caution in coronary artery disease.

Adverse Reactions: Dizziness, drowsiness, weakness, nasal conges-

tion, leg cramps, nausea, palpitations, superficial skin bruises,

palmar erythema, headache, dehydration, skin rash, “hangover,"

systemic disturbances, diarrhea, itching, vomiting, paresthesia.

photosensitivity, pancreatitis, jaundice, xanthopsia, purpura, throm-

bocytopenia, leukopenia, agranulocytosis, aplastic anemia, anorexia,

gastric irritation, abdominal cramping, constipation, glycosuria,

vertigo, cutaneous vasculitis, orthostatic hypotension (potentiated

by alcohol, barbiturates, or narcotics), increased salivation and

gastric secretion, increased intestinal motility, loose stools, angina-

like syndrome, arrhythmias, bradycardia, flushing, hypotension, ner-

vousness, paradoxical anxiety, rarely atypical Parkinsonian syn-

drome, central nervous system sensitization (manifested by dull

sensorium, deafness, glaucoma, uveitis, optic atrophy), dryness of

mouth, syncope, epistaxis, weight gain, and impotence or decreased

libido. Usual Adult Dosage: BUTlSERPAZIDE®-25 or BUTISERPAZIDE®-

50: 1 tablet daily or b.i.d. When used with other antihypertensive

agents reduce dosage of both drugs about 50% and observe care-

fully for changes in blood pressure. / \

Before prescribing or administering, I T T. I

see package insert.

1. Coodley, E. L.: Curr. Therap. Res. mcneil laboratories, inc.

4;460, 1962. fort Washington, pa. 19034

( McNEIL





Should
grape-flavored

NovahistineDH
come in ajar?

We never quit looking for ways to make
Novahistine® DH even more appealing to

your young patients. After all, we were kids

ourselves once.

On the other hand, medicine is medicine.

And it has to work. We never forget that.

So, we combined a fresh, grape flavor, that

children really like, with an effective and
well-tolerated decongestant-antitussive

formulation that really works to relieve those

dry, useless coughs typical of colds or flu.

You'll find Novahistine DH particularly effective

at controlling frequency and intensity of cough
spasms without abolishing cough reflex.

Each 5-ml. teaspoonful of Novahistine DH

decongestant-antitussive contains codeine

phosphate, 10 mg. (warning: may be habit-

forming); phenylephrine hydrochloride, 10 mg.;

chlorpheniramine maleate, 2 mg.; chloroform,

13.5 mg.; l-menthol, 1 mg.; alcohol 5%.

Use with caution in patients with severe

hypertension, diabetes mellitus, hyperthy-

roidism or urinary retention Caution

ambulatory patients that drowsiness may
result. Continuous dosage over an extended

period is contraindicated, since codeine

phosphate may cause addiction.

PITMAN-MOORE Division of

The Dow Chemical Company, Indianapolis
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Additional information

available upon request.

Eli Lilly and Company
Indianapolis, Indiana 46206.

Darvon"
Compound-65
Each Pulvule® contains 65 mg. propoxyphene
hydrochloride, 227 mg. aspirin, 162 mg. phenac-
etin, and 32.4 mg. caffeine.



NUMBER OF COLLEAGUES in this area par-

ticipated in a South American tour last

February. Many experiences were profitable

as well as enjoyable. Visitations to clinics and
hospitals had been arranged by the tour

agency. The first stop

was in Quito, Ecuador,

in retrospect the most

memorable of the ma-
jor cities. Its altitude

was most acceptable to

those of us normally acclimated to five thou-

sand feet or more. The Andes mountains

bathed in sunshine and fog engendered many
pleasant memories and contrasts with our

homeland.

There is a university with a medical school

in Quito. The faculty graciously responded to

requests for their appearances before visiting

physicians. Their English, broken but perfect,

was inspiring to hear, and their topics in-

teresting and enlightening. For example, med-
ical education in Ecuador was discussed by
the professor of urology. Medical education

has been standardized since 1960, and the

primary need is obviously for general prac-

titioners to prevent and treat disease. Great

humanitarian efforts are advocated and
strongly encouraged to combat hunger, dis-

ease, and ignorance prevailing in many areas.

Physicians are in a strong position in the

projected improvement, and most of them are

dedicated and have a strong feeling of obli-

gation to their country.

The population of Ecuador is about five

and one-half million of which 2,900,000 are

in the urban areas. The country has about

two thousand physicians, roughly 3.7 for

10,000 people; there are three doctors per 1,000

people in some of the larger cities. About
sixty per cent of the births occur without

medical attention, and infant mortality is

high, something like sixteen per cent in the

first year. Reasons for more physicians and
much more preventive medicine are obvious.

Medical education from beginning to end
is much different than ours. The beginning

student must be at least eighteen years of

age, having passed acceptable general educa-

tion and acceptable psychologic evaluation.

There are approximately 92 professors for

1,000 students at the University of Equador.

Studies in basic sciences include chemistry,

physics, morphology, anatomy, bacteriology,

and pathology. They are accompanied by
language studies, medical history, and public

health. These plus medicine, surgery, pedia-

trics, and psychiatry are all included in a cur-

riculum of seven years. Six months practice

in rural medicine are required in return for

a part of the necessary fees. The university

is now starting specialty training and board

requirements for certification. The faculty is

proud of its accomplishments to date and the

many improvements now under way.

Much of Ecuador, in fact a large part of

South America, is still under-developed, and

many of the people are primitive. Witch medi-

cine still prevails and will during the foresee-

able future. Doctors of medicine are, however,

well accepted and the people are becoming

aware of the many potentials they possess

for betterment of health and conservation of

life. Although there is no university hospital

in Ecuador, social security hospitals are under

construction or planned.

Visiting Americans are, of course, interest-

ed in many general facts while gaining in-

sight into the economy of a foreign country.

Notable here as elsewhere in countries other

than ours is the vast spread between dire

poverty and extreme wealth. Travel by car

and on foot both in and out of cities discloses

pitiful poverty where 90 per cent of the

wealth is controlled by 10 per cent of the

people. Although the Ecuadorian natives and

Medical

Picture in
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of ten thousand feet
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members of the Indian tribes are poor, their

faces are somber but rarely unhappy. Few,
if any, have been informed of what they are

missing according to our standards. Thought-

ful visitors express belief that they should

be left alone except for, perhaps, a “basic

right” to the best of health and the longest

life that science can provide. Cars, modern
plumbing, radio, television, and electric re-

frigeration might not make life more re-

warding to them than it is now or than it will

one day be with improved standards of health,

sanitation, and housing.

Questions about wages, social security,

food supply and housing put to knowledge-

able people disclose factors comparable, and

in many ways older, than our own. For ex-

ample, employers pay 9V2 per cent and em-

ployees SV2 per cent of wages into social

security. Interest rates on loans for houses

are high, bank loans usually being at 12 per

cent. A significant portion of the withholding

taxes are to go into the construction of social

security hospitals.

Space in these columns does not permit

detailed presentation and discussion of facts

related directly or indirectly to the medical

profession. Subsequent comment will be made

upon South American hospitals and clinics.

S OME TIME AGO MY BROTHER, who is a lumber

broker in Canada and a potential diabetic,

was required to undergo surgery. His descrip-

tion may be enlightening to us of the medical

profession. His account was in letter form,

as follows:

You’ll be wondering
ISarration* why you haven’t had a

letter from me in quite

some time. Reason for

my apparent neglect was that I took a detour to

the hospital for a hernia operation, which was
unexpected, and threw me off doing some of the

things I had planned doing. Here’s the story.

Seems, about a month ago, I got up early in the

morning and when I blew my nose, felt a little

“click” downstairs. Wondered at the time if I’d

busted something apart, but there seemed to be

‘Submitted by Angus K. Wilson, MD, 343 South Main
St., Salt Lake City, Utah 84110.

no lump show up, nor was there any discomfort;

however, periodically thereafter, when I blew my
nose or sneezed or did things like that, there I

felt this “click” again. Went out on the road
about three weeks ago and, when I got undressed
on Wednesday evening, I noticed this puffiness

and, even though it had subsided during the

night, decided to cut back home and see my
surgeon friend. He looked it over, confirmed my
suspicions and suggested that I have it attended
to right away before any complications had a

chance to set in. He operated on Tuesday and set

me free a week from the following Thursday;
said he kept me an extra day because I might
think I was Tarzan and bust things loose if he
let me out too soon.

About four hours after they had lugged me
back to the ward from the recovery room, an
orderly showed up through the fog, at the side

of my bed and growled “Di ja void yet?” That
word “void,” even to a dummy like me, could

only mean one of two things and, seeing as how
I hadn’t committed either of them, I was forced

to reply in the negative. Well, for your future

information, “void” is hospitalese for “pee.” So
my friend said, “There’s a bottle hanging beside

the bed”—and sure enough, there was, because he
got the darned thing and handed it to me, in-

structing me to make use of it.

Now, for a guy who has spent well over 50

years practicing the art of doing the job standing

up, it created quite a psychological block when I

was expected to handle the situation lying flat on

my back and stretching very inadequate equip-

ment sideways and thence into the neck of the

aforementioned bottle. Needless to say, nothing

happened. My tormentor was a persistent devil so

he said, “Maybe you can do it if you stand beside

the bed.” O.K., I’m much too weak to resist

anyway, so he got me on my feet beside the bed
and, in this position the equipment seemed more
capable of aiming properly, but still something

wasn’t right, so the reservoir refused to let loose.

He then suggested that we take a walk into the

bathroom and maybe the more familiar surround-

ings would have the desired effect—away we
went. Turned on the tap and did all the usual

things to create the proper atmosphere but still,

nothing but dust. He then asked me if I felt O. K.,

and when I assured him I never felt better, he

thought I might be able to achieve our objective

if he simply left me alone. Away he went. Well,

I snorted and puffed, thought of Niagara Falls and
drinking beer, but still that darn apparatus re-

mained plugged. I finally said, “To H---” and
wandered back to bed. My pal showed up in due

course and asked how I got back to bed and I

assured him I had to walk because there were no

taxis. He then asked me the old familiar question.

I assured him I wasn’t having any discomfort

because I hadn’t had anything to eat and very

little to drink for some hours, but he said he had
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his orders to get that area functioning, and so

paddled off and got himself some kind of rubber

hose deal that wasn’t too comfortable but seemed

to satisfy him. So, after admonishing me to try

and use the bottle, unaided, away he went.

Needless to say, I still couldn’t make my anti-

quated plumbing get used to that up-hill deal,

so when he asked me the next morning how I’d

gotten along, I assured him I’d done just exactly

as well as I had the previous day. Along came

the rubber gadget again, and I thought I would

be home-free until at least evening.

Apparently, though, my surgeon friends were

in on the conspiracy because, when they showed

up before noon, they stood at the foot of the bed

like a couple of ruddy ghouls and said, “We’d

better order an intravenous.” The other said,

“We’ll include some insulin in it.” That brought

me around in a hurry and I hollered that they’d

assured me my blood sugar was quite within safe

bounds, so why the insulin? They assured me the

insulin was purely a precautionary measure and

that my blood sugar was O. K. The bums!—they

only mentioned that insulin to throw me off what

they really had in mind.

Along came this ruddy big bottle of something

(turned out it was nothing more nor less than

sterile water). The nurse punched a hole in my
arm and I had little to do but watch the darn

stuff drip out of the bottle a drop at a time. In-

nocent sucker that I was, I didn’t realize that

that damn water was dripping into my personal

container a drop at a time, just as fast as it was
coming out of that bottle. That is, at first I didn’t

realize it—but all of a sudden I did. First I got a

little uncomfortable and, when I began to get

right sore, I pulled the light and asked the nurse

to hustle along the orderly. He got there in due

course but by that time I was standing by the

bed all on my own power, holding that bottle and

trying to get some relief before the whole ma-
chinery busted because of too much pressure.

When the orderly got there I was all tangled up in

intravenous apparatus and trying desperately to

make room for more of that darn water that was
still coming along, drip, drip, drip. He said some-
thing pleasant, like, “Can’t you get rid of it?”

and I let out a yelp and hollered, “Get that damn
catheter before I explode!” He sure scuttled out

of there in a hurry and THEN 0-H-H-H—o!!!!—
the dam busted and when he showed up with his

I

diabolical tube, my only concern was that I’d

I
never be able to get the thing shut off. The sun

I

started shining again but I can assure you that

* I was up and into that darn bottle just about every

. 15 minutes for hours—got myself the title of

Paderewski on account of being the pianist on the

ward, I did. The nurse came around about 10 p.m.

and asked me if I wanted a hypo to put me to

sleep, and I told her I didn’t dare on accounta I

might drown in the stuff before I woke up enough

to swim to shore. I didn’t need an opiate anyway

as, by the time the main flood had subsided

toward morning I was so plumb tired I forgot

all about any slight discomfort the incision was

giving me. Those low-lifers of doctors had decided

they’d darn well get things started, and were

they ever successful!

Seeing as how I had been doing some walking

about as early as four hours after operation, they

decided I could have the run of the corridor, but

thought I should have a support. This I sort of

scoffed at, but was assured that soreness could

develop, so I asked them to get one of the con-

trivances from the only drug store where I knew
my credit was good. The thing arrived during the

afternoon and, thus fortified, I hied myself for a

walk; hadn’t worn one of those outfits since I

was a young feller engaged in athletics and still

couldn’t see where anything I had needed support.

However, being a gullible sort, I wore it.

That evening, when Inez came around for her

wifely visit to the old guy, I presented her with

the bill and asked her to drop by the store and

pay it. She, of course, female-like, asked what it

was for and I explained that they didn’t usually

wear those things for necklaces, and then I told

her about it. She said, “I never heard of such a

thing.” To which I replied that there was no

reason for her to know about such things as they

would be completely superfluous and useless to

her. You know that look a wife gets when she’s

trying to decide whether a bargain is a bargain

or not—sort of half quizzical, half calculating?

Well, I know darn well she was asking herself

if the purpose for which the apparatus was in-

tended was really worth $2.25. However, she

dutifully stifled any comments she might have

made and paid the bill.

My stay in the hospital was the best holiday

I’ve ever had and my only regret is, as I viewed

those young nurses jiggling by that I’m not a

young wolf instead of a toothless lion. I learned,

too, that in a hospital “bottoms-up” doesn’t mean
the start of a good party—it means a shot of

penicillin.

The blow-out patch seems to be holding, no

further trouble with the plumbing and there seems

to be no permanent damage from the numberless

needles that were punched into my hide.

Affectionately,

“Norm.”

:i

[1
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When it’s more than a bad cold

your patient can feel better

nbile he’s gettii^ better

Achrocidin
Tetracycline HCl—Antihistamine—Analgesic Compound

Each tablet contains: ACHROMYCIN® Tetracycline HCl 125 mg.; Phenacetin 120 mg.;
Caffeine 30 mg.; Salicylamide 150 mg.; Chlorothen citrate 25 mg.

In tetracycline-sensitive bacterial infection complicating respiratory allergy, ACHROCIDIN
brings the treatment together in a single prescription—prompt relief of headache and conges-

tion together with effective control of the organisms frequently responsible for complications

leading to prolonged disability in the susceptible patient.

For children and elderly patients you may prefer caffeine-free ACHROCIDIN Syrup. Each
5 cc contains: ACHROMYCIN (Tetracycline) equivalent to Tetracycline HCl 125 mg.; Phen-

acetin 120 mg.; Salicylamide 150 mg.; Ascorbic Acid (C) 25 mg.; Pyrilamine Maleate 15 mg.

Contraindications: Hypersensitivity to any compo-
nent.

Warning: In renal impairment, since liver toxicity is

possible, lower doses are indicated; during prolonged
therapy consider serum level determinations. Photo-
dynamic reaction to sunlight may occur in hyper-
sensitive persons. Photosensitive individuals should
avoid exposure; discontinue treatment if skin dis-

comfort occurs.

Precautions: Drowsiness, anorexia, slight gastric dis-

tress can occur. In excessive drowsiness, consider
longer dosage intervals. Persons on full dosage
should not operate vehicles. Nonsusceptible organ-
isms may overgrow; treat superinfection appropri-

ately. Treat beta-hemolytic streptococcal infections

at least 10 days to help prevent rheumatic fever or
acute glomerulonephritis. Tetracycline may form a

stable calcium complex in bone-forming tissue and

may cause dental staining during tooth development
(last half of pregnancy, neonatal period, infancy,
early childhood).

Adverse Reactions: Gastrointestinal—anorexia, nau-
sea, vomiting, diarrhea, stomatitis, glossitis, entero-

colitis, pruritus ani. 5'^in — maculopapular and
erythematous rashes; exfoliative dermatitis; photo-
sensitivity; onycholysis, nail discoloration. Kidney
-dose-related rise in BUN. Hypersensitivity reac-

tions— urticaria, angioneurotic edema, anaphylaxis.

Intracranial—hniging fontanels in young infants.

Teet/!—yellow-brown staining; enamel hypoplasia.

Blood—anemia, thrombocytopenic purpura, neutro-

penia, eosinophilia. L/vcr—cholestasis at high dosage.

Upon adverse reaction, stop medication and treat

348-8
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The Colorado -Wyoming
regional medical program*

Howard W. Doan, MD, Denver

Gen. Doan, though he has spent his life in

a notable career in the IJ.S. Army Medical

Corp, has had exceptional experience ivith

private practitioners of medicine. During

WW II he teas the executive officer for

Maj. Gen. Paul Hmvley, chief surgeon

of the U.S. Army Medical Corp in the ETO.

It was (then Colonel) Doan^s duty to guide

and to keep peace with 12 or 15 leaders in

that many specifdties of medicine whom
Gen. Hawley appointed to be chief of each

specialty service in the ETO. He performed

an outstanding service by understanding

and making each of these rugged individual

civilian specialists happy in his role in the

V. S. Army. Doan learned the thinking and

dedication to medicine exemplified

by these specialists.

P. L. 89-239, THE Heart Disease, Cancer and

Stroke Amendments, were signed into law

in 1965 and were based on the recommenda-

tions of an original commission best known
by the name of its chairman. Dr. Michael

DeBakey. The law was enacted on the major

premise that each preventable death is a

national affront, that death from heart

disease, cancer and stroke are in many in-

stances preventable and that 71 per cent of

the deaths occurring in this country were

caused by one or more of these three con-

ditions.

The President’s Commission also ad-

dressed itself to another concern: the chal-

lenge to medicine to apply newly acquired

’Presented at Fitzsimons Army Hospital, Denver, March
27, 1969. The author is Director, Colorado-Wyoming Re-
gional Medical Program, 4200 East Ninth Avenue, Denver.
Some of Gen. Doan’s outstanding appointments in the
Army in addition to the one in the ETO are as follows:
Surgeon to U.S. First Army; Personnel Director in the
Surgeon General’s Office; Deputy Surgeon General and
Deputy Commander of Fitzsimons Army Hospital.

knowledge in order to translate the achieve-

ments of research into measurable human
welfare. It has been stated that the growth of

medical knowledge is exponential. From the

time of Christ until the middle of the 18th

Century, about 1,750 years, it has been esti-

mated that knowledge in the behavorial and

natural sciences just about doubled. It dou-

bled again by 1900—in 150 years. A third

doubling came in 1950, 50 years, and then all

this doubled again by 1960 or in just 10 years.

So, it isn’t just change, it is speed of change

that compounds our problems.

Manpower—health manpower—is another

problem. Everyone knows the population of

this country is increasing very rapidly. It’s

still a shock, however, to translate growth

figures into the fact that we, each year, are

adding the equivalent of a city the size of

Chicago. Manpower shortages are widespread

in the health service fields and unfortunately,

most of these are not occupations toward

which unemployed workers can be directed.

The limits of responsibility of Regional

Medical Programs in the field of health man-

power are not spelled out, but no health

program of any kind can overlook the basic

importance of this problem or fail to concern

itself with efforts directed toward solution.

The original commission’s report, the De-

Bakey Report, carried some 35 headings

which were broadly grouped and they were

bewildering to many because almost anything

one wanted could be found there. Some said

it was all things to all people, and there was

very great specificity. For example, it recom-

mended that exactly 150 clinics be established

for this disease, and 200 for that, and that

12 television shows be produced each year.

And there were to be an exact number of
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medical centers for heart disease, and a spe-

cific number for cancer and for stroke, and

so on.

The reactions were varied. The public in

general felt that the program would be use-

ful, but it wasn’t quite sure. Practicing phy-

sicians’ reactions were certainly varied. Many
felt that the commission had gone to great

lengths and spent much time and effort to

recommend things that physicians have been

doing since medicine began. For example,

the referral of cases. There isn’t a doctor prac-

ticing in this country today who isn’t aware

of and doesn’t have access to a consultant

physician or an institution of medical excel-

lence to which he can, and does, refer cases.

Some of our major centers exist entirely on

referred patients. Each of you can name more
than a few.

The reactions of medical schools differed

throughout the country. Some liked it, while

others feared that the commission was recom-

mending that they acquire a community serv-

ice orientation at the expense of their educa-

tional and research functions. Some feared

that the system would require a take-over by

the medical schools, which under the pro-

posed legislation, would become the directors

and the managers of medical care in the

nation. But rightly or wrongly, to most medi-

cal academicians, and I venture to say most

Deans, the very thought of such a thing is an

anathema. They felt there could be no quicker

way to dilute and degrade American medical

education. Some schools looked upon the re-

port as a call to speed the flow of information,

a challenge to do better what they’ve been

doing for years and to continue their tradi-

tional function as research and referral cen-

ters.

Voluntary agencies, such as the American

Heart Association, and the American Cancer

Society, by and large, approved of the goals

of the recommendations. But they recom-

mended that we proceed more slowly and on

a smaller scale, feeling that the proposed

legislation was too hastily conceived and was

being too rashly promoted. They, like many
others, were confused and alarmed by the

haste with which the original bill was intro-

duced and they felt that its enactment on the

grandiose level of the original recommenda-
tions would create chaos. Finally they joined

with organized medicine, most specifically

the American Medical Association, in suc-

cessfully recommending some alterations in

the legislation. These acts were not in the

nature of devious delaying actions. They
were the most responsible courses of action

they could devise.

P. L. 89-239 as passed is an entirely dif-

ferent animal than that originally proposed

and has developed the support not only of

individual physicians, hospitals, medical

schools and voluntary health agencies, but

also of that formidable body generally called

“organized medicine.”

The programs, as developing, no longer

demand the flow of patients to medical cen-

ters, but have as their hope that the main

stream of activity in the programs will show

the benefits of research, technics and infor-

mation flowing peripherally rather than pa-

tients moving centrally. The program is NOT
a service program. Patient care is authorized

for financing ONLY when it contributes to

research or to a demonstration project and

then, ONLY on referral by the patient’s phy-

sician. To quote from the law itself: “No

patient shall—be furnished care incident to

research, training or demonstrations—unless

he has been referred for such care by a

practicing physician.”

The major aim of the Regional Medical

Programs can be said to be to aid in the

improvement of care being given the patient

in his own community. The legislation is not,

as you may have come to suspect, as revolu-

tionary as some feared it would be. By plac-

ing the operation under a national advisory

council and regionally under local advisory

groups, the Congress has minimized the pos-

sibility of its becoming, at worst, a boon-

doggle of moderate proportions involving,

among other things, misapplication of funds.

Judiciously administered the legislation

should facilitate the optimal development of

many regional programs including some that

were begun long before the President’s Com-

mission appeared on the scene. The bill does

encourage us to undertake enlightened co-

operative and coordinated planning and at

local levels.
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Perhaps the Regional Medical Program

can be best described by illustrating what it

does not do. First, it is not a building con-

struction program and indications are today

that it is not likely to be. It is doubtful that

Congress will look favorably on a further

fragmentation of our facilities construction

program; therefore, it is more reasonable to

assume that the former Hill-Burton or Hill-

Harris programs will be modified at some

point in time to meet these needs. Secondly,

it is not a major capital outlay program for

new equipment, gadgets or hardware. This

materiel is purchasable in operational proj-

ects for demonstration purposes, such as cor-

onary monitoring units. However, every need

cannot be met by calling it “demonstration.”

It is assumed that the planning will point up

needs on a coordinated area-wide basis and

at the same time explore means of financing.

Thirdly, it is not a program to finance pa-

tient care except in those isolated cases where

actual treatment might be necessary to the

demonstration of a given project. Even then

it can be done only through referral by a prac-

ticing physician. 'Fourthly, it is not continu-

ing education alone, but education and train-

ing must inherently be an important phase of

each regional program. If we were to classify

it as education alone, it would be necessary

to broaden the definition of education far be-

yond present limits to include consultation

and many other things not normally included.

What the Regional Medical Program Is

It is a program that provides for data

collection concerning heart, cancer and

stroke, with improved capabilities for the

diagnosis and treatment of patients as the

objective. It calls for planning and testing

consulting arrangements, and generally, for

planning and expanding communication links

between research centers and outlying areas

of practice. It is a program to plan for the

development and training of manpower and
for the broad utilization of existing resources.

We have, I think, over-worked this word, but

Regional Medical Programs can probably best

be described as “catalysts.” They have no
sanctions with which they can induce change.

They have no licensing authority, no ac-

creditation responsibility, nothing to trade

in the political arena, and no funds to pay
for patient care except in connection with

demonstration projects. Actually they can

really function only in a catalytic role, foster-

ing those winds of change that blow in the

right direction.

One of these is the emphasis that is placed

on local control and the development of plans

and projects by the local community. These

plans and projects have not been imposed by
Washington bureaucrats nor by regional

headquarters such as ours in Denver. They
were created by groups and individuals who
felt the care they were providing their pa-

tients might be improved.

The Colorado-Wyoming Regional Medical

Program was funded, in early 1967 and the

Regional Advisory Group or our Board of

Governors, if you will, as the guiding author-

ity, is very broadly representative of the re-

gion not only geographically but of the pro-

fessional and social groups it serves. This

Board includes practicing physicians, medi-

cal center officials, health administrators,

representatives of appropriate medical socie-

ties, other health professions, hospital admin-

istrators, volunteer health agencies, repre-

sentatives of other organizations, institutions,

and agencies and members of the public

familiar or interested in the region’s needs

for the services provided under the program.

A region, incidentally, has been defined

as a geographic area which forms an eco-

nomic and socially related region. The regula-

tions speak of population trends, transporta-

tion and communication facilities, etc., but

significantly, it does not speak of state lines

or boundaries. Consequently, there is some

diffusion between regions—Colorado’s west-

ern slope, for example, is partially involved

with the RMP based in Salt Lake. And we,

in Denver, have received queries from west-

ern Nebraska and Kansas, and northern New
Mexico. Fifty-five regions have been funded

to date.

We have received almost 40 proposals

from institutions, agencies and individuals

and have thus far funded seven projects with

probably another half-dozen being actively

and hopefully developed for funding.
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There are certain criteria that must be
met in the development of any project:

1. The project should be oriented pri-

marily to the solution of health problems
associated with heart disease, cancer, stroke,

and related diseases.

2. The project should foster cooperation

among agencies, institutions, and individuals.

3. The project must have relevance to

other than strictly local needs, so that find-

ings or results may be applied in other areas.

4. The project should have a reasonable

chance of eventually being supported through
local resources.

5. The project should use existing man-
power and programs in the region, rather

than calling for an entirely new task force.

6. Funding for the project must not be
readily available from other sources.

7. The project must provide for adequate
evaluation.

A brief listing of the Colorado-Wyoming
operational projects should give you an idea

of our progress to date and direction the

program is taking.

We were somewhat concerned initially

that most of our visibility seemed to reside

within the confines of the University of

Colorado Medical Center, in that of the first

11 proposals received, nine came from mem-
bers of the faculty of the Medical School.

Since then, however, we’ve been encouraged
by the broad response from unaffiliated in-

dividuals and agencies all over the region.

We have for example a major proposal,

now under development, which was submit-
ted by the Colorado and Wyoming Heart
Associations; we have others from voluntary

hospitals in Denver, Colorado Springs, Dur-
ango, Casper and elsewhere; and quite a few
from individuals. I would like to emphasize
that our program is NOT a University pro-

gram—the University is serving the program
in an administrative capacity—assisting us
in personnel procurement, accounting pro-

cedure, payrolls and housing.

We’ve been happy to co-sponsor quite a

few activities with such institutions as Den-
ver Children’s Hospital; Lutheran Hospital of

Denver; the Colorado Dermatological Society

—this latter a seminar-workshop on skin

cancer; the Denver Medical Society and
others. The first major project funded was
in the area of

.

pediatric cardio-pulmonary

disease with its basic goal being to reduce
the social impact of these conditions through
earlier diagnosis and more effective manage-
ment at the local level—it is basically an edu-

cational program for physicians who wish to

avail themselves of this opportunity.

A companion project, initiated by Dr.

Thomas Petty of the Medical School, is for

the dissemination of information on the re-

habilitation of patients with emphysematous
type disease—chronic airway obstruction.

Through this project it is hoped we can pro-

mote and assist in the establishment of res-

piratory care programs in local communities

throughout the region.

We have funded a program proposed by
the Colorado Interagency Council on Smok-
ing and Health. This council now has some
17 members—Fitzsimons is one—and the proj-

ect’s basic goal is to prevent smoking among
our youth or to get them to stop if they’re

started.

We have funded a Central Cancer Regis-

try for Colorado and one is “in the mill” for

Wyoming. The major thrust of any cancer

registry should be to insure more adequate

follow-up of cases. We hope this will be ac-

complished here. The registry will provide

individual physicians with periodic computer

information on their cancer patients.

In the manpower area we are interested

as an initial project, in the provision of an

adequate supply of technicians in the fields

of radiation therapy and nuclear medicine.

A proposal was submitted to us last fall by
Dr. William Hendee, PhD, a physicist in the

Department of Radiology at the University

of Colorado Medical Center, who had de-

veloped it in collaboration with representa-

tives of various Denver hospitals and the

Denver Community College. We have funded

this project and eventually hope that at least

20 students a year will be graduated.

We have funded a Home Dialysis Training

Program wherein physicians, nurses, allied

health and lay personnel will be given the

opportunity to improve their understanding
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and knowledge of the advances in treating

kidney disease and of the problems exper-

ienced by renal patients undergoing dialysis.

More of these patients will be treated in their

home communities than at present through

the auspices of this project.

We have other programs developing which
will make educational media available to lo-

cal hospital staffs and other groups and

eventually aid them in producing educational

programs of their own. It is too early to try

to measure the tangible results of the pro-

gram and use them as demonstrations of

what has been accomplished. We are trying

to emphasize that cooperative arrangements

are being established, that disparate ele-

ments of the region’s health establishment

can plan and work together for the ultimate

benefit of all people in Colorado and Wyo-
ming.

The challenge of this legislation is real

and the problems it raises are enormously
complex but the health professions are giving

evidence every day that they can respond

and that they have the wit to do so. We have
a challenge to set goals within the context of

the legislation and local cooperation and co-

ordination with full participation of all con-

cerned are essential if we are to attain these

goals. •

International College of Surgeons

MANUSCRIPT AWARD FOR 1970

The Obstetrics and Gynecology Specialty Group

of the International College of Surgeons is pleased

to announce a competition for an award to be

given the author of a manuscript selected by the

Prize Committee of the Group. This award will

consist of an invitation to present the winning

paper at our meeting Paris, France, including a

round-trip ticket, hotel expenses and $10.00 per

diem.

The rules of the competition are as follows:

Fellows of the International College of Sur-

geons are not eligible. Contestants must be in-

terns, residents or graduate students in the field

of obstetrics and/or gynecology. Contestants

must hold the degree of Doctor of Medicine from

an accredited college of medicine.

Manuscripts are to represent only original

work by the author without co-authorship.

Manuscripts are not to exceed 5,000 words. They

should be typewritten on one side of each sheet

only, double-spaced and with generous margins,

in English, French, German or Spanish. Illus-

trations, if indicated, should accompany the

manuscript. Original drawings or glossy photo-

graphic prints should be numbered on the back

and legends for the illustrations should be pro-

vided. A mark of identification, or the author’s

nom de plume, should be penciled on the back

of each illustration. Tables should be numbered

and submitted on separate sheets. Keferences

should be listed at the end of the article and

numbered, naming the author of the reference.

the pages on which the article was printed and

the year of publication.

To conceal the identity of the author, manu-

scripts must be submitted under an assumed

name. The manuscript must be accompanied by

a sealed envelope, containing a card bearing the

assumed name of the author, the title of the

manuscript and the true name of the author, his

degrees, titles and address. An original and

three copies of each manuscript (carbon, photo-

static, mimeographic or other) and illustrations

must be submitted on or before January 15, 1970

to Doctor Eduard Eichner, Chairman of the Prize

Committee, 10605 Chester Avenue, Cleveland, Ohio

44106.

The Committee on Prizes, under its rules and

regulations, shall judge the merits of each manu-

script, select the winner of the award and submit

the name and address of the author to the Chair-

man of the Obstetrics and Gynecology Specialty

Group before February 7, 1970.

The Chairman of the Group shall notify the

winning author by February 15, 1970. If no sub-

mitted manuscript is deemed acceptable by the

Committee on Prizes, no award shall be made.

The successful contestant will be asked to ap-

pear in person to participate in the regular scien-

tific program of the Group on Obstetrics and

Gynecology at the Biennial Meetings of the Inter-

national College of Surgeons in Paris, France,

April 20-24, 1970.
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Inner Sites...

In Cystitis...Azo Gantanol®

focuses analgesic-antibacterial

The mucosa:
specific analgesia

usually within 30 minutes

Azo (phenazopyridine HCI) ef-

fects specific mucosal analgesia,

relieving the dysuria, discomfort
and burning which are virtually

always a part of acute urinary

tract infections.

Gantanol (sulfamethoxazole) pro-

duces prompt and prolonged
therapeutic levels, in both blood
and urine, with convenient b.i.d.

dosage. Clinical response is usu-

ally obtained within 24 to 48
hours. The wide antibacterial

spectrum of Gantanol includes

f. coli and a variety of other
susceptible gram-negative and
gram-positive pathogens in uri-

nary tract infections.

Interstitial fluids:

ready diffusion of

antibacterial

Gantanol (sulfamethoxazole) is

readily diffused into interstitial

fluids to provide efficient anti-

bacterial activity at foci of infec-

tion. This distribution, plus con-
tinuous antibacterial levels in

blood and urine, has afforded

effectiveness in the majority of

infections in which it has been
used.

Blood and urine:

therapeutic antibacterial

levels within 2 hours
for up to 12 hours

Before prescribing, please consult com-
plete product information, a summary of

which follows:

Indications: Urinary tract infections with

associated pain or discomfort when due
to susceptible organisms; prophylacti-

cally in urologic surgery, catheterization

and instrumentation.

Contraindicated in sulfonamide-sensitive

patients, pregnant females at term, pre-

mature infants, newborn infants during
the first three months of Iffe, glomerular

Roche
LABORATORIES

Division of Hoffmann - La Roche Inc.

Nutley, New Jersey 07110

nephritis, severe hepatitis, uremia and
pyelonephritis of pregnancy with gastro-

intestinal disturbances.

Warnings: Use only after critical appraisal

in patients with liver damage, renal dam-
age, urinary obstruction or blood dys-

crasias. If toxic or hypersensitivity

reactions or blood dyscrasias occur, dis-

continue therapy. In intermittent or pro-

longed therapy, blood counts and liver

and kidney function tests should be per-

formed.

Precautions: Observe usual sulfonamide

therapy precautions including mainte-

nance of an adequate fluid intake. Use
with caution in patients with histories of

allergies and/or asthma. Patients with

impaired renal function should be fol-

lowed closely since renal impairment

may cause excessive drug accumulation.

Occasional failures may occur due to

resistant microorganisms. Not effective

in virus and rickettsial infections.

Adverse Reactions: Headache, nausea,

vomiting, urticaria, diarrhea, hepatitis,

pancreatitis, blood dyscrasias, neurop-

athy, drug fever, skin rash, Stevens-

Johnson syndrome, injection of the con-

junctiva and sclera, petechiae, purpura,

hematuria or crystalluria may occur, in

which case the dosage should be de-

creased or the drug withdrawn.

Azo Gantanol
(Each tablet contains 0.5 Cm sulfamethoxazole
and 100 mg phenazopyridine HCI.)



anorectal ^

disorders”

ThisRectopathModel

may help you explain

certain anorectal disorders

to some of your patients.

It is yours on request.

See next page for details.



“anorectal

disorder”

includes a range of problem;

For symptomatic relief

in some ofthese disorders

consider a member of

the Anusol Family. .

.

One suppository morning
and evening and after

each bowel movement. ANUSOn
soothing, palliative relief of minor pain, itching,

burning, and other associated discomforts.

Each ANUSOL suppository contains bismuth subgallate

(2.25%), bismuth resorcin compound (1.7.5%), benzyl benzoate

(1.2%), Peruvian balsam (1-8%), zinc oxide (11.0%), and boric

acid (5.0%), plus the following inactive ingredients: bismuth

subiodide, calcium phosphate, hydrogenated vegetable oil, and
coloring in a cacao butter and white wax base.

One suppository morning
and evening for 3 to 5 days.

One suppository

every 3 to 4 hours, or every 2 hours

if symptoms are severe.

ANUSOL-HC*
prompt reduction of inflammation plus the

soothing effects of regular Anusol.

Each ANUSOL-HC suppository contains, in addition to the

regular Anusol formula, 10 mg. hydrocortisone acetate.

Precautions: Prolonged use of Anusol-HC might produce

systemic corticosteroid effects.

ANUGESIC
when severe pain requires prompt relief,

pramoxine HCl plus the soothing Anusol formula.

Each ANUGESIC suppository contains: 61 mg. bismuth sub-

gallate, 47 mg. bismuth resorcin compound, 32.4 mg. benzyl

benzoate, 48.6 mg. Peruvian balsam, 300 mg. zinc oxide,

135 mg. boric acid, and 25 mg. pramoxine hydrochloride. Also

contains the following inactive ingredients: bismuth subiodide,

calcium phosphate, white wax, benzoinated lard, hydrogenated

vegetable oil, and certified coloring in a cacao butter base.

Precautions: If idiosyncratic reaction occurs, discontinue

medication.

Symptomatic treatment should not be allowed to delay defini-

tive diagnosis and therapy.

Also available: anusol® ointment and anugesic® ointment

Warner-Chilcott Laboratories, Morris Plains, N. J.

The Rectopath Model

is available from your

Warner-Chilcott repre-

sentative or upon request

from Warner-Chilcott

Labs., Morris Plains,

New Jersey 07950.

AN-IN.91-4C



Breath and urine alcohol

Practical considerations of simultaneous determinations^

Herman A. Heise, MD, Arvada, Colo.

The arguments against urinalysis to de-

termine the degree of alcoholic intoxication

usually center about the apparent incon-

sistencies of simultaneous blood and urine

percentages.^ Actually, it is this very phenom-

enon which enhances the value of urinalysis.^

The following is an account of a man whose
breath test indicated that he was intoxicated,

while the urinalysis injected a “reasonable

doubt.” He was a professional man with a

reputation for intelligence and integrity, and

when arrested as a drunken driver, made no

effort to ^conceal the fact that he had con-

sumed six “double martinis” over a period

of about three and one-half hours, and that

the last three drinks were consumed shortly

before he drove his car. He stated that he had
traveled about two miles, when a car pro-

ceeding in the opposite direction invaded his

side of the road and caused him to collide

with a parked car. He bumped his head,

breaking the steering wheel. Fifty minutes

later, at the police station, he willingly gave

a specimen of urine, and was given the

Breathalyzer test immediately after. The
breath test corresponded to 0.149 per cent w/v
of alcohol in the blood, while the urine con-

centration was but 0.10 per cent.

The attorneys for the defense and for the

prosecution were unable to decide whether
or not this man could be considered to be
guilty of driving while intoxicated, according

to the archaic laws of Wisconsin. There, any
blood alcohol below 0.15 per cent, or a urine

alcohol below 0.20 per cent usually results in

a verdict of “not guilty.” The attorneys were
confused because the breath alcohol concen-
tration signified guilt, while the urinalysis

would have resulted in acquittal.

The author is Past Chairman, A.M.A. Committee for the
study of Motor Vehicle Accidents, and Past Chairman,
A.M.A. Committee on Medicolegal Problems.

On the basis of the history and chemical

findings, the following opinion was sub-

mitted to the attorneys: “I can understand

why you are concerned about the apparent

discrepancies in the percentages of alcohol re-

ported in breath and urine. Reduced to the

simplest terms, when the breath alcohol con-

centration, expressed as the corresponding

blood alcohol, exceeds the percentage in the

urine, the drinker is absorbing alcohol faster

than he can eliminate it. It is therefore evi-

dent that this man had considerably less

alcohol in his blood and urine at the time of

the accident than when he was given the

breath and urine tests.

“Chart I indicates what happened when a

single large dose of alcohol was consumed
within ten minutes.

“This chart shows the results of an experi-

ment which was performed to show the rela-

tionship of blood and urine alcohol concen-

trations after a single large dose of alcohol.

“The subject'^ started the experiment with

a full bladder. Driving tests were made be-

fore and after drinking. Thirty minutes after

drinking, his blood alcohol was 0.10 per cent,

while the urine contained but 0.03 per cent.

At this time, his driving ability was moder-

ately impaired. One hour after drinking, his

blood alcohol was 0.15 per cent, while the

CHART I

ALCOHOL
y.

150 POUND MAN
DRINKS 8 OZ. 100 PROOF

WHISKEY IN 10 MIN.
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urine alcohol was 0.10 per cent and his driv-

ing performance was poor. Thirty minutes
later, the driving experiment ended abruptly
when ‘the road rose up in waves’ before the
driver.

“Your client was obviously less intoxicated

at the time of the accident than when tested

at the police station.”

The above explanation failed to satisfy

the attorneys, since the person accused of

drunken driving did not do all his drinking

at one time. Accordingly, Table 1 and Chart

2 were prepared according to the history of

the pattern of drinking, which the accused

had not attempted to hide. A man weighing

175 lbs. (80 Kg.) would require drinks con-

taining about 25 ml. of alcohol (25/30 of an

ounce) if taken at the times designated, in

order to have a blood alcohol of 0.149 per cent

and urine alcohol of 0.10 per cent at the time

the chemical tests were made. The calcula-

tions are based on the assumption that each

drink raised his blood alcohol by 0.036 per

cent within an hour, while he was eliminat-

ing his alcohol at the average rate of 0.015

per cent per hour. Under these conditions,

the per cent of alcohol at the time of the

accident would have been 0.113 per cent in

the blood and 0.07 per cent in the urine. It

is obvious that the last four drinks failed

to register their full effect of alcohol at the

time the tests were made and that there was
even less alcohol in blood and urine at the

time of the accident.

TABLE 1

Blood Alcohol Urine Alcohol

Time Event Percent Percent

Calcu- Calcu-

lated Actual lated Actual

4:50 Drink 0 0

5:30 Drink .026 .010

6:30 Drink .047 .023

7:30 Drink .068 .042

8:05 Drink .094 .061

8:10 Drink .096 .063

8:30 Accident .113 .070

9:20 Chemical

Tests .149 .149 .100 .100

CHART 2

When persons are arrested as drunken
drivers, it is extremely rare that the concen-

tration of alcohol in the blood exceeds that

of the urine. This is the only case that the

author has encountered in which this unusual
condition was demonstrated.

Morgan^ reports the results of his analyses

regarding 224 persons who were arrested as

drunken drivers and were given simultaneous

blood and urine tests. Only one of these had a

greater concentration of alcohol in the urine

than in the blood, and even these per cents

presented almost insignificant differences:

urine—199 mg/10 ml; and blood—216 mg/100
ml.

Although it is unusual to encounter a per-

son who is arrested as a drunken driver and

has a greater per cent of alcohol in his blood

than in his urine, this possibility should not

be ignored. The results will then indicate

that the person was less intoxicated at the

time of the event that led to his arrest than

at the time of the tests. On the other hand,

the finding of 0.15 per cent of alcohol in the

blood and 0.20 per cent in the urine taken 20

minutes after an accident, will blast the fabri-

cation that the alcohol was consumed after

the accident.

A person who has 0.11 per cent of alcohol

in his blood at the time of an accident is un-

doubtedly “under the influence.” However,

according to Wisconsin’s overly generous in-

terpretation of the results of chemical tests

for alcohol the man was properly acquitted. •
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COOPERATIVE TUMOR REGISTRY

Cancer of the cervix in Utah--

An analysis of ^1084 cases

Richard M. Hebertson, MD,* and Charles R. Smart, MD, Salt Lake City

Each year it is estimated that 13,000 wom-
en in the United States die of carcinoma of

the cervix. While not the most common
malignant lesion in the female, the number
of deaths is significant, especially when one

considers the accessibility of the cervix

and the ease with which the diagnosis can

be achieved if diligently pursued.

The expected incidence of this malignancy

varies greatly, depending on the source of

the study material. Areas of high incidence

include South America and parts of Africa

and Asia. Areas of lower risk include New
Zealand, Australia, North America, and

Europe. The lowest rates in the United

States are among Jews in New York City,

i.e. 5/100,000 females. Conversely one of the

highest rates, 111/100,000 females, is found

in that same city among indigent Puerto

Ricans. Urban Connecticut reports cervical

carcinoma at a rate of 28/100,000, while rural

Iowa’s rate is 24/100,000 (figures have been

rounded off to the nearest per cent). Ninety-

five per cent of the cervical lesions are of

j|the squamous variety.

I

This report is based on an analysis of

1,084 cases found and treated in Utah be-
\

•Dr. Hebertson Is a member of Executive Committee,
Utah Obstetrical and Gynecological Society and Assistant
Professor and Acting Head, Department of Obstetrics and
Gynecology, University of Utah. Dr. Smart is Associate
Professor of Surgery and Director, Intermountain Regional
Tumor Registry.
•*A computerized registry system, a confederacy of Colo-
rado, Idaho, Montana, Wyoming and Utah state tumor
registries. This is planned as a bi-monthly publication in
the RMMJ.

-for June 1969

tween January 1956 and December 1968.

Prior to January 1966, only nine hospitals in

the State had functioning tumor registries.

Since January 1966, however, the remaining

39 hospitals in Utah have been contributing

data to the Utah State Tumor Registry which

is part of the Intermountain Regional Tumor
Registry and the Rocky Mountain States

Cooperative Tumor Registry.

Incidence

For the years 1965, 1966 and 1967, 155, 136

and 137 new cases of cervical carcinoma re-

spectively were reported, giving an inci-

dence of 28/100,000 females. In order of fre-

quency, carcinoma of the cervix ranked be-

hind malignancies of breast and gastroin-

testinal tract. The ratio of cervical malignan-

cies to malignancies of corpus was 2 to 1.

Age

The average age of those having in situ

lesions was 39.6 years. The mean age for that

same group was 36 years. Those with invasive

lesions had an average age of 49.7 years and

a rpean age of 48 years.

Stage of the disease

The division of cases into stages as ac-

cepted by the General Assembly of Nations

of the International Federation of Gyne-

cology and Obstetrics is generally used by

the authors. That system of staging in sum-

mary is as follows:

39
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Stage O—Carcinoma in situ, or intraepi-

thelial carcinoma. No invasion.

Stage I—The carcinoma is strictly con-

fined to the cervix. Subdivisions include

Stage la, cases of stromal invasion; and Stage

Ib, invasion with a gross lesion.

Stage 11—Extends beyond the cervix but

not to the pelvic side wall. The lesion may
involve the vaginal canal but not the lower

one-third. Sub-groupings include Ila and lib.

Stage Ila has vaginal involvement but not

parametrial involvement.

Stage HI—The tumor has extended to

the pelvic side wall and/or into the lower

third of the vagina.

Stage IV—The tumor has extended beyond

the pelvis. Invasion of the bladder and rectum

is basis for inclusion in this category.

Classijication

For purposes of the Registry, which is

computerized, a somewhat different system

of groupings is used. This classification is as

follows:

In situ: A tumor that fulfills all the mi-

croscopic criteria for malignancy except in-

vasion.

Localized: Appears to be confined to the

area of origin.

Regional: Has extended beyond the limits

of origin, i.e. surrounding organs or tissues,

regional nodes, but apparently no farther.

Remote or disseminated: Spread to parts

of the body remote from the primary tumor.

Because the latter classification varies

significantly from the International staging

system, the discussion is limited to differ-

entiating two groups—in situ lesions and

invasive lesions.

Of the total group studied, 599, or 55 per

cent, were non-invasive. Forty-five per cent

therefore were to some degree invasive.

Graph I shows the number of and distribution

of in situ lesions versus the number of in-

vasive lesions as a function of age. It is ap-

parent from these figures that 84 per cent

of the in situ tumors occurred before age

50 with the peak incidence being between the

third and fourth decades of life. The distri-

bution of in situ tumors versus invasive tu-

mors in this analysis is nearly equal between
the fourth and fifth decades of life. This

study shows an average of ten years lag

between the in situ form and invasive form
of the tumor.

GRAPH I

AGE DISTRIBUTION OF IN SITU AND INVASIVE
TUMORS

From Graph II a number of things are

apparent. Early in the series few tumors

were diagnosed when in the in situ stage.

In fact, 75 per cent of the tumors that were

diagnosed in the year 1958 were already

invasive. In 1968, however, 70 per cent of the

tumors at time of diagnosis were non-in-

vasive. This represents a complete reversal.

This trend to earlier diagnosis has persisted

through the years and certainly there is no

reason to expect it to be otherwise in the

future. Early diagnosis favorably alters the

survival potential.

GRAPH I

PERCENTAGE OF LESIONS DIAGNOSED AS IN SITU

OR INVASIVE
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Treatment

The therapy of cervical carcinoma in this

series consisted of surgery alone, surgery

and irradiation in combination, and irradia-

tion alone.

The greatest numbers of tumors, all stages

included, were treated by surgery alone. The

vast majority of these were in situ lesions

and the surgery consisted of hysterectomy,

although a few of the in situ lesions, 5 per

cent, were treated with irradiation alone.

Another 2.5 per cent were treated with a

combination of surgery and irradiation. Of

the invasive group of tumors 27.6 per cent

were treated with surgery alone.

Irradiation, as the only technic of therapy,

was used in 46.7 per cent of the invasive

tumors. External irradiation has been by
either a 250 kilovolt x-ray machine or a

cobalt source for the major period covered

by the study. Since 1965, however, a number
of the patients have been treated by a 2

million electron volt van de Graaf generator.

The mainstays of teletherapy now being the

van de Graaf generator and the cobalt ma-
chine. Radium therapy has been basically

accomplished by using a modified Paris tech-

nic. For many years radiation flux to the

bladder and rectum has been measured by
special dosimetry technics.

GRAPH UL

THERAPY METHODS USED FOR TREATMENT OF

CARCINOMA OF THE CERVIX

Survival

The overall five-year survival rate for

patients with invasive lesions was 70.0 per

cent. Those patients with in situ lesions had a

survival rate of 96.7 per cent.

Of the group with localized lesions there

was a five-year survival rate of 78.6 per cent.

Most of the patients in this group had been

treated by radiation or a combination of ir-

radiation and surgery.

Discussion

For a number of reasons cervical carci-

noma should have a limited future. These

include the accessibility of the cervix, the

reliability of cervicovaginal cytology as a

screening measure for the detection of ma-
lignant cells, and the relative ease of biopsy

for definitive diagnosis. However, there are

other factors which mitigate against elimina-

tion of this disease. For example more than

60 per cent of the patients delayed four or

more months before reporting their symptoms

to the physician, and still further delays oc-

curred before the diagnosis and the institution

of therapy. Until these delays can be reduced

still further and everyone can be brought

into screening programs, carcinoma of the

cervix will remain a problem.

Favorable trends are being established.

The impact of more frequent physical exam-
ination, the use of cytological studies in

younger females, and the more frequent use

of biopsy is leading to the earlier diagnosis

of cervical carcinoma. This study demon-
strates the shift in the per cent of tumors

now being diagnosed in the more therapeu^

tically favorable group of tumors, those called

in situ (see Graph II). Our growing under-

standing of the life history of this disease

process is allowing steadily earlier therapy.

Not infrequently now, therapy is being in-

stituted even before the lesion can be called

malignant. In fact, the tool so frequently used

for evaluating the abnormal smear, cone

biopsy of the cervix, may well be curative in

many instances because of the removal of

epithelium which has the potential of ma-
lignancy but is not yet so, i.e. the dysplastic

epithelium.
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The incidence of carcinoma in the Utah
population at 28/100,000 women is very sig-

nificant. The relative low age of marriage

and high birth rate are most likely signifi-

cant factors. These findings place an im-

mense responsibility on the females of this

state to seek early and frequent examination.

The physicians will need to continue to edu-

cate their patients to consistent follow-up

and to institute careful programs of cancer

detection.

As noted earlier, there is an average of

10 years lag between the detection of the in

situ lesion and the appearance of the in-

vasive lesion. This rather slow growth pat-

tern has led many to look lightly upon the

dangers of this disease process. As is obvious

from the survival figures, once a lesion has

become invasive, the chances for five-year

survival drop drastically. The chances of

finding a positive pelvic node, for example,

in the presence of an intraepithelial lesion

is about 1 per cent. The chances, however,

of finding positive nodes once there is in-

vasion is in excess of 15 per cent. In short,

the earlier the diagnosis is made, the more
favorable the prognosis.

The overall survival rate of 70.0 per cent

compares favorably with other reported

series.'* The survival rate for the localized

lesions (Stage I) of 78.6 per cent is about

average for a number of institutions re-

viewed,® although there is considerable varia-

tion with a range from 67.0 per cent to 87.6

per cent.

No attempt has been made in this study

to compare the surgically treated cases

against the cases treated by irradiation as

far as survival is concerned. The surgically

treated group is relatively small, amounting
to only 12 per cent of the total number.
Distressing is the loss to follow-up of 10 per
cent of the patients. This high rate is most
likely the end product of many factors, but
of prime importance in keeping it low is

dogged determination on the part of the pa-

tient and the physician to seek follow-up.

With effort this can be reduced to a fraction

of one per cent.®

Most invasive lesions are being treated

in one of two or three centers within the

State of Utah. This is a healthy situation and
warrants continued physician support. Mor-
bidity is lower, chances for survival are en-

hanced, and follow-up improved when treat-

ment of malignancy is handled in the spe-

cialized center.®

Summary

In this study, 1,084 cases of cervical car-

cinoma were reviewed. A period of 13 years

was studied. The incidence of this tumor in

Utah was determined and compared to other

areas throughout the world.

The trend to earlier diagnosis was gra-

phically shown. The impact of early diag-

nosis was reviewed.

Five-year survival figures were calcu-

lated and discussed in relation to other re-

ported series.

Methods of therapy were briefly reviewed.

No comparative figures were given.

Recommendations for early diagnosis were

discussed. The importance of consistent fol-

low-up was stressed. •
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Essential hypertension--

In the study of any new drug, extensive re-

search in large hospitals, clinics or research

institutions is, of course, exceedingly impor-

tant. However, much can also be learned from

the practitioner in private practice, who gen-

erally has the opportunity to observe his

patients more closely than one would expect

in a large institution. Since the majority of

patients treated by a physician are seen in

private offices and the majority of drugs

introduced into medicine are intended for

these patients, it is essential that the evalua-

tion include results obtained by the prac-

ticing physician.

It was because of this philosophy that we
decided to undertake the evaluation of a

group of essential hypertensives with the use

of a combination of 3 antihypertensive agents

in a single low dosage tablet, containing 0.1

mg. reserpine, 25 mg. hydralazine, and 15 mg.

hydrochlorothiazide.* Since the safety and

effectiveness of this combination had already

appeared in the literature,^'® we were not

specifically working with an unknown or un-

tested preparation. Also, these drugs had been

used individually for many years for the

treatment of hypertension, and much had

been published in the literature on the phar-

mocologic properties of each. Reserpine is

well known for its bradycrotic effect, as well

as its calming effect in tense patients, a com-

mon complaint in hypertension. Hydralazine

increases renal blood flow and cerebral blood

Supplied as SER-AP-ES through the courtesy of Daniel R.
Shields, Jr., MD, CIBA, Summit, New Jersey.

Effective therapy in private practice

Herbert Tanney, MD, Beverly Hills, California

flow. Sokolow and Puloff^ state that dydra-

lazine “is particularly useful in the treatment

of patients with impaired renal function, be-

cause it increases renal blood flow and lowers

the pressure both when the patient is stand-

ing and lying down.”

Freis® stated that the principal advantages

of utilizing hydralazine in combination with

a thiazide and rauwolfia were as follows:

“Acute hypotensive reactions, particularly

orthostatic hypotension, are not produced in

the dosages customarily employed; and the

effective dose levels are fairly standard from

one patient to another, so that less manipula-

tion is required.” Thiazides, rauwolfia, and

hydralazine are classified as the mildest anti-

hypertensive agents,® that is, they are the

ones which are the easiest for the physician

to use, do not cause drastic side effects, are

relatively easy to titrate to the desired blood

pressure level, do not require a large number
of tablets and do not require frequent visits

to the physicians’ office during the intial

weeks of therapy.

Although the etiology of essential hyper-

tension is unknown, we do know that vital

organs can be affected. Actuarial data^° have

demonstrated that with each increment in

systolic and diastolic pressure, actual mortal-

ity exceed the expected mortality of the

population at large, revealing that pressures

exceeding 140/90 mm. Hg are associated with

a higher mortality. Brest” cites the following

advantages of combined antihypertensive

drug therapy: (1) By combining drugs with
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different antihypertensive actions, additive

effects can be obtained, thereby resulting in

increasingly effective blood pressure control.

(2) Judicious combination of drugs with vary-

ing antihypertensive potencies often makes
it possible to decrease the total incidence of

side reactions by reducing the dosage of each

individual drug. (3) Knowledgeable use of

drug combinations may reduce side reactions

by pharmacologic means, i.e., the tachycardia

effect of hydralazine can be reduced by the

concomitant use of rauwolfia, which causes

bradycardia.

Therefore, because of the above-men-

tioned properties of Ser-Ap-Es, we considered

it to be an ideal drug to evaluate in patients

seen in everyday private practice.

Materials and Methods

Our study comprised 30 unselected pa-

tients, 12 males and 18 females, ranging in

age from 26 to 72 years. Mild, moderate, and
severe grades of hypertension were repre-

sented, with a duration of 1 to 25 years. Many
had been ineffectively controlled on other

antihypertensive medications before this

present study was undertaken.

In general, the initial dosage of Ser-Ap-Es

was 1 tablet b.i.d. or t.i.d., with adjustments

being made according to individual responses

until maintenance levels were determined.

Duration of treatment ranged from 1 month
to 1 year. Records on each patient on each

visit included weight, systolic and diastolic

blood pressures, diet, side effects, and where
we considered it necessary laboratory tests

were performed (hemoglobin, hematocrit,

white blood count, BUN, etc.).

TABLE 1

Table 1. Average Blood Pressure Reduction in 30

Hypertensive Patients on Reserpine-Hydralazine-

Hydrochlorothiazide (SER-AP-ES)

.

Results

For the entire series of 30 cases, the aver-

age blood pressure was reduced from 181/107

mm. Hg to 137/82 mm. Hg, as depicted in

Table 1. Satisfactory blood pressure reduc-

tions were obtained in 26 of the 30 patients.

A few representative cases are outlined in

Table 2.

Side Effects

It is important to stress that light-hearted-

ness and weakness occurred during the initia-

tion of treatment in many of the patients, but

abated without reducing the dosage within

4 to 10 days. When this effect was explained

to each patient in advance there was no case

in which the drug had to be discontinued.

TABLE 2

Case

Initial

Blood

Press.

Dosage of

Ser-Ap-Es

Tablets

Blood Pressure Readings

Week

2nd 4th 6th Final

1 160/110 2 T.I.D. 140/75 135/80 125/85 145/70

2 240/120 1 TII.D. 158/80 160/80 150/80 150/80

3 230/110 2 B.I.D. 210/210 160/90 170/100 170/95

4 160/90 2 B.I.D. 170/90 190/100 170/110 150/95

5 240/130 2 T.I.D. 165/95 170/100 160/90 135/85

6 180/110 1 B.I.D. 150/80 150/85 130/80 155/80

7 190/115 1 B.I.D. 120/80 160/100 125/85 120/85

8 170/100 1 B.I.D. 130/75 130/75 120/80 125/80

9 150/100 1 B.I.D. 140/85 130/80 145/90 130/75

10 165/98 1 B.I.D. 150/80 140/80 140/75 140/75
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Two patients complained of nasal stuffi-

ness. Upon reduction of dosage, this symptom
disappeared.

Summary

Thirty unselected hypertensive patients,

including mild, moderate, and severe cases,

were treated with a combination of reserpine,

hydralazine, and hydrochlorothiazide com-
bined in one tablet. Many were ineffectively

controlled with other antihypertensive medi-

cation when introduced to this study. For the

entire group the blood pressure was reduced

from an average of 181/107 mm. Hg to 137/82

mm. Hg. A total of 26 of the 30 patients

achieved a satisfactory reduction in pressure.

This study corroborates the findings of

Finnerty,^^ who noted that the more potent

agents are indicated only in those few pa-

tients with severe hypertension, who have

retinopathy, congestive heart failure, and
other complications. Moyer^® found that 81

per cent of all hypertensive patients are well

controlled with this combination of agents.

In our series, good results in 86 per cent of

the cases are in accord with his findings. •
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Medicare administrative alternatives,

prospects and trends*

John A. Buesseler, MD, Columbia, Missouri

With the enactment of Medicare legislation

by the 89th Congress in 1965, the federal

government committed itself to the

responsibility of financing the health needs

of a large segment of the population. The

magnitude of the program gives it a

potentially overwhelming directional

influence over the health care system of

the nation. As a prognostic view of these

influences, this paper was presented

originally at the 12th Annual Forum of the

National Committee for Research in

Ophthalmology and Blindness. Doctor

Buesseler holds a Master of Science degree

in Business Administration and is a PhD
candidate in Business and Public

Administration. He is a Professor of Surgery

(Ophthalmology) at the University of

Missouri School of Medicine.

Dateline, Washington, D. C., October 19,

1968: The American farmer of the future

may be just on the bottom step of a giant

ladder-like system that will plant, harvest,

process and package the nation’s food all

under one economic roof. However, the pros-

pect, as envisioned by a number of agricul-

tural experts, is not viewed with universal

enthusiasm. Professor Elmer R. Kiehl, Dean,

College of Agriculture, University of Mis-

souri, said that a farming system too tightly

structured could result in “economic feudal-

ism not unlike that of the Middle Ages in

Western Europe.” Under such circumstances,

Kiehl said that the farmer, as he is thought

of today, would no longer exist.

‘Reprinted from pages 179 to 181 of the March, 1969, Mis-
souri Medicine. Copyright, 1969, by Missouri State Medical
Association.

He was speaking of the main topic under
discussion in Washington at the Agricultural

Research Institute of the National Academy
of Science. The hybrid-corporate or quasi-

non-governmental corporate farm of the fu-

ture would contract the actual tilling of the

soil and tending of animals. Efficiency, rely-

ing upon the use of computers, would be the

keynote in virtually every phase of the giant

corporation from scheduling and planning to

projecting consumer demand. Big food proc-

essing chains already are headed in this di-

rection, according to the specialists.

The relative position of the farmer eco-

nomically in the American food production-

distribution system is indicated by the fact

that the retail consumers spend 100 billion

dollars annually on food while the farmers

receive 12 billion in income.^

That sufficiency of food is considered a

right of members of our society is fairly well

attested to by the welfare laws. That farming

is considered a quasi-utility also is fairly well

supported by the mechanisms of subsidy and

regulation effected through the Department

of Agriculture.

Directional Forces

This news release indicates rather force-

fully that medicine is not alone in feeling the

pressures for rapid and sweeping organiza-

tional change. Many of the same basic forces

affecting the health care system also are

affecting other organizational systems in this

country.

My purpose is to identify and focus on

some of the directional forces which are oper-

ating in our social environment and are di-

rectly or indirectly influencing the course of

change occurring in the American health care

system in general and in the administrative

conduct of Medicare in particular.

J
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It is not my intention to suggest value

judgments regarding the desirability or lack

of desirability of the direction in which these

forces are moving society, but, rather, to

explore briefly their impact as manifested in

the trends affecting our medical care system.

Efficiency

Foremost among these trends is the drive

for efficiency, particularly in the use of fa-

cilities. The echelonment of health institu-

tions has been well demonstrated by the

military services. Much is found in the cur-

rent literature about comprehensive health

plans and hospital administration, suggest-

ing that these military techniques and devices

be used in the civilian sector and that cen-

tralized teaching in specialty care institutions

be the hub of the wheel around which satel-

lite facilities with lesser capabilities would
exist.

This already has been occurring on an

evolutionary basis. With greater control of

society’s direction by legislation, however,

the process may well increase. Such echelon-

ment will placa teaching hospitals in a posi-

tion of particular pre-eminence not only

educationally, but in the rendering of care

and in the referral scheme for patients.

Additionally, the drive for efficiency is

directed to the use of personnel. The big push

in recent health care legislation governing

allied health manpower points dramatically

to this. Ancillary personnel, both in admin-

istrative and in technical health fields, is

expected to come into the practice of medi-

cine in much greater numbers and variety.

This is intended to supplement the capa-

bilities of the individual physician so that

his skills are distributed more widely and so

that he is less encumbered with details of

administrative processing and with the more
mechanical routine details of diagnostic and
therapeutic procedures.

The implications of enlargement in this

body of health care workers is quite apparent.

Ophthalmology has felt this as much or more
than some other fields in medicine. For sev-

eral decades, the optometrist has represented

this kind of skill, operating autonomously
rather than as an integrated part of the

health team.

Economy
The second trend which seems apparent,

regardless of the national political drift, is

for economy. Greater emphasis by the gov-

ernment on cost accounting and cost control

is being instituted. The concept of unit cost

in health care has great attraction to many
hospital controllers, governmental planners

and administrators. It is a unit by which they

can measure service. Whether or not it is a

snare and a delusion is open to question.

Whether grading services by X number of

unit values is one with which the physician

can live remains to be seen.

In the realm of hospital services, unit cost

is making its biggest advances largely under

the pressure of the reasonable cost element

in the Medicare law. As yet, reasonable cost

has not been imposed upon the physician.

Reasonable charges have. By virtue of steady

escalation of financial commitment by the

government to the Medicare-Medicaid pro-

gram, the dollar totals have far exceeded

cost estimates prior to the institution of the

program. Powerful forces are declaring that

it is necessary to control the reasonableness

of the costs and the charges.

In this regard, organized medicine may
lose the support of one of its staunchest allies,

private industry. Industry itself is pressing

for greater economy and efficiency in the

delivery of health care. This drive for econ-

omy is manifested in pressure for more re-

stricted budgeting of costs for services ren-

dered by both the hospitals and physicians.

The most popular concept under consider-

ation is advance budgetary review for hos-

pitals under the Medicare program. This

allows for justification, acceptance of cost

and payment before the fact rather than

payment after the fact. The present scheme

of paying after the fact does not appear

viable. Hospitals are being pressed to come

forth with advanced, detailed budgets to be

reviewed prior to any commitment on the

part of the government for Medicare pay-

ments.

Most people who have been involved with

government-sponsored research are familiar

with such techniques in regard to research

grants. The hospitals, as yet, have not been

fully subjected to it.
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How will this affect the physician who is

geared to a fee-for-service varying with the

number of visits and the type of case? It is

apparent that the reasonable charge (usual

and customary) is only an interim situation.

It was necessary for Congress to incorporate

that condition in the Medicare law in order

to obtain physician acceptance. Organized

medicine has embraced the concept but, with

constant pressures for cost control, most of

the people concerned with the Medicare leg-

islation are convinced that the reasonable

charge is not going to last. The alternatives

are obvious: (1) the fixed fee schedule or (2)

the annual contract salary.

Control

The third drive which is being experienced

across society is that for centralized control.

Except for those short periods of restrictive

legislation accompanying our past wars, the

Comprehensive Health Planning Act is the

single, most sweeping and broad centralized

control of the allocation of resources that

Congress has ever passed.

Controls via the Medicare mechanism ap-

pear to be manifested in a centralized control

of quality. No longer will the medical pro-

fession have the sole prerogative. Care stand-

ards, however, need better defined criteria

than have been developed to measure quality.

The methods now used for measuring qual-

ity, utilization review committees, tissue com-

mittees, etc., are off target in providing a

true measurement. More and more the payer

will inject his influence into the determina-

tion of quality. And more and more the

payer is the federal government.

It appears that terms of access to health

care services will be removed more com-

pletely from the medical profession and

placed in the hands of the third party payer.

The trend for more complete insurance cov-

erage through government control appears

on the horizon. Coverage of all age groups

and income levels is becoming a bipartisan

political goal. Many devices have been pro-

posed; particularly noteworthy among them
are the use of negative income tax payment
and variable premium payment based on
reported income level.

What is the status of the physician going

to be in relation to other health care workers?

This, too, will not be decided exclusively by
the medical profession, but rather by the

vested interest groups that become estab-

lished through increase in ancillary workers

and through consumer interests in health

care. Not unlike the field of agriculture, the

cost of health care services to the third party

payer indicates that the physician’s portion of

total cost is rather small. For him to maintain

his position of preeminence and captain of

the ship will require negotiation in the de-

mocracy of interaction between vested in-

terest groups. This will extend to working

conditions with the terms of practice and

remuneration negotiated between vested in-

terest organizations and payer.

I would like to quote the authorities

Herman and Anne Somers from their Brook-

ings Institution report titled Medicare in the

Hospitals, Issues and Prospects: “It should

be obvious by now that the term ‘reasonable

costs’ is by no means self-defining. The law

inevitably left much to be resolved through

bargaining, pressure and counterpressure

—

a normal process in setting a price for a mas-

sive purchase. It establishes certain bound-

aries, but permits broad, administrative dis-

cretion, after consultation with the parties

in interest, and consideration of customary

practices. Nothing else would have been

practical. Only theoretically can government

unilaterally set the price at the point it con-

siders right. In a free economy, government

decisions must find an equilibrium between

abstract justice and operational feasibility.

The government is a powerful buyer, but the

sellers are free men and free institutions.

They must come from the deliberations rea-

sonably satisfied that they have been dealt

with fairly, if the program is to operate with

the necessary consent and cooperation.

Of all the trends in Medicare, this latter

trend has the greatest impact on the indi-

vidual practicing physician. It is apparent

that the man without an organization to

represent him, is a man without representa-

tion. With the advent of Medicare, the medi-

cal societies, either the existing ones or ones

to be evolved, were placed in the position in
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which they could become the physicians’

most important representatives at the bar-

gaining table.

Summary
I have intended to keep out of this pre-

sentation any value judgments. The intent

has been to identify trends, not necessarily

situations that are currently operational.

What is operational in Medicaid (Title XIX)
indicates a potential trend for Medicare

(Title XVIII), both of which are part of the

same Congressional Act. What is happening

in New York under Medicaid actually is hap-

pening under the Act which is generally

referred to in its entirety as Medicare. Al-

though no medical society operating on a

national or regional basis has fully accepted

the role of collective bargaining agent, its

organizational presence in a socio-economic

system of vested interest group mediated by
Medicare legislation is pushing it toward that

functional position.

The goals of the trend-producing direc-

tional forces are greater efficiency, greater

economy and greater centralization of con-

trol. The guidance the medical profession can

effectively exert in the shaping of these goals

for the best protection of the patient is de-

pendent upon the direction taken by the

organizational changes presently occurring

within the profession. •

REFERENCES
1 Columbia, Missourian, October 19, 1968.

2 Somers, Herman M., and Somers, Anne R.: Medicare and Hospitals, Issues and Prospects.
Washington: The Brookings Institution, 1967.

Hemangiosarcoma of the breast*

Hugh L. Davis, Jr., MD, Eugene E. Skroch, MD, Guillermo Ramirez, MD,

and Bernard C. Korbitz, MD, Madison, Wisconsin

Approximately 40 cases of hemangiosar-

coma of the female breast have been re-

ported.^ This rare tumor of young women
frequently has a benign initial appearance,

but almost invariably disseminates causing

death within two years.^’^ Severe hemorrhage
and hematologic complications have been
frequent. The following case illustrates many
of the typical features of this tumor.

CASE EEPORT
In May, 1964, this 32~year-old housewife de-

veloped a small, firm nodule in the upper outer
quadrant of the left breast. An excisional biopsy

*Dr. Davis is Assistant Professor, Division of Clinical
Oncology, University Hospitals; Dr. Skroch is Attending
Surgeon, St. Mary’s Hospital; Dr. Ramirez is Assistant
Professor of Clinical Oncology and Surgery, University
Hospitals; and Dr. Korbitz (formerly at Presbj^erian Med-
ical Center, Denver) is Assistant Professor of Medicine
and Clinical Oncology, University Hospitals, Madison,
Wisconsin.

Supported in part by Center Grant No. CA-06749.

was performed two months later. Pathologic diag-

nosis was hemangioma simplex (Fig. 1), and no

further therapy was given.

Fig. 1. Biopsy of the original tumor Hematoxylin

and Eosin x 280.
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In February, 1965, the patient noted a recurrent

mass in the left breast in the same area as the

previous excision. This was deep and did not

discolor the skin. She sought medical advice eight

months later, and a left simple mastectomy was
performed. The diagnosis was cavernous .heman-

gioma, again benign. (Fig. 2).

Fig. 2. Biopsy of the first recurrence Hematoxylin

and Eosin x 280.

In February, 1966, the patient noted an area

in the mastectomy scar that was indurated and
purple. Excisional biopsy and subsequent radical

removal of the pectoral muscles and axillary dis-

section were performed. The diagnosis on this

occasion was hemangio-endothelioma (hemangio-

sarcoma) (Fig. 3). The lymph nodes were negative

for metastases.

In April, 1966, the patient was started on

monthly courses of combined Cyclophosphamide

(Cytoxan ®) and Actinomycin D (Cosmegen ®)

therapy. Each course of therapy consisted of six

daily intravenous injections of Cyclophosphamide,

400 mgm., and Actinomycin D, 10 mcg/kg. This

therapy caused considerable toxicity with nausea

and vomiting and necessitated several hospitaliza-

tions for supportive care. By January, 1967, the

patient had received a total of eight courses. In

addition to the nausea and vomiting, transitory

leukopenia and thrombocytopenia occurred but re-

solved in between courses.

The patient was seen in February, 1967, one
year following the recurrence, because of a right

breast mass which she stated had been present one
to two months and had not increased in size. The
right breast contained a 4 x 2 cm. mass, firm, mov-
able, non-tender, and located superior to the right

nipple. No adenopathy was palpable. The re-

mainder of the physical examination was unre-
markable.

Mammography revealed no evidence of a dom-
inant mass or malignancy. A bone survey and

Fig. 3. The second recurrence invading the dermis

Hematoxylin and Eosin x 280.

chest x-ray were normal. A right radical mastec-

tomy was performed. The microscopic diagnosis

was hemangio-sarcoma. (Fig. 4). There were no
lymph node metastases.

Subsequently, she was started on Cyclophos-

phamide alone and continued on oral maintenance

Cyclophosphamide, 200 mgm. daily. The patient

was ambulatory and fully capable of housework
but did have chronic nausea on this therapy.

Eight months later she began to develop vague
right abdominal pain and pain in the low back and
right hip. A complete physical examination re-

vealed only pallor. X-ray studies of the spine and
pelvis were negative. At this time her hemoglobin
was 7.9 grams per cent; hematocrit, 23 per cent;

platelets, 159,000; white blood cell count, 2,400

with a normal differential.

Anemia rapidly became profound and she was

readmitted to the hospital. Physical examination

revealed hepatomegaly with the rounded liver

edge palpable 8 cm. below the right costal margin.

X-ray examination revealed elevation of the right

hemidiaphragm and radiolucency in the right

acetabulum with destruction of the cortical rim.

A bone scan with Strontium 90 (S®®) revealed

altered osseous metabolism in the lower lumbar

spine and pelvis, and a liver scan with Gold 198

(Au^®®) revealed hepatomegaly with extensive

areas of hepatic replacement, particularly in the

right lobe of the liver. The patient was trans-

fused with four units of packed red cells and dis-

charged to continue on oral Cyclophosphamide.

Weakness and progressive nausea and vomiting

occurred, and she was re-admitted one week later.

She was weak, pale, and acutely ill with a blood

pressure of 108/70; pulse, 140. The abdomen was
distended, dull to percussion, and tender. A large

nodular liver was palpable 10 cm. below the right

costal margin.
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Initial laboratory work included a normal imin-

alysis; hematocrit, 17 per cent; white blood cell

count, 6,300, with 58 segs, 27 bands, 8 lymphs, 7

monos, and 2 nucleated red cells/100 white cells.

The electrolytes were normal. BUN was 38 mgm
per cent; uric acid, 5.7 mgm per cent; calcium,

8.4 mgm per cent; phosphorus, 2.4 mgm per cent;

bilirubin, 2.1 mgm per cent; SGOT, 154 Karmen
units; SLDH, 423 Wacker units, alkaline phos-

phatase, 11 K-A units.

The patient was transfused with two units of

whole blood. Twelve hours following admission

the patient became hypotensive with air hunger
and appeared moribund. She complained of in-

creasing abdominal pain and pressure. A diag-

nostic abdominal paracentesis revealed fresh blood.

The working diagnosis was massive intraperitoneal

hemorrhage from metastatic hemangio-sarcoma.
Treatment included removal of seven pints of

blood from the abdomen by commercial vacuum
container equipment from which she was given

autotransfusions. She received 20 blood trans-

fusions from the blood bank over the next 48

hours. At this point her blood count stabilized, and
her hemorrhage apparently ceased spontaneously.

Cyclophosphamide was discontinued on admission,

and subsequent chemotherapy consisted of Vin-

cristine, 25 micrograms/kg as a loading dose, and
10 micrograms/kg as intravenous weekly injec-

tions. The patient had a prolonged hospital course

with fever and a , progressively enlarging liver.

However, she became capable of home care and
was discharged until her final admission one
month later.

She presented finally as a wasted chronically

ill woman whose skin was covered with petechiae.

She had marked ascites and bilateral pleural effu-

sions, and the large nodular liver extended 20 cm.
below the right costal margin. There was marked
sacral and leg edema.

Laboratory work revealed a normal xuinalysis;

hematocrit ranged from 19 to 25 per cent; platelet

Fig. 4. The recurrence in the opposite breast He-
matoxylin and Eosin x 280.

counts ranged from 20,000 to 70,000; normal white
blood cell count and differential; alkaline phos-

phatase was 25 K-A units; LDH, 844 Wacker imits.

Chest x-ray revealed small bilateral pleural effu-

sions. Treatment was supportive, and the patient

quietly expired on January 22, 1968.

Autopsy revealed an emaciated woman with

anasarca, 1 liter of sero-sanguineous fluid in each

pleural cavity, and 9 liters of sero-sangmneous

fluid in the abdominal cavity. Discolored areas

were present on the dura, the diaphragm, and the

visceral pleural surfaces. The liver weighed 6,300

grams and was massively involved with highly

vascular angio-sarcoma. Pulmonary edema and

small focal metastases were present in the lungs.

The spleen and bone marrow of the ribs and
vertebral column contained metastatic tumor, and
there was metastasis to the dura of the brain. The
cause of death was generalized angio-sarcomatosis.

Discussion

The incidence of hemangio-sarcoma of the

breast has been estimated to be from 0.03 to

0.05 per cent of all malignant mammary tu-

mors.^*®® The patients are usually young

women in the reproductive years, the ma-
jority being under 40. Four women were

pregnant at the onset.^-^’® The tumors usually

present as rapidly growing masses,'* ® but may
present as a small, soft mass. Discoloration of

the skin may be present but is surprisingly

infrequent.*'

The initial lesion in this patient was
thought to be benign and was treated ini-

tially by local excision. This is frequently the

pattern—up to 45 per cent have been diag-

nosed as benign hemangiomata;^'®'*® retrospec-

tively, the tumors have proven to be malig-

nant.

The microscopic features separating he-

mangio-sarcomas from benign hemangiomas
have been reviewed by Stout* and Steingasz-

ner.* The distinctive pathological features

include the following:

1. Lining of vascular spaces by endothelial

cells with larger and more hyperchromatic

nuclei than found in hemangiomas.

2. The finding of at least a few foci where

the endothelial cells are piled up and form

papillary projections into the lumen of the

vascular channel.

3. The presence of freely anastomosing

and irregular vascular chamiels.

4. Great variation in cellularity in the dif-

ferent parts of the tumor. These features are
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illustrated in the tissues of this patient. The

initial tumor and the first recurrence (Figs.

1 and 2) look deceptively benign. Figs. 3 and

4 demonstrate recurrent sarcoma which is

highly cellular.

Survival has been short, averaging 18-28

months.^ ®’"' Our patient survived 42 months

from the date of excision of the first mass.

Other long survivors are reported; three for

over five years. ^ Two patients surviving seven

and 14 years at the date of reporting had

lesions less than 3 cm. in size present less

than two months before surgery. All larger

lesions were fatal. These tumors may recur

locally and also disseminate widely via the

blood stream usually to the lungs, liver, and

bone.

Treatment has varied from simple excision

to radical mastectomy. Axillary nodes have

been negative usually. Even though simple

mastectomy has been the preferred therapy,

the usual result has been recurrence and
dissemination.

An interesting feature of our patient was
the massive intra-abdominal hemorrhage.

Serious or fatal hemorrhages have frequently

been a complication of these highly vascular

tumors.2’‘*’^’^'“ Our patient was revived by
emergency management of exsanguinating

hemorrhage with autotransfusion. Autotrans-

fusion can be used safely to maintain blood

volume where exsanguinating hemorrhage
threatens life.^® Commercial vacuum collect-

ing equipment is readily available for this

purpose.

Thrombocytopenia persisted during the

terminal months of life in our patient. She
was not receiving chemotherapy at this time.

We have related the thrombocytopenia to

bone marrow metastases of the tumor.^^ In

addition, large primary or metastatic heman-
gio-sarcomas may destroy platelets. Fibri-

nogen, Factors V and VIII may also be de-

pressed because of the defibrination syn-

drome.*® Either of these situations may con-

tribute to a fatal hemorrhage.

Chemotherapy in this patient included

Actinomycin D-Cyclophosphamide initially

and subsequently Cyclophosphamide alone.

There was no apparent change in the course

of the disease, and certainly death from the
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tumor or its complications was not prevented.

Low dose Vincristine late in her illness was

also ineffective in the dose and intervals used.

Vincristine in low dosage does not ordinarily

produce thrombocytopenia^® and was used in

this case in an attempt to control tumor

growth when thrombocytopenia was a clinical

problem.

Summary

A case of hemangio-sarcoma of the breast

is presented. The clinical features of this rare

tumor are summarized and the natural his-

tory and some complications are reviewed.

The tumor disseminated in spite of a de-

ceptively benign initial appearance, a feature

found in 45 per cent of the cases reviewed.

Surgery and subsequent chemotherapy were

not effective in preventing her death, though

the patient lived SVa years after initial ther-

apy. Severe hemorrhage frequently compli-

cates this vascular tumor and presented a

difficult problem in the management of this

young patient. •

GENERIC AND TRADE NAMES OE DRUGS
Cyclophosphamide—Cytoxan
Actinomycin D—Dactinomycin, Cosmegen
Vincristine—Oncovin

REFERENCES
1 Steingaszner, L. C., Enzinger, F. M., Taylor, H. B. : Hemangiosarcoma of the Breast. Cancer
18:352-361, March 1965.

2 Mackenzie, D. A.: Angiosarcoma (Hemangioblastoma) of the Breast. Brit. J. Surg. 94:146-143,

Sept. 1961.

3 Tibbs, D. : Metastasizing Hemangiomata: A Case of Malignant Hemangioendothelioma. Brit. J.

Surg. 40: 465-470, March 1954.

4 Enticknap, J. B.: Angioblastoma of the Breast Complicating Pregnancy. Brit. Med. J., 2:51,

July 13, 1946.

5 Adair, F. E., Hemmann, J. B. : Sarcoma of the Breast—With A Report of Thirty Cases. Surg.,

19:55-73, Jan. 1946.

6 Barber, K. W., Jr., Harrison, E. G., Claggett, O. T., Pratt, J. H. : Angiosarcoma of the Breast.
Surg 48 :869-878. 1960.

7 McClanahan, B. J. and Hogg, L. : Angiosarcoma of the Breast. Cancer, 7:586-594, May 1954.

8 Batchelor, G. B. : Hemangioblastoma of the Breast Associated With Pregnancy. Brit. J. Surg.,

46:647-649, May 1959.

9 Patrick, R. S., Jarvie, J., Miln, D. C, : Hemangioblastoma of the Breast: A Report of Three Cases
Brit. J. Surg., 45:188-193, July 1957.

19 Robinson, J. M., Castleman, B.: Benign Metastasizing Hemangioma. Amer. Surg., 104:453, 1936.

Stout, A. P. r Hemangio-endothelioma: A Tumor of Blood Vessels Featuring Vascular Endothelial
Cells. Amer. Surg., 118:445-463, Sept. 1943.

19 McCarthy, W. D. and Pack, G. T.; Malignant Blood Vessel Tumors: A Report of 56 Cases of
Angiosarcoma and Kapasi’s Sarcorpa. Surg. GYN and Obstet., 91 :465-482, Oct. 1950.

19 Sneierson, H., Cunningham, J. R., and Artuso, D. A.: Autotransfusion for Massive Hemor-
rhage Due to Ruptured Spleen in Jehovah’s Witness. New York State J. Med., 67:1769-1771,

June 15, 1967.

i< Bourne, M. S., Cook, T. A., Williams, G.: Hemangiosarcomatosis: Two Cases Presenting as
Hematological Problems. Brit. Med. J., 5456:275-276, July 31, 1965.

19 Blix, S., Jacobsen, C. D.: The Defibrination Syndrome in a Patient With Hemangio-endothelial
Sarcoma. Acta Medica Scandanavica, 173:377-393, 1963.

18 Whitelaw, D. M., Kim, H. S.; Vincristine in the Treatment of Neoplastic Disease. Canadian Med.
Assoc. J., 90:1385, 1964.

for June 1969 53



Vagaries of coronary artery disease*

Robert J. Barnet, MD, Reno, Nevada

)

Acute myocardial infarction and angina

pectoris are often considered clearly defined

syndromes which can be diagnosed with rea-

sonable accuracy. A series of case histories

will be presented which will document the

fact that coronary artery disease is a dynamic
process presenting a spectrum of clinical,

laboratory and electrocardiograph findings.

These examples will underline and document
the axioms that;

1. Coronary occlusion may occur without

significant myocardial infarction.

2. Q-waves are not essential for the posi-

tive electrocardiographic diagnosis of acute

myocardial infarction.

3. A normal electrocardiogram, even after

exercise, does not exclude significant coro-

nary artery disease.

4. Abnormal diagnostic changes in the

electrocardiogram may be transistory in an

acute myocardial infarction.

The case histories of five patients ranging

in age from 33 to 49 emphasize the young age

of onset for coronary disease and the need for

constant concern even in a relatively low risk

group. None of these patients was diabetic

or had abnormal cholesterol values and only

the first and oldest patient was hypertensive.

CASE 1

This 49-year-old male was admitted to the

hospital on January 14, 1966, with an episode of

acute and severe dyspnea. He was sweaty, hyper-
tensive, virtually livid and in acute pulmonary
edema. Chest x-ray showed pulmonary vascular

congestion and his electrocardiogram showed ST-T
abnormalities, sinus tachycardia and ventricular

premature beats (Fig. 1). The arrhythmias cleared

and only non-specific ST segments remained at

the time of discharge (Fig. 2). Serum enzymes

"‘Presented at the Annual Meeting of the Nevada State
Medical Association in Las Vegas, Nevada, November 9,

19fi8.

Dr. Barnet is the Director of the Coronary Care Unit,
Washoe Medical Center, Reno, Nevada; Member Core
Faculty, Intermountain Regional Medical Program.

54

Fig. 1

Fig. 2

Rocky Mountain Medical JoxmNAL

1



Fig. 3

-rr T . .

4±- -

"3,44.; 18 i

T' L _L !

|IZ 1*1 ii 1 1
'

‘

. ! 1 i 1
•

4- -U- k
-

I" j-

L^l

'

k
s jL

Ix'l

J

1

ijtl

iv X

•

'l.
i

Hill
id

s A ‘h

1 Vfl

~tM
j 1

iyi

Fig. 4

on the first two days of hospitalization were an

SCOT of 40* and 42 and an LDH of 760** and 640.

These borderline values were attributed to con-

gestive failure. The patient was discharged, after

five days in the hospital, on limited activity with

a diagnosis of compensated arteriosclerotic and
hypertensive heart disease.

On January 25, 11 days after discharge, fol-

lowing a large meal the patient was brought to

the Emergency Room and was dead on arrival.

Autopsy showed an old occlusion, estimated to be
over three months of age, of the right coronary ar-

tery with infarction and an occlusion of the right

coronary artery estimated to be two to six weeks
of age without associated area of infarction, in a

separate branch of the right coronary artery.

There was a third recent occlusion of less than
14 hours duration, undoubtedly the episode that

precipitated his death.

* SGOT (Serum glutamic oxalycetic transaminase; Meth-
od: Bertram-Flomkel Normal 8-40 units).

•* LDH (Lactic dehydrogenase; Method: Sigma, Normal
100-350 units, borderline 350-550 units).

Fig. 5

Fig. 6

This individual then presents an instance of an
occlusion which produced a rather dramatic clin-

ical picture in which evolutionary changes did not

develop on the electrocardiogram, serum enzymes
did not rise but autopsy two weeks later, after

death, from a completely different episode, showed
an occlusion of the coronary artery which un-
doubtedly occurred on the date of the first episode

of hospitalization — an occlusion which produced
acute symptoms but not a significant infarction

of the myocardium.

CASE 2

This 33-year-old male was admitted to the

hospital with an episode of substemal pain radi-

ating to the left arm which was present intermit-

tently for approximately 12 hours on September
15, 1967. Serum enzymes showed levels on the

first four days of hospitalization of SGOT of 24,

106, 64 and 19 and LDH’s of 340, 920, 900 and 550.

The patient’s hospital course was unremarkable.
This patient is presented because of the changes
that appeared in his electrocardiogram consistent
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with a true posterior wall infarction. In the initial

electrocardiogram (Fig. 3), marked ST segment

depression appeared in V-2 and V-3 representing

a current of injury of the true posterior wall.

It will be noted that the RS ratio in V-1 changes

remarkably, (Fig. 4). This results because of the

loss of posterior forces so that the anterior forces

of the ventricular wall are able to reflect them-

selves. Q-Waves did not develop but rather a

Fig. 7

Fig. 9

Fig. 10
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change in the RS ratio—reflecting a change in

ventricular muscle mass. These changes persisted

(Fig. 5). This is not the traditional reflection of

an infarction—the development of a Q-Wave, but

has the same significance. In this instance, as in

the next three patients, localization was confirmed

by vectorcardiograms.

. _ ;

Fig. 12

CASE 3

This 41-year-old male was initially evaluated

on May 1, 1967. He was seen as an out-patient

because of history of exertional chest pain which

had been present for a period of six months. He
had been seen by other physicians and had EKG
and cardiac evaluations, all of which had been

negative. On May 1 a resting electrocardiogram

(Fig. 6, 7) was within normal limits. An exercise

Fig. 13
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Fig. 17 Fig. 19

test was then undertaken. A heart rate of approxi-

mately 135 to 140 was recorded and no abnor-

malities which would confirm the diagnosis of

coronary artery disease were noted (Fig. 8, 9).

The patient returned five days later with a

history of chest pain of approximately 30 minutes

duration. On this occasion a repeat electrocardio-

gram was taken and showed changes consistent

with an acute anterior wall myocardial infarction

(Fig. 10). Serum transaminases on the first four

days of hospitalization were 46, 72, 252, and 139.

LDH’s on the corresponding days were 260, 640,

1730, and 1800. The patient had sinus tachycardia,

atrial tachycardia and atrial premature beats dur-

ing hospitalization. Diagnostic electrocardiographic

changes developed on serial electrocardiograms

(Fig. 11). A temperature rise of 103 degrees which

was felt to be related to the severity of the myo-

cardial infarction was registered.

This patient presents an example of an indi-

vidual who had a normal resting and probably

normal exercise electrocardiogram, who undoubt-

edly had underlying coronary artery disease as

manifest by acute myocardial infarction four days

after he was evaluated. The possibility that more

severe exercise stress might have produced a posi-

tive diagnosis remains open; but one must also

conjecture what the clinical course might have

been.
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CASE 4

This 34-year-old male was admitted to the

hospital on February 11, 1968 with a history of

severe anterior chest pain and a syncopal episode.

His pain radiated into the shoulders, into his right

arm and left arm and into his neck. When seen

initially in the Emergency Room he had a heart

rate of 40 and a blood pressure of 60/20. Initial

electrocardiogram showed an AV dissociation and

marked ST segment elevations (Fig. 12). The sec-

ond electrocardiogram was taken approximately

six hours after admission and was interpreted as

being within normal limits (Fig. 13). subsequent

electrocardiograms on the second and third days

of hospitalization were also normal (Fig. 14, 15).

On the fourth day of hospitalization some minor

T-Wave changes developed (Fig. 16). Associated

with changes in the electrocardiogram, serum

enzymes on the first five days of hospitalization

were as follows: 10, 23, 23, 24, and 17. On the

corresponding days the LDH’s were 130, 120, 340,

280 and 260. Although there were marked changes

on the electrocardiogram taken at the time he

was seen in the Emergency Room, subsequent

electrocardiograms on the two following days were

normal and there was only a minimal rise in

serum enzymes.

Since this was a young individual, he may
have had rather marked coronary spasm initially

and his collateral circulation may have allowed

him to survive with what was undoubtedly a sig-

nificant occlusion with relatively minor muscle

damage. A vectorcardiogram confirmed the pres-

ence of a significant abnormality.

This patient emphasizes the necessity of serial

electrocardiograms. If he had been seen initially

six hours after the intial electrocardiogram it

might well have been considered that he did not

have coronary artery disease.

CASE 5

This 36-year-old male was intially seen in the

Emergency Room on October 16, 1968, at which

time marked changes were present in the electro-

cardiogram — particularly the elevated ST seg-

ments (Fig. 17). Ventricular premature beats were

also noted. The patient refused to stay in the

hospital, signed out against advice and was seen

in the office on the following day at which time

a second electrocardiogram was taken and inter-

preted as being within normal limits (Fig. 18).

However, because of the changes on the initial

electrocardiogram, the patient was finally able

to be convinced to be hospitalized and electro-

cardiograms on the second hospital day (Fig. 19),

some 36 hours after the onset of his symptoms,

showed changes diagnostic of an acute anterior

wall myocardial infarction. Further changes de-

veloped on the third hospital day (Fig. 20).

Serum enzymes on the first and second day

of hospitalization consisted of SGOT’s of 143, and

86 and LDH’s of 1,040 and 1,020. This patient pre-

sents a second example of an individual who ap-

proximately 16 to 18 hours after the onset of his

symptoms had a normal electrocardiogram. Be-

cause of his young age, one might well have con-

sidered the possibility that his symptoms were

due to some thing other than heart disease. Had
not the initial electrocardiogram been available,

or had serial enzymes and electrocardiograms not

been taken, the diagnosis might well have not

been confirmed.

Conclusion

This series of five patients present ex-

amples of the problems encountered in the

diagnosis of coronary artery disease:

1. Coronary artery disease is a dynamic

process in which vascular occlusion may not

produce significant infarction.

2. Collateral coronary circulation may and

at times does develop and may modify the

clinical course.

3. Coronary disease may and often does

exist without abnormal physical, laboratory

or electrocardiographic findings.

4. The traditional findings in acute myo-

cardial infarction are not the only diagnostic

features of the electrocardiogram.

5. Diagnostic electrocardiographic abnor-

malities in acute myocardial infarction, even

though dramatic, may be transitory or may
be delayed in appearance. •
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Rocky Mountain Cancer Conference

Denver^ Colorado Brown Palace Hotel

July 18 H9, 1969

Co-sponsored by the Colorado Division, American Cancer Society

and the Colorado Medical Society

NO REGISTRATION FEE

Approved for AAGP Credit

Friday, July 18

8:00 a.m.—Registration

SYMPOSIUM: Thyroid Cancer and
Other Tumors of the Endocrine Glands

Moderator: N. Paul Isbell, M.D.,

Denver

Participants: Drs. Oliver H. Beahrs;
William A. Meissner; Philip Rubin;
Howard R. Bierman; Willet F. Whit-
more, Jr.

Saturday, July 19

8:30 a.m.—Registration

SYMPOSIUM: Tumors of the Genito-

urinary Tract

Moderator: Dale M. Atkins, M.D.,

Denver

Participants: Drs. Oliver H. Beahrs;

William A. Meissner; Philip Rubin;

Howard R. Bierman; Willet F. Whit-
more, Jr.; Roger A. Harvey

12:15 p.m.—LUNCHEON
Government and Medicine as a Team
Guest Speaker: Gerald D. Dorman,
M.D.

Thyroid Cancer and Poly-Endocrine
Disease

Oliver H. Beahrs, M.D.

The Quest for a Cure of Cancer
Howard R. Bierman, M.D.

Hodgkins Disease with Extended
Field Treatment
Philip Rubin, M.D.

Bronchial Adnomas: The Pathology
and Clinical Course
William A. Meissner, M.D.

Treatment of Prostatic Cancer
Willet F. Whitmore, Jr., M.D.

60

12:15 p.m.—LUNCHEON
The Urgency of Cancer?

Guest Speaker: Roger A. Harvey,

M.D.

INFORMATION PLEASE

Moderator; Alexis E. Lubchenco,

M.D., Denver

Participants: Drs. Oliver H. Beahrs;

William A. Meissner; Philip Rubin;

Willet F. Whitmore, Jr.; Roger A.

Harvey
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Medical Director Appointed for

Cardiac Reconditioning Unit

Dr. L. Loring Brock, a Denver physician who
has specialized in internal medicine and cardi-

ology, has been appointed medical director of the

cardiac reconditioning unit now under construc-

tion at Spalding Rehabilitation Center.

Dr. Brock has been medical director of the

Colorado Heart Assn.’s cardiac work evaluation

unit for the past 12 years. He is also chairman of

the Reconditioning and Rehabilitation Committee

of the Colorado Heart Assn., a member of the

Rehabilitation Committee of the American Heart

Assn, and past chairman of the cardiac work
evaluation unit sub-committee of the national

organization.

He has been active in Spalding Center’s pro-

grams since the Center opened four years ago,

and has been on Spalding’s medical executive

committee. Dr. Brock is also on the Cardio-Pul-

monary Committee of St. Luke’s Hospital.

Dr. Brock will continue in private practice in

his specialties—internal medicine and cardiology

—and will maintain his own offices.

Carbon Monoxide School Bus Studies

Morgan and Lake Counties

Two sites were chosen in which to do a study of

carbon monoxide (CO) in school buses, after a di-

agnosis of partial CO poisoning was detected upon
a young male student school bus rider in Morgan
County. Symptoms were typical, with the young-
ster falling asleep and being inert in his class-

room. It was determined that he was exposed by
CO being sucked in the rear door of the school
bus, and by his being the first one on the bus and
the last off, his exposure was of the longest
duration. Thus Morgan County was chosen as the
school district in which to conduct the CO study
as well as the high altitude school district of Lake
County.

This study was initiated under ideal operating
conditions for winter traffic, with the county sani-

tarians riding the buses on the morning run, as

well as the afternoon run. Tests were taken in

the engine compartment while buses were warm-
ing up as well as in various locations throughout
the bus. Additional tests were made at the rear,
center, and front compartments of the bus at the
mid-point and at the end of the run.

Concentrations of CO ranged from less than
one part per million units to 250 ppm. Generally,
the concentrations were less than the 50 ppm
threshold limit.

In Morgan County, of the 26 buses tested, seven

buses tested at the end of the run at around 50

ppm. Only one indicated a problem, with a read-

ing of 100 ppm in the rear.

In Lake County, of the six buses tested, two

had a high reading—over 100 ppm. One indicated

a reading of 250 ppm units in the interior of the

bus, and even higher at the rear, suggesting that

CO was sucked in through the rear door. The bus

was repaired immediately.

From the findings indicated above, the Injury

Control Program of the Colorado Department of

Health would recommend that the counties

throughout the state initiate such a program, thus

preventing the inevitable should the driver con-

tinue to be exposed to a high reading of CO.

Problems Related to Human
Organ Transplantation

The following statement was prepared by the

Committee on Medicine and Religion of the Colo-

rado Medical Society after a presentation by

Doctor David Ogden, a member of the University

of Colorado School of Medicine transplant team

relative to the moral and ethical problems re-

lated to human organ transplantation.

“The Committee on Medicine and Religion is

impressed by the ethical sensitivity, perception

and responsible decision-making evidenced by

the physicians and personnel involved in trans-

plant work at the Colorado General-Veterans Ad-
ministration Hospitals. Their ethical concern and

competence are discernible at many points, i.e.,

careful screening and continuing concern for both

living and cadaver donors and recipients, a re-

sponsible effort—in company with other thought-

ful and concerned physicians across the nation

—

to redefine death medically toward a cerebral

determination of personal death (with important

implications beyond the arena of transplants), a

resolve to maintain separate medical-surgical

teams for potential donor and recipient patients

(so as to avoid compromising the dying process

for the former or precipitating death prematurely

for the latter, a sensitive awareness of the various

human and emotional aspects involved for both

transplant patients and their families, an appro-

priate and agonized concern over the limitations

imposed by socio-economic factors (limited facili-

ties, trained personnel and utilization in lieu of

budgetary factors), the questions as to who re-

ceives available organs and when, medicine’s his-

toric commitment to intervene helpfully in re-

sponse to human need, and so on. The Committee

wishes to commend and, further, to offer support

to the physicians and allied health professionals

engaged in these pioneering efforts.

“An area for further study and discussion is

the question of which potential recipient patient

and when? Presently the decision at CGH-VA is

based entirely upon the matching of tissue profiles
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between donor and recipient. It is conceivable that

such decisions in the future may of necessity in-

clude more broadly medical and social factors

—

admittedly less precise and more subjective. In

the Committee’s view careful consideration and

intelligent anticipation is called for in this regard.

“Basic to this developing area of medicine is

trust, i.e., patient for physician, between physician

colleagues and, of particular importance, by the

general populous toward the medical profession

—

which implies a just demand for competent, re-

sponsible and humane practice. However, such a

concern also includes an urgent need for educa-

tion and interpretation to the public at large, in

order to allay anxieties, dispel myths, and both

support and enhance trust. This calls for the dis-

semination of accurate information and ample

discussion at all levels. All persons must be in-

formed so as to reflect intelligently and act with

freedom and responsibility.

“The Committee supports the pending legisla-

tion amongst the 50 states to pass a Uniform Ana-
tomical Gift Act, and thereby provide structures

whereby organs may be donated—with legal safe-

guards—by the living prior to death, by appro-

priate next of kin following death, and both trans-

plant team personnel and their medical institutions

be granted needed legal protection.

“Finally, the development of organ transplanta-

tion confronts the medical profession, allied health

professions, and of equal importance, the public,

with two pressing value questions. One, there is

the increasingly urgent need to, establish health

priorities; namely, to which specific areas are

available health care monies to be designated?

And, for the nation generally, to what specific

needs do we decide to invest our economic and
human resources? Both questions will require

continuing thoughtful deliberation and decision.”

Minutes of the House of Delegates,

Utah State Medical Association
Twelfth Interim Session,

Salt Lake City, Utah—March 19, 1969

The Twelfth Interim Meeting of the House
of Delegates of the Utah State Medical Association

was called to order at 9:00 a.m. in the Auditorium
of Skaggs Hall, University of Utah College of

Pharmacy, Salt Lake City, Utah, by the Speaker
of the House of Delegates, J. Clare Hayward, MD.

The invocation was given by Reed W. Farns-
worth, MD.

Minutes of the September 10-11, 1968 session

which were printed in the December, 1968 issue

of the Rocky Mountain Medical Journal were ap-
proved.

Report of the President-
Homer E. Smith, MD

As you physicians are aware, we have a real

problem with the malpractice situation here in

Utah since February 23 when a significant num-
ber of doctors had their liability insurance can-
celed. I would like Mr. Brewster to read a chrono-
logical account of what exactly happened in a very
few days’ time during this crisis, and then I would
like to discuss it in greater detail and present cer-

tain recommendations which I think must be con-
sidered:

Chronological Account by Mr. Hoyt W. Brew-
ster . . . When the information was announced
that this mass cancellation was going to take place,

the Medical/Legal Committee of the Utah State

Medical Association met on February 20 and had
as invited guests Mr. John H. Snow, legal counsel,

and Mr. Marty B. Cox, General Agent of Aetna
Insurance Company, represented locally by Ed. D.

Smith & Sons. The problem, at this meeting, was
explored in depth—both as it pertains to the pres-

ent and to the future. The consensus of opinion

following that meeting was that a single carrier

should be obtained to cover all physicians in the

state of Utah, regardless of their specialty. Mr.

Cox was invited to try and obtain this coverage

with the Aetna Insurance Company, or failing

this, with any company of sufficient financial

stability that there would be no question as to the

permanency of such an arrangement. The con-

tingency of this proposal was that the Utah State

Medical Association would give its official en-

dorsement to such a program and encourage its

physicians to participate, hopefully, up to the point

of at least 90 per cent of the membership. Further,

that the State Medical Association provide a re-

view panel that would serve as a screening proc-

ess, at least for those applying, to assure that they

are practicing good medicine, that they are in good
standing with their component society, and that

they are observing the highest principles of medi-

cal ethics. It was also agreed that the State Asso-

ciation would appear in behalf of the selected

carrier to support with the State Insurance Com-
missioner such necessary premium increases as

wmiH be renibred to make a ^professional liability

program realistic. It was further concurred in that

the State Association should encourage with its

members a continuity to the program that would

avoid past pitfalls from repeating in the future.

On the 25th of February, five days later, the

Salt Lake County Medical Society’s Executive

Committee met and again discussed the problem in

depth with Mr. John Snow and Mr. Marty Cox,

and at which time they voted to endorse the

recommendation of the Medical/Legal Committee

of the State Medical Association.

On February 27, the Utah State Medical Asso-

ciation’s Executive Committee met and again dis-

cussed the problem in considerable depth. The

consensus of this group was that the position be
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supported as originally endorsed and recommended
by the Medical/Legal Committee. It was also de-

cided that it would be helpful, and in fact neces-

sary, to call into session the Board of Trustees and

all officers of the Component Medical Societies for

a special meeting, which session was held March 6

with 102 per cent of those invited present, which
evidenced the interest of the physicians in the

State.

It was also felt advisable to send a question-

naire to the physicians in Utah to obtain certain

factual information which could be computerized

and presented to the carrier requested to provide

this coverage. And as you physicians are aware,

this questionnaire was sent out. Interestingly

enough, within twenty-four hours of our having

mailed it out, we had 25 per cent returned. Two
weeks later approximately 80 per cent had been
returned, and the final count indicated a 94 per

cent response, which is quite remarkable. This

was carried out in a completely confidential man-
ner. The questionnaires were numbered, and only

the executive staff has access to who is repre-

sented by each number. This information will not

he made available to the insurance carriers. Mr.

Cox is very optimistic about the helpfulness of

this questionnaire and the information that is

being obtained from it, as well as to the possi-

bilities of a successful result.

In addition to these formal meetings, another

meeting was called, on Saturday afternoon, March
1, at which physicians who had been involved

in recent actions were present, as also officers of

the State Association, to consider the possibility

of legislative action. It was determined, however,
that neither the climate nor timing were right

with the present legislature to try and obtain last

minute favorable action, and that a better way
would be to begin now with a long-range legisla-

tive program.

In addition to these meetings, a very vigorous

campaign was carried out with the mass media,

and there certainly is a public awareness of the

problem, which was our intent. Not that it should

particularly be resolved in that way, but we
merely wanted to let them know that this is a

community problem and not one that affects the

physicians alone.

We also directed letters to the State Insurance
Commissioner requesting certain specifics of him
that would provide protection for the physicians

from the companies who had withdrawn to make
certain that no one would be holding an expired,

useless policy in case there was future action. We
had response from the Commisioner. Certain in-

formation that we required has not yet been re-

ceived from him but we shall press the issue until

we have obtained from him that which we think
is necessary in the best interest of the physicians
of this State.

We also inquired of the manager of the Travel-
ers Insurance Company, who had issued notice of

cancellation to a number of our physicians, and
have since obtained a postponement from him
until June 1, which we think will be extremely
helpful as we proceed to try and work out this im-
mediate program.

I should like to pay tribute to your President
and other officers for their interest, vigorous
action and dedication far beyond the call of rea-
sonable duty in the goals that they have attempted
to achieve. I am sure that with the involvement
and cooperation of the physicians of Utah a very
helpful, long-range program will be worked out.

Official Statement from President Homer E.

Smith . . . Members of the House of Delegates of

the USMA. What do you plan, both individually

and collectively, to do about the medical malprac-
tice situation as it currently exists in the state

of Utah? What do you want your officers and
members of the Board of Trustees to do for you?

It is best at this point to discuss the current
pertinent features of the problem before we at-

temnt to arrive at conclusions.

We must, by now, all be well aware of the fact

that the subject matter has of necessity been
brought into the realm of public concern and
awareness. We must now pursue our efforts to an
even greater degree to involve all segments of

society to face up to their responsibilities and func-
tions in helping to solve the problem.

You well know that this is a most serious

matter about which the public is lacking under-
standing; further, the public is unaware of the

complexities of the problem as it pertains to them
and the future state of the delivery of their health

care services. The public must be continually made
aware of these facts, for in the ultimate analysis

they are the ones who are involved to the same
extent we are.

Most unfortunately, to a significant extent the

same lack of understanding holds forth for many
of those of us practicing medicine and surgery.

Were this not true, we would not find ourselves

in the position we now occupy. This feature must
also be faced up to and remedied by us on our own
behalf. Relative meaningless colloquial nuances

pertaining to some matters which involve us must
cease.

We as physicians and surgeons, in the imme-
diate future, in regard to this and other problems,

are going to need to demand of ourselves a cohe-

siveness of mutual endeavor which we have never
been able to achieve in the past. The autonomy,
though desirable, which we have individually

manifested in the past in relationship to our medi-
cal liability insurance coverage, is going to have
to immediately give way to broad new concepts

in our thinking and planning with the insurance

industry. Unless we make a decision to bring our
strongest collective efforts to bear on the subject,

on a continuing basis, we might just as well stop

right here.
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What then needs to be further pursued?

The solution to the problem needs to unfold

in the terms of immediate, proximate, and remote
planning.

IMMEDIATE
1. A new concept and arrangement In medical and

surgical liability insurance coverage is in need of
formulation for the physicians and surgeons of the
state of Utah. Should policy cancellations occur in

the future, many advantages would unfold if all

of the doctors had their liability insurance cancelled
on the same date.

2. Support for justifiable rate increases for the in-
surance carriers.

3. There are still some members of our USMA who
do not have medical liability insurance coverage.
For as long as there is even one such, we must
increase our efforts to aid them.

4. Reduce our liability exposure.
a. Unless the activity concerned carries its own

liability insurance to cover our voluntary services,
we should discontinue such community service
activities.

FOR EXAMPLE:
1. Physicians in attendance at school athletic

functions.
2. Disease detection screening programs.

PROXIMATE
1. Enhance and expand the activities and responsibili-

ties of the medical/legal committees. There are many
ongoing committee activities in this country which
can be studied as examples.

2. Establish a community-based committee activity of
the USMA to delve more deeply and objectively into
the matter. Such a committee should be represented
by physicians and surgeons, insurance representa-
tives, legislators, attorneys, judges, social workers,
business people, labor and other segments of society
as indicated.

3. Seek Utah State Bar Association liaison relationships
of meaningful value.

4. Consider logical liability responsibility assignment
for charity and part pay (thifd party) patients.

5. If the trial lawyers avail themselves of legal semi-
nars at periodic intervals to better acquaint them-
selves with the most up-to-date methods to effec-

tively sue doctors, should not the doctors avail
themselves of similar educational technics for their
own defense? Attendance at such courses as they
evolve should be mandatory for all physicians and
surgeons at recurrent intervals.

6. We must sunport preventive measures in the way
of public education in the future.

REMOTE
1. Consideration by the American Medical Association

of the problem in relationship to long-range planning.
2. Future legislative considerations based on a realistic

appraisal by the community-based committee activ-
ity of the Utah State Medical Association which
would have an opportunity to delve more deeply
and objectively into the matter.

Let us not place all of the concern on the phy-
sicians and surgeons.

Let us not assume the public, by their actions

and lack of understanding, to be blameless.

Let us not for one minute release the legal

profession from its part in the creation of this

crisis.

Were the contingency fee of the lawyers to be

disallowed, and were the plaintiff who has a case

made to be responsible for all costs on both sides

should he lose the suit, and were the losing plain-

tiff to be held liable for a suit by the physician

for mental anguish, all but the most legitimate of

cases would vanish overnight from the scene.

Because of the urgency of the situation I should

like your consideration in determining the need
to proceed with the outline as above by appoint-

ing appropriate committees to assume duties in

this regard.

Questions were then called for from members
of the House, which President Smith and others
responded to.

Report of the Executive Secretary—
Mr. Hoyt W. Brewster

There is one addition I would like to make to

my report as printed in the Handbook, and that is

to update the reference to legislation. As indicated

in my report in the Handbook at the time of its

printing. Senate Bill 124, or the Medical Practice

Act, was in committee in the House having
emerged on the floor one time and then been re-

ferred back to committee. This also had created a

furor on the part of various medical disciplines,

who are not medical doctors, objecting to the con-

tents of this bill even though it was specifically

stated that the bill was not intended to regulate

them. However, S.B. 124 did appear on the House
floor for the second time, and it was successfully

passed with one additional minor amendment. Of
the four endorsed bills submitted to the Legislature

by the Utah State Medical Association, all four of

them passed by both houses, with three of them
signed by the Governor. The last, S.B. 124, has not

yet been signed. We feel, however, from making
contact with the Governor’s office, that there will

be no problem, and that a real milestone will have
been reached in the passage of this legislation. '

Report of the President of the Woman’s Auxiliary -

—

Mrs. Russell N. Hirst
,

The Medical Auxiliary has been very involved

in health career activities. On our Health Careers

Day held in Weber County, Mrs. Rex Alvord did
|

a tremendous job,—so much so that she was asked i

today to speak to the Hospital Volunteers Associa-

tion. She has also been invited to a health council

meeting in California next month.

We also recently participated in a meeting with

the pharmaceutical wives and the veterinarians’

wives at Utah State University, which we feel has

been very good public relations.

The Medical Auxiliary would like to thank the

Association for the budget increase you recently

approved for us. We are not required to spend

time recruiting members or collecting dues, and

we are one of the very few states in the Nation

that has this privilege. We appreciate our phy-

sicians’ foresight in having planned it this way.

Thank you.

Report of the AMA Delegate— '

Drew M. Petersen, MD
It is a privilege for me to very briefly review

j

the report of the Delegates to the AMA. The House |

of Delegates’ Interim Session met in Miami Beach,
j

December 1 to 4, 1968. There were many items j

considered—one of which was osteopathy. There I

has been a lot of discussion over the past few >

years concerning osteopathy, and California re-

cently converted one of the osteopathic schools to
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a Class A Medical School and gave M.D. degrees

to the osteopaths. The House adopted a Board

report stating these objectives with respect to

osteopaths:

To “assure the provision of the best possible

health care to the American people; make avail-

able to students and graduates in osteopathy edu-

cation of the same high standards as prevail in

undergraduate, graduate and continuing educa-

tional programs in medicine; provide avenues

whereby qualified osteopaths may be assimilated

into the mainstream of medicine.”

Internships, residencies and training programs

are therefore to be available to qualified osteo-

paths. The AMA has suggested that the door be

left open to osteopaths to become members, not

only of the American Medical Association, but also

of the State Medical Association. This however,

they have left up to the prerogative of the local

medical society.

The House also “suggested that each county and

state medical society may accept qualified osteo-

paths as active members and thereby provide for

their membership in the American Medical Asso-

ciation” and instructed the Council on Constitu-

tion and By-laws to prepare “appropriate By-law
amendments so that qualified doctors of osteo-

pathy may be admitted to full active membership”

in the AMA. I am sure that much consideration

was given to this matter over the years before

this statement was issued by the House of Dele-

gates.

The President of the AMA, Dr. Dwight L.

Wilbur of San Francisco, made the following very

pertinent remarks, which I think we should con-

sider:

“Make high-quality health care available for

everyone in America at as reasonable a cost as

possible.

“Put a rein on costs by avoiding hospitalizing

any patient unless absolutely necessary.

“Develop more reasonable and more realistic

expectations by the public.

“Unify the medical profession in maintaining

constructive liaison with other groups.”

President Wilbur closed his report by saying,

“We are immersed in an epoch of change. We can-

not hope to emerge from it as respected leaders

unless we guide the course of change.” And this

is what we are always stressing. Let’s get in-

volved. Our guidance in helping change all ele-

ments of society that affect the people’s health in

an orderly, balanced sequence is the price of our
continued esteem as a profession and as an organi-

zation.

I would like to draw to your attention financing

as it pertains to the use of federal income tax

credits for the purchase of health insurance. The
House adopted a resolution that the AMA “vigor-

ously promote the enactment of federal legisla-

tion which would translate the concept of income
tax credits for health insurance premiums into

law.” They are now starting on this particular

situation.

The House adopted the Council on Medical
Education’s “Special Requirements for Residency

Training in Family Practice” and resolved that the

AMA “affirm the importance of providing appro-

priate recognition for family physicians through

approval of a primary specialty board for family

practice, and that the Council on Medical Educa-
tion be encouraged to continue its efforts with the

American Academy of General Practice and the

AMA Section on General Practice to achieve this

goal.”

The House also urged constituent societies, in

states where existing laws do not permit minors

to consent to treatment of venereal and other

communicable diseases, to seek the enactment of

legislation. Young people get into these VD situa-

tions and they are afraid to go to the physician for

treatment because the physician has to have the

consent of their parents. This is a very important

item if we are going to attempt to control venereal

disease as it should be controlled.

A number of recommendations were made con-

cerning medicine and government. One was that

the AMA seek to have Congress phase out federal

health care programs which overlap and redupli-

cate Medicaid, and another that county and state

medical associations, through the AMA, supply

when requested the names and biographical data

of physicians who are qualified, willing, and able

to accept appointment in government service, full

or part time. Further, that the AMA exert every

effort to bring about the elimination of unneces-

sary documentation of medical services by the phy-

sician, hospital, and fiscal intermediary on Medi-

care and Medicaid patients.

Under affairs that were of internal interest in

the AMA, the House recommended, along with

the Board of Trustees, that a well-qualified man
who is a Doctor of Medicine be appointed to the

position of Executive Vice President, replacing

Dr. F. J. L. (Bing) Blasingame. Dr. Blasingame

spoke before the House of Delegates in Miami,

and he was given a standing ovation. He was a

very highly-respected gentleman, and I think gave

the American Medical Association much service

during the time he was there.

The malpractice situation is not just a problem

in the state of Utah, but is a national problem as

well, and the AMA has been reviewing this prob-

lem for a number of years. It was suggested that

the AMA might set up its own insurance service,

and that all doctors who are members of the AMA
be covered by this. This recommendation was

thoroughly investigated, but later determined that

the proposal was not very feasible when all facets

were considered. It was recommended, however,

that the Board continue and expedite its present

activities to study and search for solutions to the

problems of medical professional liability.
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It was further agreed that the House go on
record as favoring exploration of establishing more
uniform reciprocity arrangements among all states

with respect to physician licensing. This is in line

with the federation on medical licensing and they
are trying to get all the states to adopt the same
examinations for reciprocity purposes. I feel it

would behoove us to do more in this area before
federal legislation is enacted to accomplish this.

Again, it has been a privilege for Dr. Jorgenson
and myself to have served as your Delegates to

the AMA.

Report of the Dean, U of U College of Medicine—
Kenneth B. Castleton, MD

The Medical Advisory Board to the University
of Utah College of Medicine is a regular com-
mittee of the State Medical Association. It con-
sists of 12 members, six representing the Associa-
tion, which includes the President and Past Presi-

dent, and six from the Medical School, which
includes the President of the University, several

members of the Board of Regents, and the Dean
of the Medical School. This body meets twice each
year, just prior to the House of Delegates meeting.

The meetings have been, I feel, very worthwhile.
We discuss problems that arise in our inter-rela-

tionships and then inform the Medical Society

about the problems of the Medical School. At our
last meeting we discussed the problems we have
had as a result of the austerity program of the

State. We are facing difficult times ahead both
for the Medical School and the University Hos-
pital. The University Hospital has had many prob-
lems—these primarily due to the difficulty of

collecting hospital bills from Salt Lake County;
yet, despite this the legislature actually made a

cut in the total appropriations. The Medical School
appropriation was not cut, but it was given a

very, very minimal increase.

I hope that this particular committee will be
continued. I think it is a great help to the Medical

School and I think that it is a very good mechan-

ism for improving relationships between the Medi-
cal School and the University on the one hand,
and the Medical Society on the other.

And finally now, I have changed hats and
moved from the Medical Center into the Adminis-
tration Building. I want to take this opportunity
to express my deep appreciation to the officers

of this Association, the Delegates, and to the
membership for the great support they have given
me during my six and one-half years as Dean of
the Medical School. I know that without this sup-
port the Medical School would have suffered and
my job would have been much more difficult.

AFTERNOON SESSION

Following a luncheon meeting with Mr. Ben E.

Rawlings, USMA legislative lobbyist, as guest
speaker, the USMA House of Delegates assembled
for the afternoon session. Dr. William R. Christen-
sen, Vice Speaker, conducted.

Reference Committee chairmen were called

upon to review the USMA committee reports, reso-
lutions, and other pertinent matters of business
that had been submitted, which included an offi-

cial request from the State of Utah for physician
welfare assistance.

President Homer E. Smith subsequently re-

ported that the following members of the Utah
State Medical Association had passed away since

the last session of the USMA House of Delegates

held September 10 and 11, 1968:

Clyde J. Daines, MD, Logan, Utah
John F. Waldo, MD, Salt Lake City, Utah
Walter N. Pugh, MD, Salt Lake City, Utah
Martin C. Lindem, Sr., MD, Salt Lake City, Utah
Frank V. Colombo, MD, Price, Utah
Edward I. Rich, MD, Ogden, Utah

A moment of silence was accordingly observed.

There being no further business, the Twelfth
Interim Session of the House of Delegates of the

Utah State Medical Association was adjourned at

3:30 p.m., March 19, 1969.

PICKER X-RAY
3890 ILM STREET— TEL 388-5731 —DENVER, COLORADO 80207

Offices also In:

Colorado Springs, Colorado

2236 Glenwood Circle, 635-8768 Medical X-Ray Equipment

Salt Lake City, Utah
21 Kensington Street, 487-7519

Accessories & Film

Albuquerque, New Mexico
113 Sierra Dr., S.E., 255-1288
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Colorado
Dr. William Buck of Pueblo, pioneer in the

field of public health, died April 20 at the age of 96.

Dr. Buck, a native of Kansas, received his pri-

mary and medical education there. Soon after

graduation from medical school he came to Colo-

rado where he was licensed to practice in 1902.

He joined the Pueblo Health Department in 1918

and served until 1952, when he retired as its direc-

tor.

It was under Dr. Buck’s direction that public

immunization programs against diphtheria, small

pox and whooping cough were instituted in

Pueblo. He saw great strides in the control of

many infectious diseases there during his life

time of practice in the public health field. He was

especially proud of the sanitation measures he

had put into force in the fight against the spread

of tuberculosis and the enteric diseases.

Survivors include two sons, District Court

Judge William E. Buck of Boulder and Lawrence

Buck of Colorado Springs, five grandchildren and

18 great-grandchildren.

Dr. Douglas Collier of Denver, died May 1,

1969 at Lutheran Hospital. He was 72.

He was born January 14, 1897 in Denver. He
received the BA degree from Beloit College and

was graduated from the University of Colorado

School of Medicine in 1923.

In 1924 he married Dr. Mary Marr (CU, MD
’24). He and his wife worked as medical mission-

aries in Thailand under the Presbyterian Board

of Foreign Missions from 1924 through 1941. Dr.

Collier was honored for his medical missionary

work by the queen and prince of the Northern

Province of Thailand. He and his wife received

the Norlin Medal from the University of Colorado

in 1941 for their research with lepers. Dr. Douglas

Collier was also awarded the honorary degree

Doctor of Science by Beloit College.

He was a fellow of the American Academy of

Surgeons and of the American Academy of General

Practice. He was a member of the American Medi-

cal Association and had served as president of

the Clear Creek Valley Medical Society.

Dr. Collier was active in civil defense in Jef-

ferson County and was on the staffs of St. An-
thony’s Hospital and the Lutheran Hospital and
Medical Center.

Dr. Collier is survived by his widow, two sons,

Robert of Wheat Ridge and Douglas, Jr., of Carson

City, Nevada; two sisters, Mrs. Jean Brown, Sand-
ston Va., and Miss Betty Putnam, Jeffersonville,

Ind.; one brother, Malcolm Collier of Lakewood,
and eight grandchildren.

Utah
Dr. Frank H. Cutler, Jr., Salt Lake City phy-

sician and surgeon died May 3, 1969. He was 62.

The son of a physician. Dr. Cutler was born

April 1, 1907, in Logan, Cache County, to Frank

and Margaret Sparks Cutler. He married Metta

Taylor on June 24, 1931, in the Salt Lake Temple.

A graduate of the University of Utah, he re-

ceived his MD degree from the University of

Maryland School of Medicine in 1935, and then

served an internship and surgical residency at

Mercy Hospital in Baltimore. He commenced his

medical practice in Hagertown, Maryland prior to

serving as a flight surgeon in the U. S. Air Force.

He was stationed at Brisbane, Australia during

World War II, and following his discharge as a

Major returned to Salt Lake City to practice.

An expert horseman. Dr. Cutler had trained

and ridden show horses and was the recipient of

numerous awards. He was an active member of

the Salt Lake County Medical Society, the Utah

State Medical Association, and the American

Academy of General Practice.

Dr. Cutler is survived by his widow, and four

children: Mrs. Gerald H. (Dorothea) Nelson, of

Huntington Beach, California; and Frank H.,

Richard T., and Lawrence E. Also surviving are

four grandchildren; a brother. Dr. Preston R. all

of Salt Lake City; and three sisters, Mrs. Eldon

B. (Bethea) Sessions, Columbus, Ohio; Mrs. Roland

H. (Margaret) Merrill, and Mrs. Elmer J. (Helen)

Hartvigsen, both of Salt Lake City.

HISTO IS CONFUSING.
Histoplasmosis can mimic such unrelated diseases

as TB, leukemia, pneumonia and syphilis. Use the

blue Histoplasmin LEDERTINE'*" Applicator as the

first step in differential diagnosis and as a routine

step in physical examinations for the permanent rec-

ords of your patients.

HISTOPLASMIN,TINE TEST
(Rosenthal)

Precautions— Nonspecific reactions are rare, but may occur.

Vesiculation, ulceration or necrosis may occur at test site in

highly sensitive persons. The test should be used with cau-

tion in patients known to be allergic to acacia, or to thimero-

sal (or other mercurial compounds).

LEDERLE LABORATORIES, A Division of American
Cyanamid Company, Pearl River, New York

473-9
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WASHINGTON

A monthly news summary from the nation’s

Capital by the Washington Office of the AMA.

Health, Education and Welfare plans to im-
pose Blue Shield schedules for physicians under
Medicaid and to limit payments to hospitals under
Medicaid and Medicare drew strong responses

from the American Medical Association and the

American Hospital Association.

Dr. Dwight L. Wilbur, president of the AMA,
urged in a letter to Robert H. Finch, HEW Secre-

tary, that all segments of the health care field be
consulted in effecting economies in government-
paid health services.

“The American Medical Association is eager
to make available to your office the composite
experience and judgment of the nation’s physi-

cians, who are the principal providers of health

care to all the people,” Dr. Wilbur said. “The
needs and problem.s of patients in all walks of life,

at all income levels, come to their attention, in

composite, more than a billion times a year.

“It has always been a principle of both the

humanity and the professional code of the phy-
sician that no one shall ever be denied quality

health care because of his inability to pay. The
present concern is how this universal care can
best be provided within a viable economic system
and in the face of burgeoning demand for medical
manpower, services, and facilities. . . .

“The knowledge and judgment of the nation’s

physicians—as well as of the prepayment plans,

health insurance industry, hospitals, the allied

health professions, the actuaries and others—must
be enlisted in your battle against the health-care

portion of the inflation problem.”

Dr. Wilbur wrote Finch following the HEW
announcement that federal spending on the Medi-
caid-Medicare programs would be trimmed by
$328 million through imposing Medicaid fee sched-
ules based on prevailing Blue Shield rates, limit-

ing mental illness benefits under Medicaid and
cutting down hospital overhead allowances in

Medicaid and Medicare.

“It is important to recognize that there are

many variables in the circumstances of payment
for medical and hospital services,” Dr. Wilbur
said. “Local needs and resources, the educational
and motivational levels of the people, the eco-
nomic conditions of the state and the community
are among the reasons for the differences exhibited
by the payment patterns of the Blue Shield plans
and health-insurance companies.

“These circumstances must be the foundation
for any policies involving cost and payments. No

universal pattern—-no matter how many variations
it may try to provide—can be imposed on the
thousands of localities without wreaking havoc
and probably increasing inefficiency and costs.”

Concerning the imposition of Blue Shield rates
as fee schedules under Medicaid, Dr. Wilbur
warned in an address before the American Society
of International Medicine in Chicago that a later
step “might be that of physicians in groups on
salary and abandonment of the fee-for-service
principle.” He said that physicians, in combatting
such government efforts, must accept the major
responsibility of keeping fees as moderate as pos-
sible.

The American Hospital Association protested
in a letter to President Nixon against removal of
the two per cent overhead allowance for hospitals.

Officially representing the AHA, Ray R. Eppert,
Detroit, Mich., hospital trustee, said in a memoran-
dum accompanying the letter to Nixon:

“The recent announcement of a reduction in

Medicare reimbursement poses a serious threat to

institutional integrity and, therefore, to the ability

of hospitals to serve the sick and injured of this

nation. Hospitals have been repeatedly assured
at the highest levels of government that Medicare
changes would not be made without consultation

with their designated representative, the American
Hospital Association.

“The AHA has tried repeatedly but unsuccess-
fully to meet with Secretary Finch. It is incredible

that the federal government would propose, with-
out any consultation, removal of the two per cent

allowance which is a proper component of rea-

sonable costs guaranteed under the law as passed

by the Congress.

“The department apparently deemed it un-
necessary to consult with the hospital field, and,

as far as can be determined, made no serious

study of the effect of the proposed reduction on
hospitals. Payment of nothing but raw costs will

lead .... to the serious underfinancing of our

hospitals.”

Drug abuse can lead to drug dependence

. . . and a drug dependent person only suc-

ceeds in exchanging his day-to-day prob-

lems for chronic anxiety, nightmarish an-

guish and, on occasion, death.

A drug-induced fantasy or flight into

oblivion never changed anything for the

better . . .

What’s the advantage in being out of

your mind? . . .
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The Rocky Mountain Medical Conference

What It Is— What It Does

The Rocky Mountain Medical Conference is a

self-sustaining joint enterprise of seven state

medical societies. The Conference was founded in

1935 and held its first biennial meeting in 1937.

The basic purpose is to bring Rocky Mountain

area physicians together for an outstanding scien-

tific program—and for renewed regional associa-

tions and friendship. The conference exists solely

for these purposes. It does not elect officers, in-

dulge in medical politics or consider resolutions

or pronouncements. Meetings are held biennially,

usually in conjunction with the host state’s annual

meeting, and upon invitation from a participating

state association. The Chairman of the forth-

coming host state’s R.M.M.C. Committee is Chair-

man of the Conference’s “Continuing Committee”

for the next two years and Chairman of that

Conference. The Conference obtains operating

revenue from registration and exhibit fees, and

over the years has built up a small reserve fund.

Members of the Rocky Mountain Medical Con-

ference for 1969 are:

COLORADO, IDAHO, MONTANA, NEVADA,
NEW MEXICO, UTAH
AND WYOMING

Registration At R.M.M.C.

Registration at the Rocky Mountain Medical all Doctors. No fee will be charged physician

Conference is open to any Doctor of Medicine. members of the Armed Forces in uniform, nurses

Registration is not limited to physicians within and guest speakers,

the seven states which participate in managing the

Conference. Each physician will be given an identification

badge, and admission to all conference activities

A registration fee of $25.00 will be required of will be by badge only.



The R.M.M.C. Runs by the Clock!

The Scientific programs of the Rocky Mountain

Medical Conference are run by the clock, to the

minute. This has been true of the previous meet-

ings, and it will be true this year.

All meetings will begin on time, all speakers

will be required to begin their presentations

exactly on time and none will be permitted to

speak longer than as scheduled in the program.

All who attend the Conference are requested to

assist the speakers and benefit themselves by being

in the meeting room a few minutes in advance of

the papers they wish to hear. Any member who ar-

rives late to hear any particular paper is assured

that he will miss part of that paper! Also, his late

arrival would be disturbing to the speaker and the

audience alike.

Hotel Reservations

Headquarters for the Conference will be the

Sun Valley Lodge. Blocks of rooms and cottages

have been set aside to accommodate doctors and

their families attending the Rocky Mountain

Pocket

A final program for the 15th Biennial Rocky

Mountain Conference, complete with additional

details not available for this Program Issue of the

Journal, will be published in pocket size and will

Medical Conference. Accommodations are also

available in the Challenger Inn and the Lodge
Apartments. Write to Sun Valley Reservations,

Sun Valley, Idaho 83353, for your reservation

needs.

Program

be available to all registrants at the meeting. For

additional program information, write to: Rocky

Mountain Medical Conference, c/o Idaho Medical

Association, 407 West Bannock, Boise, Idaho 83702.

Special Events

A number of special events are planned to add

to the enjoyment of this meeting. There will be a

physician’s golf tournament on Sun Valley’s beau-

tiful 18-hole course. A showing is planned for art

work of physicians and their families. Bridge,

trap shooting and tennis are also planned.

Social Events

Social offerings include the always popular

Trail Creek Barbecue, the Sun Valley Buffet and
the Annual Banquet. All are preceded by friendly

cocktail hours and followed by a variety of enter-

tainment, including dancing to Hap Miller’s Sun

Valley Orchestra in the Duchin Room. There is

dancing, also, in the famous Boiler Room.
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Program

15th Biennial Rocky Mountain Medical Conference

and the

77th ANNUAL MEETING OF THE

IDAHO MEDICAL ASSOCIATION

July 2-5, 1969

Sun Valley, Idaho

Wednesday, July 2

9:30 o.m.

—

Credentials Committee

House of Delegates

Idaho Medical Association—Lodge

Dining Room

10:00 o.iti.

—

House of Delegates Convenes

1:15 p.m.

—

Reference Committee Hearings

Thursday, July 3

All Scientific Presentations in the OPERA HOUSE

8:00 o.m.

—

Exhibits open

Exhibit Center, Challenger Inn

8:35 o.m.—The Psyche and Etiology of Disease

SALVATORE P. LUCIA, M.D.

9:00 o.m.—Diagnosis and Treatment of Sinusitis

PATRICK J. DOYLE, M.D.

9:30 o.m.—The Treatment of Ulcerative Colitis in

Children

WILLIAM L. DONNELLAN, M.D.

10:00 a.m.—Endometrial Carcinoma—Past and Present

EDWARD C. HILL, M.D.

10:30 o.m.

—

Recess to visit exhibits

1 1 :00 o.m.—Some Diagnostic and Therapeutic Points

Regordirig Anemia

GEORGE E. CARTWRIGHT, M.D.

11:30 a.m.—99mTcO^ Radioisotope Angiocardiography

in the Diagnosis and Management of Acute

Mediastinal Obstruction

PAULA. FARRER, M.D.

12:00 noon—BCG and INH in the Prevention of

Tuberculosis

STARKEY D. DAVIS, M.D.

2:00 p.m.—Carcinoma in Situ of the Cervix and

Pregnancy

EDWARD C. HILL, M.D.

2:30 p.m.—The Place of Radical Neck Dissection in

the Management of Head and Neck

Cancer

EDGAR C. WHITE, M.D.

3:00 p.m.—The Diagnosis and Treatment of Neonatal

Jaundice

WILLIAM L. DONNELLAN, M.D.

3:30 p.m.—The Iatrogenic Diseases

SALVATORE P. LUCIA, M.D

4:00 p.m.—Recess



Friday, July 4

7:00 a.m.

—

The House of Delegates—Lodge Dining

Room

8:00 o.m.

—

Exhibits open

9:00 o.m.—Radiopertechnetate Cerebral Angiography

in the Early Diagnosis of Strokes

PAUL A, FARRER, M.D.

9:30 a.m —Recent Advances in Tuberculin Testing

STARKEY D. DAVIS, M.D.

10:00 a.m.—Experience with Pre>operative Irradiation

for Cancer of the Breast

EDGAR C. W'HITE, M.D.

10:30 o.m.

—

Recess to visit exhibits

1 1 :00 a.m.—Bell's Palsy

PATRICK J. DOYLE, M.D.

Saturday, July 5

8:00 a.m.

—

Technical Exhibits open

8:30 a.m.—The Enlarged Lymph Node

GEORGE E. CARTWRIGHT, M.D.

9:00 a.m.—Tracheotomy

PATRICK J. DOYLE, M.D.

9:30 o.m.—Colloidal Radiogold '^^Au in the Treatment

of Refractory Rheumatoid Synovitis and

Effusion of the Knee

PAULA. FARRER, M.D.

10:00 a.m.—Diagnosis and Treatment of Immunologic

Deficiency Diseases

STARKEY D. DAVIS, M.D.

10:30 a.m.

—

Recess to visit exhibits, coffee

1 1 :30 a.m.—Physiologic Diagnosis in Treatment

WILLIAM L. DONNELLAN, M.D.

12:00 noon—Mass Production Medicine

GEORGE E. CARTWRIGHT, M.D.

12:30 p.m.—The Modern Physicion—advisor, advocate

and citizen

GERALD D. DORMAN, M.D.

Presentation

MRS. JOHN M. CHENAULT

9:30 p.m.—Sun Valley Ice Show

1 1 :00 a.m.—Estrogens Forever?

EDWARD C. HILL, M.D.

1 1 :30 a.m.—The Management of Tumors of Soft Tissue

EDGAR C. WHITE, M.D.

1 2:00 noon—Wine in the Prevention and Treotment of

Cardiovascular Disease

SALVATORE P. LUCIA, M.D.

2:00 p.m.—Panel Discussion

The Guest Speakers



Recreation

Sun Valley is unparalleled in its recreational facilities for the entire family. Activities to appeal to

every taste await your pleasure.

Golf

Trap Shooting

Horseback Riding

Bicycle Riding

Fishing

Sightseeing

Tennis

Swimming

Ice Skating

Bowling

Archery

. . . and more

Social Program

Wednesday, July 2

7:00 p.m.—Welcome to Sun Valley Cocktail Party

Horrimon Cottage

8:00 p.m.—Sun Valley Buffet Dinner

Lodge Terrace

Thursday, July 3

6:45 p.m.—Cocktails at Trail Creek

7:45 p.m.—Annual Trail Creek Barbecue

Friday, July 4

No Scheduled dinner

9:30 p.m.—Sun Valley Ice Show

Saturday, July 5

7:00 p.m.—President's Cocktail Party

8:00 p.m.—The Annual Banquet—Lodge Dining Room

Honoring President O. D. Hoffman, M.D.,

and Auxiliary President Mrs. Willard M.

Peterson.



Technical Exhibitors

Abbott Laboratories

Bristol Laboratories

Brownfield's Artificial Limb and Brace Shop

CIBA Pharmaceutical Company

Eaton Laboratories

Intermountain Surgical Supply

Lederle Laboratories

Eli Lilly and Company

Mead Johnson Laboratories

National Drug Company

ORTHO Pharmaceutical Corporation

Parke, Davis and Company

ROCKY MOUNTAIN MEDICAL CONFERENCE

COLORADO: George H. Curfmon, Carl H. McLauthlin,

Bertram L. Pear, all of Denver.

IDAHO: Max F. Bell, Boise, Chairman; V. Ellis Knight,

Kimberly; Wilbur H. Lyon, Coeur d'Alene; John R.

McMahon, Pocatello; W. Wray Wilson, Coeur d'Alene.

MONTANA: John G. Kane, Butte, Chairman; Harold C.

Hobein, Billings; Frank Johnson, Billings; George J.

Moffitt, Livingston; C. R. Svore, Missoula; Ex-officio:

Mark B. Listerud, Wolf Point; John A. Newman, Butte.

NEVADA: Harry J. McKinnon, Jr., Las Vegas, Chairman;

Thomas K. Hood, Elko; Robert V. Broadbent, Reno;

William R. Feltner, Reno; Joseph M. George, Jr., Las

Vegas.

Pfizer Laboratories

A. H. Robins Cornpany, Inc.

J. B. Roerig and Company

William H. Rorer, Inc.

Sandoz Pharmaceuticals

Schering Corporation

G. D. Searle and Company

Smith, Miller and Patch

E. R. Squibb and Sons

Stuart Division, Atlas Chemical Industries, Inc.

Syntex Laboratories, Inc.

Warner-Chilcott Laboratories

CONTINUING COMMITTEE
NEW MEXICO: Marcus J. Smith, Santa Fe, Chairman;

James R. Gay, Albuquerque; Walter J. Hopkins, Loving-

ton; William Hentel, Albuquerque; Richard B. Streep)er,

Santa Fe.

UTAH: Alan E. Lindsay, Salt Lake City, Chairman;

Richard P. Middleton, Salt Lake City; R. Craig Clark,

Provo; C. Hilmon Castle, Salt Lake City; Oliver L.

Richards, Jr., Ogden.

WYOMING: John H. Story, Lovell, Chairman; G. R.

Spiller, Thermopolis; Patrick D. Nolan, Buffalo; John R.

Nye, Laramie; Howard P. Greaves, Rock Springs.



IMEWi POWEPIfully Effioleni;!

EXAMimilUG TABLE

The new Hamilton Power Examining Table is designed to accomplish a!! the
purposes for which a power table is required. Low enough at 23^/4" to assure
positioning of ill, infirm or injured patients with ease. Raises to any height
up to 37V4" for examining convenience. The top also adjusts, from prone to

full-chair position, and either adjustment is quiet, gentle, safe... with a
fingertip touch, or optional foot control. Handsome styling, a host of deluxe
features and the plus of two-way power make this the finest examining
table on the market... by far! Hamilton invites, urges comparison.

New and needed! Instrument-
warmer drawer with special

switch and signal light. Dual
electrical outlets conveniently
located at control panel.

New foam-cushioned top is

comfort-contoured for patient

relaxation and safety. Up-
holstered in luxurious, warm-
white, fabric-backed vinyl.

Two roomy side drawers and
spacious, Formica-lined cup-
board provide far more stor-

age space to keep instru-

ments within handy reach.

GEO. BERBERT & SONS, INC.
1717 Logan Street Telephone 255-0408

Denver, Colorado 80203

1903-1969-—Our 66th Anniversary
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University of Colorado Medical Center

Appointment of Dr. Seymour Katsh, professor
of pharmacology, as associate dean for grauuate
and research affairs in the University of Colorado
School of Medicine has been approved by the CU
Board of Regents. Dr. Katsh will continue to serve

as professor of pharmacology in addition to his

duties as associate dean.

He will be in charge of graduate degree pro-

grams in the clinical and basic medical sciences

and will also coordinate the expanding research

programs at the Medical Center in Denver.*****
John Mark Kjeldgaard, a junior at the Uni-

versity of Colorado School of Medicine, Denver,
has been awarded a $1,242 fellowship which will

permit him to assist for 10 weeks this summer at

a missionary hospital in Nigeria. He is one of 31

American medical students selected to receive

Smith Kline & French Foreign Fellowships from
the Association of American Medical Colleges.

The fellowships are supported by a grant from
the Philadelphia manufacturer of prescription

medicines and other health-related products.

At the Egbe Hospital, Nigeria, Kjeldgaard will

be assigned to assist in surgery and in general

medicine under Dr. G. F. J. Campion, who founded
the hospital in 1953.

Now entering its tenth year, the Smith Kline

& French Foreign Fellowships program was es-

tablished to permit American medical students to

widen their medical horizons in cultures different

from their own.

In the past nine years, 277 Fellows represent-

ing 80 medical schools have servea m oz (^oa^iaaes

of Africa, Asia, Latin America and Oceania.

* * * « *

Dr. F. Bing Johnson has been promoted to

assistant professor of radiology in the University

of Colorado School of Medicine and appointed
acting head of its Division of Therapeutic Radi-
ology. Dr. Johnson joined the CU medical faculty

in 1964 as an assistant in radiology and was pro-

moted to instructor in 1965. In 1967-68 he was on
leave for active service as a lieutenant commander
in the U. S. Navy Medical Corps.

As a CU medical student. Dr. Johnson was an
academic leader in his class, a Boettcher Scholar,

a winner of the Mosby Award for excellence in

internal medicine and was selected for member-
ship in Alpha Omega Alpha, national medical
honorary society.*****
78

Dr. Rene A. Spitz, internationally distinguished
psychiatrist, has returned to the University of I

Colorado Medical Center as visiting professor
j

emeritus and lecturer in the Department of Psy- ;

chiatry of the CU School of Medicine. Dr. Spitz,

who was a student under Sigmund Freud in

Vienna, retired from the CU faculty in 1963 and
lived for five years in Geneva.

Holder of Doctor of Medicine degrees from
both the Royal Hungarian Institute of Science in

Budapest and the University of Prague, Dr. Spitz,

a native of Vienna, has received numerous honors
for his pioneering work in the fields of child

development and psychoanalysis. In Denver, both
the library of the CU Department of Psychiatry
and the children’s treatment facility at the Fort
Logan Mental Health Center are named for him.

University of Utah School of Medicine

The University of Utah College of Medicine
is the recipient of a $127,890 grant from The
John A. Hartford Foundation, Inc., New York
City, for research into a new method of aiding

heart attack victims. The award will be used by
the Division of Artificial Organs, under the di-

rection of Dr. Willem J. Kolff, for a three-year

investigation into coronary perfusion with ar-

terial blood. According to Dr. Kolff, “About 500,-

000 people die every year in the United States !

from coronary heart disease. No satisfactory

method for restoring patients in cardiogenic

shock has been developed thus far. Cardiac trans-

plants—even if they are successful—are limited

to a small number of cases due to lack of donors.

An implantable artificial heart, although now in

an advanced stage of development, will not be

widely available in the near future.

There are about 200,000 people in the United

States every year who reach the hospital still liv-

ing, but who later die, not withstanding all the

modern methods used in Coronary Care Units.

It is at that kind of patient the present research

grant is aimed.

University of New Mexico School of Medicine

Gary Miller Troup, MD, has joined the faculty

of the Department of Pathology at University of

New Mexico School of Medicine, Albuquerque, as

an associate professor.

Dr. Troup was an assistant professor of path-

ology at Center for the Health Sciences at Univer-

sity of California at Los Angeles from 1963 until

joining the UNM faculty this February. At the

Center he also was associate director of clinical

laboratories and head of hematology and blood

banking laboratories.

Chairman of the Department of Pathology at

UNM is Dr. Robert Anderson, who served his

pathology residency at UCLA with Dr. Troup in i

1957-61. The two doctors also served in Japan

together several years ago with the Atomic Bomb

Rocky Mountain Medical Journal |i



Casualty Commission at Hiroshima. Dr. Troup is

especially interested in tissue typing, which ties

in closely with the organ transplant program

planned at the UNM medical school.

* * # * *

B^OOK CORNER

Roger Louis Sopher, MD, assistant chairman of

the University of New Mexico School of Medicine

Department of Pathology, has been named chief

of pathology at Veteran’s Administration Hospital

in Albuquerque. Dr. Sopher, who also is an as-

sistant professor of pathology at the medical

school, has been active in combining the pathology

residency programs at Veteran’s Hospital and at

Bernalillo County Medical Center.

The new UNM medical school is now in its

fifth year of teaching. Two years ago there was

only one doctor in the pathology residency train-

ing; there are now 12. Under the combined resi-

dency programs of the two hospitals, the resident

pathologists rotate freely between both hospitals.

Dr. Sopher received his MD from Johns Hop-

kins University School of Medicine in Baltimore.

He interned in pathology at UCLA Medical Cen-

ter, Los Angeles, and spent one year of residency

training there. He was resident in pathology from

1964 to 1966 at Bernalillo County Medical Center,

serving as chief resident there during the final

year. He is the author of 15 publications, several

of which deal withmxygen toxicity.

Dr. Edward R. Annis of Miami, Fla., a past

president of the American Medical Association,

has been named president and chief executive

officer of The Denver Corporation, national un-

derwriter and distributor for a varied product line

of investment programs.

Dr. Annis said he is retiring from the active

practice of medicine—a practice begun in 1938

—

to accept The Denver Corporation position. He
plans to keep homes in both Denver and Miami.

Dr. Annis said, however, that he will continue

his association with the American Medical Asso-

ciation as trustee; with the United States Chamber
of Commerce as director; with Home Life Insur-

ance Company of New York as medical consultant;

with American Professional Practice Association

as chairman; and with the National Association of

Residents and Interns as trustee.

Dr. Annis is the second nationally-known fig-

ure to join the Colorado Corporation family within

the past several weeks. On March 11, Capt. Walter
M. Schirra, Jr., the Apollo astronaut, announced
he was retiring from the National Aeronautics and
Space Administration next July to become presi-

dent and chief executive officer of Regency In-

vestors, Inc. Captain Schirra also plans to move
to Denver.

New books received are acknowledged in this

section. Books here listed are available jor lending

from the Denver Medical Society Library.

Recent Acquisitions

The Cytoplasm of Hepatocytes Durini: Carcinogenesis: By
Peter Bannasch. v. 19 (Recent results in cancer research)
New York, 1968, Springer-Verlag. 105 p. Price; $8.00.

Evolution of Preventive Medicine in The United States
Army: By Stanhope Bayne-Jones, MD. Washington, D. C.,
1968, Department of the Army. 255 p. Price: $2.50.

Expanding Theory and Praetice in Family Therapy: Edited
by Nathan W. Ackerman and others. New York, 1967, Family
Science. 182 p. Price: $5.00.

Gastroscopic Photography: By Robert S. Nelson. Chicago, 111.,

1966, Yearbook. Price: $10.75.

Morris Fishbein, M.D.: By Dr. Morris Fishbein. Garden City.
New York, 1969, Doubleday. 505 p. Price: $10,00.

Normal Adolescence: By Group for the Advancement of
Psychiatry. New York, 1968, Scribners. 127 p. Price; $1.45.

Paramedical Dictionary: By J. E. Schmidt. Springfield, 111.,

1969, Thomas. 423 p. Price: $8.75.

Practice of Anaesthesia: By W. D. Wylie and H. C. Churchill-
Davidson. 2d ed. Chicago, 111., 1966, Yearbook. 1,310 p. Price;
$29.50.

Prosthetic Heart Valves: Edited by Lyman A. Brewer and
others. Springfield, 111., 1969, Thomas. 909 p. Price: $12.50.

Psycho-Analytic Study of The Family: By John Carl Flugel.
London, 1966, Hogarth Press and the Institute of Psycho-
analysis. 259 p. Price: $5.00.

Public Relations for Hospitals, A Practical Handbook; By
Harold Kurtz. Springfield, 111., 1969, Thomas. 150 p. Price:
$8.00.

Pulmonary Emphysema and Related Lung Diseases: By
Theodore Rodman and Francis H. Sterling. St. Louis, 1969,

Mosby. 468 p. Price: $27.50.

Radiographic Standard of Reference for the Growing Knee:
By S. 1. Pyle. Springfield, 111., 1969, Thomas. 135 p. Price:
Review.

Treatment of Hodgkin’s Disease: By Enrico Anglesio. v. 18

(Recent results in cancer research) New York, 1969, Springer-
Verlag. 73 p. Price: $8.00.

Vagi in Medicine and Surgery: By Dr. George Holt. Spring-
field, 111., 1968, Thomas. 92 p. Price; $6.75.

Walking and Limping; A Study of Normal and Pathological
Walking; By Robert Ducroquet. Philadelphia, 1968, Lippin-
cott. 284 p. Price; $15.00.

HOSPITAL

LIFE

DISABILITY

•

GROWING
WITH THE

ELEVEN

WESTERN STATES
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Convalescing . . . but still a long way to go.

Anxiety can make it even longer.

Convalescence following medical or surgical procedures may be almost

endless to an anxious patient. And, indeed, anxiety with some patients

actually retards progress—for example, by inducing insomnia and reducing

cooperation.

As physicians have found during nearly 15 years of widespread use, Equanil

may be a beneficial part of aftercare. It helps relieve anxiety and tension,

thus often aiding your primary therapy.

Indications: For use in management of
anxiety and tension occurring alone or as
accompanying symptom complex to med-
ical and surgical disorders and pro-
cedures. Though not a hypnotic, fosters
normal sleep through antianxiety and
related muscle-relaxant properties.
Contraindications: History of sensitivity
to meprobamate.
Important Precautions: Carefully super-
vise dose and amounts prescribed, espe-
cially for patients prone to overdose
themselves. Excessive prolonged use has
been reported to result in dependence or
habituation in susceptible persons, as
alcoholics, ex-addicts, and other severe
psychoneurotics. After prolonged exces-
sive dosage, reduce dosage gradually to
avoid possibly severe withdrawal reac-
tions. Abrupt discontinuance of excessive
doses has sometimes resulted in epilepti-
form seizures.
Warn patients of possible reduced alcohol
tolerance, with resultant slowing of reac-
tion time and impairment of judgment and
coordination.
Reduce dose if drowsiness, ataxia or
visual disturbance occurs; if persistent,
patients should not operate vehicles or
dangerous machinery.
Side Effects include drowsiness, usually
transient: if persistent and associated with
ataxia, usually responds to dose reduc-
tion; occasionally concomitant CNS stim-
ulants (amphetamine, mephentermine
sulfate) are desirable. Allergic or idio-

syncratic reactions are rare, but such
reactions, sometimes severe, can develop
in patients receiving only 1 to 4 doses who
have had no previous contact with mepro-
bamate. Previous history of allergy may
or may not be related to incidence of
reactions. Mild reactions are charac-
terized by itchy urticarial or erythematous
maculopapular rash, generalized or con-
fined to groin. Acute nonthrombocyto-
penic purpura with cutaneous petechiae,
ecchymoses, peripheral edema and fever
have been reported. One fatal case of
bullous dermatitis following intermittent
use of meprobamate with prednisolone
has been reported. If allergic reaction
occurs, meprobamate should be stopped
and not reinstituted. Severe reactions.

observed very rarely, include angioneu-
rotic edema, bronchial spasms, fever,

fainting spells, hypotensive crises (1 fatal

case), anaphylaxis, stomatitis and proc-
titis (1 case) and hyperthermia. Treat
symptomatically as with epinephrine, anti-

histamine and possibly hydrocortisone.
Aplastic anemia (1 fatal case), thrombo-
cytopenic purpura, agranulocytosis and
hemolytic anemia have occurred rarely,

almost always in presence of known toxic

agents. A few cases of leukopenia, usually
transient, have been reported on con-
tinuous administration.
Meprobamate may sometimes precipitate
grand mal attacks in patients susceptible
to both grand and petit mal. Extremely
large doses can produce rhythmic fast

activity in the cortical pattern. Impairment
of accommodation and visual acuity has
been reported rarely. After excessive
dosage for weeks or months, withdraw
gradually (1 or 2 weeks) to avoid recur-
rence of pretreatment symptoms (insom-
nia, severe anxiety, anorexia). Abrupt
discontinuance of excessive doses has
sometimes resulted in vomiting, ataxia,

tremors, muscle twitching and epilepti-

form seizures. Prescribe very cautiously
and in small amounts for patients with
suicidal tendencies. Suicidal attempts
have resulted in coma, shock, vasomotor
and respiratory collapse and anuria. Ex-
cessive doses have resulted in prompt
sleep; reduction of blood pressure, pulse
and respiratory rates to basal levels; and
occasionally hyperventilation. Treat with
immediate gastric lavage and appropriate
symptomatic therapy. (CNS stimulants
and pressor amines as indicated.) Doses
above 2400 mg./day are not recom-
mended.
Composition: Tablets, 200 mg. and 400
mg. meprobamate. Coated Tablets,
WYSEALS® EQUANIL (meprobamate) 400
mg. (All tablets also available in

REDIPAK® [strip pack], Wyeth.) Contin-
uous-Release Capsules, EQUANIL L-A
(meprobamate) 400 mg.

EQUANIL
(meprobamate)
Wyeth Laboratories Philadelphia, Pa.

Photo

professionally

posed.
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The Colorado-Wyoming Science Fair was held

this year, April 17-19, 1969, under the adminis-

trative direction of the Colorado Medical Society

for the second time. The Fair took place at the

National Bureau of Standards in Boulder. It was
snonsored by the Environmental Sciences Services

Administration at the National Bureau of Stand-

ards, Colorado Engineering Council, Colorado

Academy of Science, Colorado Dental Association,

the Colorado Medical Society, and the Wyoming
State Medical Society.

The success of the Fair was assured through the

hard work of Mrs. Eileen Irwin and Miss Judy
Duncan, who spent hundreds of hours in organiz-

ing and executing the Science Fair.

The Colorado Medical Society sponsored a

lecture by Dr. Theodore Puck the first night of the

Fair. His talk was an excellent one on the subject,

“The Revolution in Biology and its Application to

the Problems of Man.” The Medical Society is

indeed grateful to Dr. Puck for his excellent con-

tribution.

Friday, April 18, the exhibits opened at the

Boulder Laboratory of the National Bureau of

Standards and Environmental Science Services

Administration and the Baseline Junior High
School. Categories for the Fair exhibits are Biol-

ogy, Mathematics, Physical Sciences and Engineer-

ing. This year a departure from the usual custom

added 30 points in the judging for the personal

interview with the exhibitor. This gave added

Roxana Boyles, winner of

Colorado Medical Society award.

emphasis to the knowledge of the student in pre-

senting his information.

Judging required all of Friday afternoon. A
Friday night dance was held at the Student Union
Building at the University of Colorado, under the

auspices of the Colorado Medical Society. En-
thusiasm was high and the music could be heard
outside the dance floor. The contribution of the

Colorado Medical Society to this important and
satisfying venture cannot be overestimated.

Saturday at the Awards Luncheon, which was
attended by 500 people. Dr. William Covode, Pres-

ident of the Colorado Medical Society, gave his

usual spicy presentation of the Medical Society

award. Dr. Seymour Wheelock and Dr. William E.

Anderson acted as judges for the Medical Society,

and a difficult chore this is, involving most of one

day—a significant contribution by each of these

men.

Roxana Boyles of Casper, Wyoming won the

Medical Society award with her project “A Com-
parison of the Effects of a Pancreatic and Du-
odenal-pancreatic Transplant on Cricetus Aura-

tus.”

Roxana has been invited to speak to a group of

doctors in Minnesota in August. She will have her

exhibit on display for all of you to see at the

Annual Session at the Broadmoor.

Calvin Fisher, MD
Fair Director

Jeanne Corbridge, Senior High winner,

Top Awards, All Exhibits.

i;82 Rocky Mountain Medical Jootnal



COLORADO-WYOMING SCIENCE FAIR"

1969 Regular Science Fair Awards

TOP AWARDS—ALU EXHIBITS

Junior High

1st Place; Randy LaBeff, 8th Grade, Monroe Junior High,
Green River, Wyo.
“Oil From Shale—A Future in Fuels?”

2nd Place: Nancy Casp3, 91h Grade, Hill Junior High,

Denver.
“Does Suggestibility Vary Between Ajges
11.11-13.0?”

3rd Place: Gary Nielsen, 9th Grade, Fremont Co. Voca-
tional High, Lander, Wyo.
“Do Gerbills Have the Ability to Reason?”

Ssnior High

1st Place:

2 id Place:

3rd Place:

Jeanne Corbridge, 10th Grade, Abraham Lin-

coln High School, Denver.
“Effects of Environmental Change on
Pill Bugs”

Roxana Boyles, 12th Grade, Natrona Co. High
School, Casper, Wyo.
“A Comparison of the Effects of a Pan-
creatic and Duodenal-pancreatic Trans-
plant on Cricetus Auratus”

Russell Taylor, 10th Grade, Big Piney High
School, Big Piney, Wyo.
“5 Con Triangles”

BIOLOGICAL EXHIBIT AWARDS

Junior High

1st Place:

2nd Place:

3rd Place:

Hon. Men.;

Hon. Men.:

Hon. Men.:

Hon. Men.:

Nancy Caspe, 9th Grade, Hill Junior High,
Denver.
“Does Suggestibility Vary Between Ages
11.11-13.0?”

Linda -Evans, 9th Grade, Craig Junior High,
Craig, Calo.
“Is ESP Controllable?”

Gary Nielsen, 9th Grade, Fremont Co. Voca-
tional High, Lander, Wyo.
"Do Gerbills Have the Ability to Reason?”

Rex Henderson, 8th Grade, Riverton Junior
High, Riverton, Wyo.
“Oxygen in a Closed Environment”

Allison Kempe, 9th Grade, Hill Junior High,
Denver.
“Have a Little Cream Pie with Your
Bacteria”

Kathy Boyle, 9th Grade, Fremont Co. Voca-
tional High, Lander, Wyo.
“Chromosome Defects”

Kevin Jones, 9th Grade, Basin High School,
Basin, Wyo.
"Effects of Electric Currents on Plants”

Senior High

1st Place;

2nd Place:

3rd Place;

3rd Place:

Hon. Men.:

Hon. Men.:

Jeanne Corbridge, 10th Grade, Abraham Lin-
coln High School, Denver.
"Effects of Environmental Change on Pill
Bugs”

Roxana Boyles, 1 2th Grade, Natrona Co.
High School, Casper, Wyo.
"A Comparison of the Effects of a Pan-
creatic and Duodenal-pancreatic Trans-
plant on Cricetus Auratus”

Kristen Larsen, 12th Grade, Trinidad High
School, Trinidad, Colo.
“RNA: Numbers 1, 2, 3”

Diana Glazier, 11th Grade, Wiggins High
School, Wiggins, Colo.
“Lymphoblastic, lymphosarcoma leuke-
mia and Its Reaction to Vitamin A, C, and
E Injections”

David A. Griesemer, 12th Grade, Roy J. Was-
son Hiqh School, Colorado Sorinqs, Colo.
"Transplantation Immunity in Annelids”

Carla Zarlengo, 11th Grade, Marycrest High
School, Denver.
“The Bas's of Heredity in Relation to
Genetic Mutation”

MATHEMATIC EXHIBIT AWARDS

Junior High

1st Place; Paula Meisters, 8th Grade, Southern Hills
Junior High, Bouider.
“YBC 7289 Cuneiform Clay Tablet”

2nd Place: Patrick Golden, 7th Grade, Guernsey-Sunrise
Junior High, Guernsey, Wyo.
“A Statistical Analysis of a Baseball Pool”

3rd Place; Gail Einspahr, 8th Grade, York Junior High,
Thornton, Colo.
“Golden Mathematics”

Hon. Men.; Brian Leverich, 7th Grade, Jessie Hamilton Jr.

High, Denver.
“Computer Building Blocks”

Hon. Men.: Eileen N. Tochihara, 7th Grade, Byers Public
School, Byers, Colo.
“Trajectory Path and Maximum Range”

Senior High

1st Place: Russell Taylor, 10th Grade, Big Piney High
School, Big Piney, Wyo.
“5 Con Triangles”

2fnd Place; Robert Emmerich, 11th Grade, Mullen High
School, Denyer.
“Digital Computer”

3rd Place: Larry T. Taylor, 11th Grade, Lyman High
School, Lyman, Wyo.
“Symbolic Logic”

HYSICAL SCIENCES AND ENGINEERING EXHIBIT AWARDS

Junior High

1st Place: Robert Cole, 9th Grade, Blevins Junior High,
Fort Collins.
“Conservation of Momentum in 2 Situa-
ing low power transmitter)”

3rd Place: Randy LaBeff, 8th Grade, Monroe Junior High,
Green River, Wyo.
"Oil From Shale—A Future in Fuels?”

3rd Place: Ran Lahav, 9th Grade, Blevins Junior High,
Fort Collins.

“Relationship Between Strength of Mag-
netic Field and Rate of a Chemical Reac-
tion”

Hon. Men.: Nancy Brinks, 9th Grade, Craig Junior High,
Craig, Colo.
“The Rouse Theory: Fact or Fiction”

Hon. Men.: Becki Shandrick, 9th Grade, Trinidad High
School, Trinidad, Colo.
“Thermal Testing of Liquid Crystals”

Hon. Men.: Linda Meier, 9th Grade, Wiggins High School,

Wiggins, Colo.
“The Dynamics of Flight”

Senior High

1st Place: Randall Jay Glissman, 11th Grade, Northglenn
Senior High School, Denver.
“Pulse-Code Communication”

2nd Place: Randy Cramer, 10th Grade, Poudre High
School, Fort Collins.

“The Principle of Gas Chromatography”

3rd Place: James R. Burt, 12th Grade, Broomfield High
School, Broomfield, Colo.

“Method of FM Stereo Transmission (us-
ing low power transmitter)”

Hon. Men.: Gary Gertig, 12th Grade, Rocky Ford High
School, Rocky Ford, Colo.

"Is Radioactivity a Factor in Color Varia-
tion of Hartsel Barite?”

Hon. Men.: Kip Dopp, 11th Grade, Newcastle High School,

Newcastle, Wyo.
“Fog Dissipation”

Hon. Men.: Garrv Bond, 12th Grade, Greybull High School,

Greybull, Wyo.
“Corrosion in Action”

*In addition to these awards, there were many
Special Awards. They will be listed in the July

issue of the Rocky Mountain Medical Journal.

Please note the number and quality of the spon-

soring organizations. This is a great project, capa-

ble of attracting great minds into medicine; among
them are potential contributors to its future ad-

vancement.
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Colorado Medical Society

OFFICERS 1968-69—Terms of Officers and Committeemen
expire at the Annual Session of the year Indicated. Where no
year is indicated the term is for one year only and expires at
the 1969 Annual Session.

President: William M. Covode, Denver.
President-elect: John M. Wood, Englewood.
Vice President: Joseph S. Pollard, Colorado Springs.

Treasurer: Edward B. Diddle, Colorado Springs, 1971.

Constitutional Secretary: Marvin E. Johnson, Denver, 1969.

Delegates to the American Medical Association: Kenneth C.
Sawyer, Denver, Dec. 31, 1970 (Alternate: Robert E. McCurdy,
Denver) : Harlan B McClure, Lamar, Deceased, Dec. 13,

1968, (vacancy to be filled): (Alternate: Vernon B. Bolton,
Colorado Springs), Gatewood Milligan, Englewood, Dec. 31.

1969, (Alternate Ray G. Witham, Craig).

Speaker, House of Delegates: Robert G. Bosworth, Jr., Denver.

Vice Speaker, House of Delegates: Harlan B. Huskey, Fruita.

Foundation Advocate: James P. Rigg, Sr., Grand Junction.

Historian: Richard Whitehead, Denver.
Historian Emeritus: Bradford Murphey, Denver.

Scientific Editor for Colorado and Chairman of the Editorial
Board, Rocky Mountain Medical Journal: Douglas W.
Macomber, Denver.

Assistant Scientific Editor for Colorado, Rocky Mountain
Medical Journal: Carl H. McLauthlin, Denver.

Executive Secretary: Donald G. Derry, 1809 E. 18th Ave.,
Denver, Office Telephone 399-1222 ( 303).

Montana Medical Association

OFFICERS—-1968-69—-Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Mark B. Listerud, Wolf Point

President-Elect: Oscar A. Swenson, Sidney
Vice-President: Richard L. Peterson, Hamilton

Secretary-Treasurer: John A. Newman, Butte

Assistant Secretary-Treasurer: Robert P. Yost, Missoula

Delegate to the A.M.A.: Herbert T. Caraway, Billings

Alternate Delegate to the A.M.A.: Robert W. Thometz, Butte

Executive Committee: Mark B. Listerud, Wolf Point, Chair-
man; Herbert T. Caraway, Billings; John A. Newman, Butte;
Richard L. Peterson, Hamilton; Oscar A. Swenson, Sidney:
Robert P. Yost, Missoula; Robert W. Thometz, Butte; Alfred
M. FVlton, Billings; Albert L. Vadheim, Bozeman.
Scientific Editor, Rocky Mountain Medical Journal: Warren
D. Bowman, Jr., Billings

Associate Editor, Rocky Mountain Medical Journal; L. Russel)
Hegland, Billings

Executive Secretary: L. Russell Hegland, 1236 North 28th St.

(P. O. Box 1692) Billings 59103. Office Telephone 259-2585

STANDING COMMITTEES

COMMITTEE ON ACCIDENT PREVENTION: Richard L.
Peterson, Chairman, Hamilton; William A. Asbury, Bridger;
John G. Davidson, Butte; John E. Hynes, Billings; William
J. McDonald, Missoula; Thomas E. Morledge, Billings; Dud-
ley H. Page, Great Falls: Warren H. Randall, Miles City;
Warren M. Swager, Jr., Sheridan.

COMMITTEE ON BLOOD AND TISSUES: B. J. McLaverty,
Chairman, Missoula; F. John Allaire, Great Falls; Orville J.

Andersen, Helena; Samuel Dachs, Great Falls; Raymond D.
Grondahl, Butte; Charles C. Morledge, Billings; William G.
Shull. Great Falls; Wesley W. Wilson, Missoula.

COMMITTEE ON CONTINUING MEDICAL EDUCATION:
F. John Allaire. Chairman, Great Falls: James H. Armstrong,
Kalispell; Harold A. Braun, Missoula; Bryce D. Colwell,
Missoula; Leonard W, Etchart, Billings; Alfred M. Fulton,
Billings; Edward L. King, Manhattan; Richard V. L,ee,
Chester; Edwin L. Stickney, Miles City.

COMMITTEE ON INTERPROFESSIONAL RELATIONS: B. C.
Farrand, Chairman, Jordan; Robert M. Addison, Great Falls;
George R. Brosius, Billings; Richard S. Buker, Jr., Chester;
Frank M. Campbell, Hot Springs; Stephen A. Chilian, Jr.,
Terry; Gerald A. Diettert, Missoula; William E. Hadcock, Cut
Bank; Robert H. Leeds, Chinook; Donald W. Maclean, Hamil-
ton; Jacob L. Raney, Bozeman; John H. Stone, Great Falls;
C. H. Swanson, Jr., Columbus.

COMMITTEE ON LEGISLATION: James J. McCabe, Chair-
man, Helena; Hugh V. Anderson, Great Falls; John R.
Burgess, Jr., Helena; Eugene J. P. Drouillard, Missoula; Harry
C. Gibson, Kalispell; William S. Harper, Helena; William E.
Harris, Livingston; Alan Iddles, Bozeman; Bridger P. Little,
Glasgow; John W. McMahon, Helena; Daniel E. Staples,
Butte; John W. Strizich, Helena.

COMMITTEE ON MATERNAL AND PERINATAL WELFARE:
R. Dale Hunsaker, Chairman, Helena; Marvin N. Cameron,
Dillon; Paul R. Crellin, Billings; Katherine E. Dawson, East
Helena; Donald L. Gillespie, Butte; Bob E. Hulit, Billings;
B. T. Jones, Butte; Dan L. London, Great Falls; Van Kirke
Nelson, Kalispell; John A. Ross, Great Falls; Betty A. Selis-
kar, Helena; Robert A. Spierling, Missoula; Marshall L.
Whitehair, Bozeman.

MEDIATION COMMITTEE: James K. Cope, Chairman,
Forsyth, 1969; James E. Elliott, Havre, 1969: David Gregory
Glaseow, 1970: William E. Hadcock, Conrad, 1970; Sterling
R. Hayward, Billings, 1971; John J. Lipinski, Kalispell, 1971;
H. D. Rossiter, Sheridan, 1970; Daniel E. Staples, Butte, 1969;
Robert E. Wynia, Great Falls, 1971.

COMMITTEE ON MEDICAL ETHICS: George D. Waller,
Chairman, Cut Bank; David J. Almas, Havre; John R.
Burgess, Jr., Helena; Stuart A. Olson, Glendive; John M.
Fritts, Missoula; John G. Kane, Butte; John P. Lacey,
Anaconda; Harold E. McIntyre, Billings; Joseph P. Orley,
Lewistown; Gaylen J. Stoner, Plentywood; Robert E. Walker,
Livingston.

COMMITTEE ON MEDICAL SERVICE: Allan L. Goulding,
Chairman. Billings, 1970; F. John Allaire, Great Falls, 1971;
F. D. Anderson, Missoula. 1971; Wilbur A. Armstrong, Bil-
lings, 1969; Ernest M. Bargmeyer, Missoula, 1970; E. E.
BertaenolK. T^^ree Forks, 1969; Clark A. Grimm, Havre, 1969;
John R. Halseth, Great Falls, 1969; James R. Markette, Cut
Bank, 1971; Neil I. Meyer, Billings, 1969; Wilfred S. Miller,
Whitefish, 1971; Dudley H. Page, Great Falls, 1970; Alfred
Wallner, Kalispell, 1971; B. J. Winter, Kalispell, 1970; Robert
P. Yost, Missoula, 1970.

COMMITTEE ON NOMINATIONS: John A. Layne, Chairman,
Great Falls, 1969; John A. Evert, Missoula, 1972: Morris Alan
Gold, Butte, 1970; Robert H. Leeds, Chinook, 1973; Edwin C.
Segard, Billings, 1971.

COMMITTEE ON PROFESSIONAL LIABILITY: Sidney C.
Pratt, Chairman, Great Falls; James H. Armstrong, Kalispell;
Ernest M. Bargmeyer, Missoula; Porter S. Cannon, Living-
ston: William S. Harper, Helena; John E. Hvnes, Billings;
M. E. K. Johnson, Kalispell: John W. McMahon, Helena:
Frank R. Mohs, Billings; Charles C. Morledge, Billings;
John P. Pfaff, Jr,, Great Falls; Harry W. Power, Great Falls.

COMMITTEE ON PUBLIC HEALTH AND WELL-BEING:
Thomas J. Moylan, Chairman, Roundup: David T. Berg,
Helena; Perry M. Berg, Billings; Theodore Chemodurow,
Billings: George J. Gelernter, Great Falls; Henry W. Hogan,
Missoula; Kenneth J. Lampert, Missoula; Richard V. Lee,
Chester; Bridger P. Little. Glaseow; Edward C. Maronick,
Helena; Mary E. Soules, Helena; Robert C. Whitesitt, Helena.

COMMITTEE ON PUBLIC RELATIONS: Colvin H. Agnew,
Chairman, Billings: Paul J. Gans, Lewistown; Clark A.
Grimm, Havre; Leonard Klassen, Glasgow; Edward C.
Maronick, Helena: Clarke G. McCarthy, Missoula; C. H.
Swanson, Jr., Columbus.

ROCKY MOUNTAIN MEDICAL CONFERENCE CONTINU-
ING COMMITTEE: John G. Kane, Chairman, Butte, 1969;

Harold C. Habein, Billings. 1970; D. Frank Johnson, Billings,

1973; George J. Moffitt, Livingston, 1971; C. R. Svore, Mis-
soula, 1972; Ex-Officio: Mark B. Listerud, Wolf Point; John
A. Newman, Butte.

1969 COMMITTEE ON SCIENTIFIC SESSIONS: Harvey L.
Casebeer, Chairman, Butte; Richard J. Best, Butte: Donald
L. Gillespie, Butte; Raymond D. Grondahl, Butte; James L.

Patterson, Jr., Butte; John V. Plett, Butte; Thomas H. Strong,
Butte.

1970 COMMITTEE ON SCIENTIFIC SESSIONS: Edward L.

King, Chairman, Manhattan; Edward G. Allen, Bozeman;
Raymond C. Haley, Bozeman: Alan Iddles, Bozeman: Jacob
L. Raney, Bozeman: Douglas L. Schumacher, Bozeman;
Paul H. Visscher, Bozeman.
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COMMITTEE ON VOLUNTARY HEALTH AGENCIES:
Leonard W. Etchart, Chairman, Billings; Richard J. Best,

Butte; Harold A. Braun, Missoula; John A. Curtis, Great
Falls; Edward L. King, Manhattan; A. C. Knight, Deer Lodge;
Richard E. Lauritzen, Great Falls; Bruce C. McIntyre, White-
fish; John E. Minckler, Missoula; Frank R. Mohs, Billings;

John H. Schaeffer, Billings; Ex-Officio: Leonard W. Brewer,
Missoula: John A. Newman, Butte; S. C. Pratt, Great Falls.

AD HOC COMMITTEE ON LEGAL AFFAIRS: Sidney C.

Pratt, Chairman, Great Falls; John W. McMahon, Helena;
John P. Pfaff, Jr., Great Falls.

AD HOC RADIATION ADVISORY COMMITTEE: Eugene J.

P. Droulllard, Chairman, Missoula; Walter Francke, Billings;

Lawrence D. Jones, Harlowton; Dan Mitchell, Jr., Billings;

John A. Newman, Butte; George D. Waller, Cut Bank.

Nevada State Medical Association
OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is Indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Harry J. McKinnon, Jr., Las Vegas.

President-elect: V. A. Salvadorini, Reno.

Secretary-Treasurer: John P. Sande, Reno.

Delegate to A.M.A.: Leslie A. Moren, Elko.

Alternate Delegate to A.M.A. : Kenneth E. Turner, Las Vegas.

Immediate Past President: Richard A. Petty, Carson City.

Scientific Editor for Nevada, Rocky Mountain Medical Journal:
Harry J. McKinnon, Las Vegas.

.Assistant Scientific Editor for Nevada, Rocky Mountain Medical
Journal: Wesley W. Hall, Reno.

Associate Editor, Rocky Mountain Medical Journal: Nelson B.
Neff, Reno.

Executive Secretary: Mr. Nelson B. Neff, 3660 Baker Lane,
Reno. Telephone 323:6788.

New Mexico Medical Society

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and
expires at the 1969 Annual Session.

President: Earl B. Flanagan, Carlsbad

President-Elect: Hugh B. Woodward, Albuquerque
Secretary-Treasurer: John D. Abrums, Albuquerque
Immediate Past-President: Emmit M. Jennings, Roswell

Speaker, House of Delegates: Ronald V. Dom, Albuquerque

Vice Speaker, House of Delegates: William J. Hossley, Deming
Delegate to A.M.A.: Allan L. Haynes, Clovis, January 1,

1967 to December 31, 1970

Alternate Delegate to A.M.A.: James C. Sedgwick, Albu-
querque, January 1, 1967 to December 31, 1968

Scientific Editor for New Mexico, Rocky Mountain Medical
Journal: Marcus J. Smith, Santa Fe
Assistant Scientific Editor for New Mexico: William S. Cur-
ran, Albuquerque.

Associate Editor, Rocky Mountain Medical Journal: Ralph R.
Marshall, Albuquerque
Executive Secretary: Mr. Ralph R. Marshall, 3010 Monte
Vista Blvd., NE, Albuquerque; Telephone 265-8494, area code
505.

Utah State Medical Association
OFFICERS 1968-69 — Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires

at the 1969 Annual Session.

President: Homer E. Smith, Salt Lake City

President-elect: John H. Rupper, Provo

Secretary ’70: Alan E. Lindsay, Salt Lake City

Treasurer ’69: Ralph C. Richards, Salt Lake City

Additional Trustees: Box Elder County Medical Society, W. R.
Merrell, Brigham City; Cache Valley Medical Society, Merrill

C. Daines, Logan; Carbon County Medical Society, Roy W.
Robinson, Price; Central Utah Medical Society, Gene E.

Speakman, Mt. Pleasant; Davis County Medical Society, Noall
Z. Tanner, Layton; Salt Lake County Medical Society, Russell

M. Nelson, Salt Lake City; Southeastern Utah Medical So-
ciety, Paul R. Mayberry, Moab; Southern Utah Medical So-
ciety, L. V. Broadbent, Cedar City; Uintah Basin Medical
Society, Terry M. Buxton, Roosevelt; Utah County Medical
Society, W. Doyle Cranney, Orem; Weber County Medical
Society, L. D. Nelson, Ogden.

Past President: Drew M. Petersen, Ogden
Delegate to AMA: Drew M. Petersen, Ogden
Alternate Delegate to AMA: Merrill C. Daines, Logan

Chairman of the Board, Blue Shield of Utah: Wallace S.

Brooke, Salt Lake City.

Speaker, House of Delegates: J. Clare Hayward, Logan

Vice Speaker, House of Deiegates: William R. Christensen.
Salt Lake City

Scientific Editor for Utah, Rocky Mountain Medical Journal:

Alan E. Lindsay, Salt Lake City.

Associate Editor, Rocky Mountain Medical Journal: Mr.
Hoyt W. Brewster, Salt Lake City.

Executive Secretary: Mr. Hoyt W. Brewster, 42 South Fifth

East, Salt Lake City, telephone EL 5-7477.

Wyoming State Medical Society

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires

at the 1969 Annual Session.

President: Henry N. Stephenson, Newcastle.

President-elect: John J. Corbett, Casper.

Vice President: Fenworth M. Downing, Sheridan.

Secretary: William G. Erickson, Lander.

Treasurer: Duane M. Kline, Cheyenne.

Delegate to AMA: Harlan B. Anderson, Casper.

Alternate Delegate to AMA: Thomas A. Nicholas, Buffalo.

Speaker of the House: Roy W. Holmes, Casper.

Vice Speaker of the House: Goode R. Cheatham, Jr., Casper.

Scientific Editor for Wyoming. Rocky Mountain Medical Jour-

nal: Francis A. Barrett, Cheyenne.

Associate Editor for Wyoming, Rocky Mountain Medical Jour-

nal: Mr. Arthur R. Abbey, Cheyenne.

Legal Counsel: Byron Hirst, Cheyenne.

Public Relations Consultant: Mr. Bill Anderson, Cheyenne.

Executive Secretary: Mr. Arthur R. Abbey, Cheyenne.

for June 1969 85



Modern facilities for the care, comfort, and rehabilitation of post-operative, long-term, or geriatric

patients. Adjacent to the Lovelace Clinic, Bataan Hospital, and the V.A. Hospital.

2441 Ridgecrest' Drive, S.E., Albuquerque, New Mexico S7 108 * Telephone 505-—265-8051

DENVER MEDICAL SOCIETY LIBRARY

The Denver Medical Society Library is ranked among the ten leading society-owned libraries in the

country.

It is maintained and operated by its members for their use and, by reciprocal agreement with the Colo-

rado Medical Society, for the use of physicians whose state Associations participate in the publication of

the Rocky Mountain Medical Journal.

The collection contains approximately 50,000 volumes and receives more than 600 medical journals

monthly.

The Library provides medical reference service (limited to a three-year search unless otherwise in-

structed). Physicians may come by, write, telephone or telegraph their requests for material. Items 'will be

mailed on the day requested, if at all possible. Cost: Postal rates for “Educational Material,” presently

10c first pound and 5c each additional pound or fraction. Photocopies of articles can be supplied at 10c

per page.

Denver Medical Society Library, 1601 East 19th Avenue, Denver, Colorado 80218

Phone: 222-5817 (Area Code 303)
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ACHROMYCIN* V
TETRACYCLINE HCl itmm.

you’ve got
coimectlons

with
Colorado’s
biggest

taxpayer.

Company
CoIldJimdl®

WHEN YOU THINK OF HORSES

THINK ARABIANS

WHEN YOU THINK ARABIANS

THINK BETTS RANCH

—Only thirty minutes from

Denver or as close as your

phone!

PARKER, COLORADO 80134

Lu and Burr Betts

Owners

Ranch: (303) 841-3204

Office: (303) 222-1861

SVz miles southeast

of Parker, Colorado

—use Hilltop Road (County Road #71

)
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WANT ADS

LICENSED PHYSICIAN: Experienced or willing to learn Phase
I clinical testing of experimental drugs in a permanent

Research Unit operated by the University of Montana
Foundation. The Unit opened tinder full-time M.D. direction
in Febiiiary, 1968, and there is now need for a full-time
Associate Medical Director. Regular 5-day work week with
outstanding fringe benefits. Salary negotiable to $24,000. Op-
portunity for University association. Contact James D. Moore,
M.D., Deer Lodge Research Unit, P.O. Box 149, Deer Lodge.
Montana 59722. 569-3-3

GENERAL PRACTITIONER—desires physician with surgical
knowledge. Located in the Heart of World’s best hunting

and fishing, also wonderful skiing. Exceptional opportunity

—

could use two physicians immediately. Office space in hos-
pital building. Contact: S. A. Thomas, Administrator, Star
Valley Latter-day Saints Hospital, Afton, Wyoming 83110.

369-10.5B

WANTED: General Surgeon for association with an established
group near Denver. Opjiortunity for full partnership.

Write: Box 369-1-6, Rocky Mountain Medical Journal, 1809
E. 18th Avenue, Denver, Colorado 80218. ^9-1-6

SPACE FOR RENT—Opportunity for good ophthalmology
practice in established medical center in center of popula-

tion in community of 50,000. Modern new medical building
approximately 1,000 square feet; will partition to suit tenant.

Contact: Donald Schiff, M.D., Littleton Medical Center, 1950

West Littleton Boulevard, Littleton, Colorado 80120. 569-2-2B

OPENINGS FOR TWO INTERNISTS for Medical Service of

active 127-bed GM&S Hospital in city of 52,000. Recreation
facilities and schools excellent; nine colleges within hundred-
mile radius. Pleasant climate and ideal living conditions.

Salary based on qualifications; excellent fringe benefits. Licen-

sure in one of the 50 States is required. Inquire: Chief of

Staff, VA Center, 2360 E. Pershing Blvd., Cheyenne, Wyo-
ming 82001, an equal opportunity employer. 569-4-2B

PATHOLOGY RESIDENCIES AND INTERNSHIPS available
in 600 bed general hospital. Fully approved four year pro-

gram in anatomical and clinical Pathology. Average annual
specimens and tests—348,587. Interns—$6,300; residents—-$8,100
up. Bocird and laundry. Charles B. Mitehell, M.D., Director
of Laboratories, Harris Hospital, 1300 West Cannon, Fort
Worth, Texas 76104. 169-7-12B

GENERALISTS, SPECIALISTS NEEDED desperately for solo
or associate practice in this medium sized delightful Great

Plains community. 50 bed modem hospital. Contact: B. S.
Bordman, M.D., 551, Lamar, Colorado 81052. Phone: (303)
336-7423. 269.5-TrB

ANESTHESIOLOGY RESIDENCIES avaUable—FuUy approved
two year program in 600 bed general hospital includes

neurosurgery, thoracic, and cardiovascular surgery. Annual
anesthetics administered—over 13,000. Stipend—$8,100 and
$9,300. Board and laundry. A. N. Heinrichs, M.D., Director,
Department of Anesthesia, Harris Hospital, 1300 West Can-
non, Fort Worth, Texas 76104. 169-8-12B

WANTED: A general practitioner to practice in a town of
10,0(X) with a new 110-bed hospital. Independent clinic with

$15,000 annual salary plus free furnished office for six montte.
Pleasant, stable community in northern Rocky Mountain area
with good schools and communications. Write: W. H. Randall,
M.D., Miles City Clinic, Miles City, Montana 59301. 369-6-6

OPENING FOR GENERAL PRACTITIONER, Internist and
pediatrician, 125-bed JCHA accredited hospital, new services

addition planned; new Rehab center; on I-80S; 125 miles N.E.
Denver; all skiing 3-5 hours, on mainline UPRR Denver-
Chicago. Write or call. Dr. Dirk Timmermans, 615 Fairhurst,
Sterling, Colorado 80751. 569-7-3

WANTED: G. P. to join Fort Morgan Medical Group, Fort
Morgan, Colorado 80701. Opportunity for full partnership.

Write: Box 369-2-6, Rocky Mountain Medical Journal, 1809
E. 18th Avenue, Denver, Colorado 80218. 369-2-6

CENTRALLY LOCATED
For the medical and dental professions

REPUBLIC BUILDING CORPORATION

Here, in the heart of down-
town Denver, the Republic Build-

ing is the best-known Medical-

Dental Center in the Rocky
Mountain West, complete with

24-hour operation. X-ray; patho-

logical and dental laboratories,

pharmacy, drug and supply

stores.

With the completion of the

new 500-car, self-service parking

facility, the Repubhc Building

—

designed and operated for the

medical and dental professions^—
offers the ultimate in patient-con-

venience and medical facilities.

Space is available. Ask for

illustrated brochure.

1624 TREMONT PLACE, DENVER, COLORADO 80202
PHONE 534-5271
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FOR RENT—1,800 sq. ft. in new but established professional
building with ample parking area. Presently set up for

two men. Located on Ralston Road in Arvada, Colorado.
Phone 424-4567 for additional Information. 569-6-lB

DISTRICT AND EMERGENCY ROOM PHYSICIANS—The
Amarillo Hospital District has positions open for District

and Emergency Room Physicians. We operate a 275-bed gen-
eral hospital and a 100-bed adult psychiatric hospital. Com-
pensation is open and may be engaged on a retainer or
contractural basis. Contact: Mr. Don Pipes, Personnel Di-
rector, Northwest Texas Hospital, P. O. Box 1110, Amarillo,
Texas 79105. 669-1-TFB

FOR SALE: Hill-top home and office of former Medical
Doctor (now deceased), by owner. Ample parking, re-

tirement community and needs services of another M.D. For
information write Box 319, Williamsburg, New Mexico 87942.

669-2-1

OPPORTUNITY FOR CAREER in occupational medicine with
large corporation. Multiple locations. Salary plus fringes.

Immediate openings in three locations. Give resume. Write
P. O. Box 669-3-3B, Rocky Mountain Medical Journal, 1809
E. 18th Avenue, Denver, Colorado 80218. 669-3-3B

INTERNIST, 9 years in group practice in Midwest. Seeking
to relocate in Colorado. Fh-efer near Eastern slope of

Rockies. Will consider group, association, or mdividual office.
Write Box 669-4-3B, Rocky Mountain Medical Journal, 1809
E. 18th Avenue, Denver, Colorado 80218. 669-4-3B

psychiatrist or INTERNIST with extensive experience in
psychiatry. Must have administrative background. Chief of

Geriatrics Division. Two 25-bed units providing full range
of transitional services in community-oriented program.
Emphasis on short-term treatment with utilization of extra-
mural facilities. $21,000-$25,500. Write: Samuel B. Schiff, M.D..
Fort Logan Mental Health Center, 3520 West Oxford, Denver,
Colorado 80236. 669-5-lB

AVAILABLE: G.P. 44, offers partnership after two years
salaried position. Modern offices near new hospital in

small, growing Wyoming town. Write: Box 669-6-1, Rocky
Mountain Medical Journal, 1809 E. 18th Avenue, Denver,
Colorado 80218. 669-6-1

SURGEON, INTERNIST, & GENERAL PRACTI-TIONER needed for 7-man group in central Wyoming.
Prefer young men with military obligation completed: salary
leading to early partnership. Well equipped facilities include
a 65-bed J.C.H.A. accredited county hospital. Progressive
conimunity, new Jr. college, area population 20,000; un-
limited outdoor recreational opportunities. Send resume and

Medical Director, Wind River Medical Group,
1202 East Jackson, Riverton, Wyoming. 669-7-2B

RADIOLOGIST DESIRES to locate in Rocky Mountain area
Prefer Colorado. Interested in practicing in rural area

where there is winter and summer sports. Would consider
a resort area. Desire solo practice only. Presently I am
Director of Radiology in a large hospital situated in a metro-
politan area. Board Certified in Radiology and Nuclear Medi-
cine. I desire to move out of the big city. Address all replies
to box number 669-8-3B, Rocky Mountain Medical Journal.
1809 E. 18th Avenue, Denver, Colorado 80218 . 669-8-3B

GENERAL PRACTITIONER OR INTERNIST wanted to take
over established practice of 33 years. Modern new office,

1,700 square feet, fully equipped. Five minutes from ac-
credited hospital in Grand Junction. Open staff. Would prefer
lease of building and equipment. Patients’ records free.
Excellent collections. Ample free parking. Wish to retire by
July or August. Phone or write D. A. Jaros, M.D., 1710 North
12th Street, Grand Junction, Colorado, Phone 243-0336.

669-9-lB

GENERAL PRACTICE AVAILABLE. We wish to make it
known that the practice, office, and equipment of the de-

ceased Dr. Frank A. Cutler (general practitioner, surgeon and
obstetrician), is available. Any qualified doctor wishing to
take advantage of this wonderful opportunity is welcome to
Inquire with the doctor’s secretary at 710 East 2nd South.
Salt Lake City, telephone 359-7391. 669-10-3

OPENING FOR GENERAL PRAC’nTIONER: Long established
group of physicians seeking M.D. capable of and interested

in doing general nractice. Exceptional opportunity. Equipped
office space, supplies and nurse service provided in hospital
building. Guaranteed net of $2,030 per month. Must qualify
for Nevada license. Contact L. W. Edwards, Administrator,
201 North 8th Street, Las Vegas, Nevada 89101. Telephone:
382-7600 area code 702. 669-11-lB

Newton Optical

Company
Cat-ering fo

Medical Profession Pafronage

309 16th Street

Denver 80202

Telephone

534-8714

ARTIFICIAL EYES
Plastic eyes and glass eyes

specially made to fit the most
difficult cases. An expert eye-

maker is in our office at all

times to give your patients the

satisfaction they must have.

In business since 1906.

Write or phone for full details,

DENVER OPTIC COMPANY
330 University Bldg. • 16th and Champa • 825-0229

Denver, Colorado 80202

for June 1969 89



PUBLICATION PRINTING

In 1967 almost 45,000 new active cases were re-

ported. Isn’t that a good reason to make tuberculin

testing with the white LEDERTINE^^ Applicator a rou-

tine part of your physical examinations?

TUBERCULIN, TINE TEST
(Rosenthal) with Old Tuberculin

Precautions: With a positive reac-
tion, consider further diagnostic
procedures. Use with caution in per-
sons with active tuberculosis or
known allergy to acacia. Vesicula-
tion, ulceration, or necrosis may
occur at the test site in highly sen-
sitive persons.

LEDERLE LABORATORIES
A Division of Americon Cyanamid Company, Pearl River. New York

m-9

NEWSPAPERS • MAGAZINES

ANNUALS • QUARTERLIES

BOOKLETS • BROCHURES

REPORTS • ROSTERS • PROGRAMS

HANDBOOKS • CATALOGUES

I

EDITORIAL ASSISTANCE • BINDING

ART DEPARTMENT • MAILING

Publishers Press, Inc. chCriel'o voiSlir.

1830 CURTIS DENVER S34-4257

THE EMORY JOHN BRADY HOSPITAL
401 Southgate Road COLORADO SPRINGS, COLORADO 80906 MElrose 4-8828

E. JAMES BRADY, M.D., Medical Director

For the care and treatment of Psychiatric disorders.

Individual and Group Psychotherapy and Somatic Therapies.

Occupational, diversional and outdoor activities.

X-ray, Qinical Laboratory and Electroencephalography.

CAMPBELL F. RICE, Superintendent

Francis A. O’Donnell, M.D.
Robert W. Davis, M.D.
Richard L. Conde, M.D.
Gilbert 0. Horn, M.D.
Paul A. Draper, M.D.
Charles W. McQellan. M.D.

James E. Edwards, M.D.
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In the complex picture

of moderate to severe anxiety...

there is a inewl reason
for prescribing Mellaril* ^ (Thioridazine HQ)

effectiveness in
mixed anxiety-depression

Long recognized for its usefulness in the

treatment of moderate to severe anxiety,

Mellaril is now also known to be effective

against mixed anxiety-depression.

Often the symptoms of anxiety states are

difficult to sort out—even with the most careful

probing. The patient may manifest symptoms of

agitation, restlessness, insomnia, somatic

complaints. But what of the depression that may
be mixed in the total picture? It is reassuring

to know that Mellaril may be prescribed—with

strong possibilities of success—when there is

anxiety alone or a mixture of anxiety

and depression.

Before prescribing or administering, see Sanioz
literature for full product information, including

adverse reactions reported with phenothiazines. The \
following is a brief precautionary statement.

Contraindications: Severe central nervous system
depression, comatose states from any cause,

hypertensive or hypotensive heart disease of

extreme degree.

Warnings: Administer cautiously to patients who
have previously exhibited a hypersensitivity reaction

(e.g., blood dyscrasias, jaundice) to phenothiazines.

Phenothiazines are capable of potentiating central

nervous system depressants (e.g., anesthetics,

opiates, alcohol, etc.) as well as atropine and
phosphorus insecticides. During pregnancy,

administer only when necessary.

Precautions: There have been infrequent reports of

leukopenia and/or agranulocytosis and convulsive

seizures. In epileptic patients, anticonvulsant

medication should also be maintained. Pigmentary
retinopathy may be avoided by remaining wi^in the

i

recommended limits of dosage. Administer ^

cautiously to patients participating in activities

requiring complete mental alertness (e.g., driving).

Orthostatic hypotension is more common in females

than in males. Do not use epinephrine in treating

drug-induced hypotension. Daily doses in excess of

300 mg. should be used only in severe

neuropsychiatric conditions.

Adverse Reactions: Central Nervous System~
Drowsiness, especially with large doses, early in '

treatment; infrequently, pseudoparkinsonism and
other extrapyramidal symptoms; nocturnal

confusion, hyperactivity, lethargy, psychotic

reactions, restlessness, and headache. Autonomic
Nervous System—Dryness of mouth, blurred vision,

constipation, nausea, vomiting, diarrhea, nasal

stuffiness, and pallor. Endocrine System—
Galactorrhea, breast engorgement, amenorrhea,

inhibition of ejaculation, and peripheral edema.

Skin—Dermatitis and skin eruptions of the urticarial

type, photosensitivity. Cardiovascular System-
Changes in the terminal portion of the

electrocardiogram have been observed in some
patients receiving the phenothiazine tranquilizers,

including Mellaril (thioridazine hydrochloride).

While there is no evidence at present that these

changes are in any way precursors of any significant

disturbance of cardiac rhythm, several sudden and
unexpected deaths apparently due to cardiac arrest

have occurred in patients previously showing'

electrocardiographic changes. The use of periodic

electrocardiograms has been proposed but would
appear to be of questionable value as a predictive

device. Other—

A

single case described as
'

parotid swelling.

Mellarir
(Thioridazine HCl)
25mg.t.i.d.

for moderate to severe anxiety
and mixed anxiety-depression

SANOoi SANDOZ PHARMACEUTICALS, HANOVER, N. j. M-ld.
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Lactinex
TABLETS A GRANULES

to help restore and stabilize

the intestinal flora

for fever blisters and canker
sores of herpetic origin

Lactinex contains both Lactobacillus acidophilus and

L. bulgaricus in a standardized viable culture, with the

naturally occurring metabolic products produced by

these organisms.

Lactinex has been shown to be useful in the treat-

ment of gastrointestinal disturbances, and for relieving

the painful oral lesions of fever blisters and canker

sores of herpetic origin.^’^'®'^’®’®’’^’®

No untoward side effects have been reported to date.

Literature on indications and dosage available on

request.

HYNSON, WESTCOTT & DUNNING, INC.

Baltimore, Maryland 21201
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“What shall I order?”

41

ii

1

‘First of all, he needs more
blood. Then I’d maintain
him on milk and Maalox.”

It

M

Works well • Doesn^t constipate • Tastes good • Economical

Supplied: Maalox Suspension (12 fl. oz.) . Also available: Maalox No. 1 Tablets (0.4 Gm.) : no sugar,

low sodium content. Maalox No. 2 Tablets (0.8 Gm.) : double strength for double antacid action.

1

I

I

WILLIAM H. RORER, INC.
FortWashington, Pa. 19034

THE NUMBER ONE ANTACID

Maalox
MAGNESIUM-ALUMINUM HYDROXIDE



To the Editor:

I should like to make a few remarks in response

to Dr. Zeigel’s editorial which appeared in the

April issue of the Rocky Mountain Medical Journal

concerning the establishment of a two-year anes-

thesiology program.

I believe we are in great danger in the United

States of taking several steps backward in medical

education and care rather than going forward. On
the one hand, we fnd those in medicine who would

not allow a qualified physician to deliver a baby

in the hospital, do any surgery or be first surgical

assistant or take care of a cardiac case. Others

insist that a qualified physician get a consult with

the admission of any pediatric case to the hospital.

Yet these same people advocate letting midwives

do deliveries, allowing non-physicians to take care

of pediatric patients, let technicians be first as-

sistants in surgery and make “village healers” out

of local druggists. Indeed, there have been pro-

posals to limit the prescribing of certain drugs to

certain specialists. Yet, in view of these ridiculous

proposals, the proposed “anesthesiologist” would

be qualified to practice on patients and administer

such drugs as Digitalis, Quinidine, Isuprel, Pro-

pranolol, epinephrine, Succinylcholine Chloride,

Levarterenol, to name a few.

Does it make sense that a person who had one

year at Mesa Junior College or any other college

and one year of preceptorship would be able to

intelligently use any of these drugs? I think not!

It also seems quite likely to me that if a person

were to be given the right to practice medicine in

such a manner, he would hardly be satisfied with

a small salary in a small hospital when he would

be doing the same work as an MD specializing in

anesthesiology commanding a salary of $40,000 to

$50,000 a year. It further seems likely that we
would enjoy a number of strikes such as those at

the Neighborhood Health Center in the Bronx,

New York.

I also call in question the statement made by

Dr. Zeigel that “Many lives are lost in the rural

areas each year” because of the lack of this type

of person. I seriously doubt if any lives are lost

for the lack of this type of technician. I also ques-

tion the statement regarding the legal responsi-

bility of the physician with little training in anes-

thesia or the nurse anesthetist. In the former, the

physician is always liable for his own malpractice.

In the latter, the anesthesiologist and the hospital

are liable for negligent acts of office or hospital

assistants who are under the direct supervision of

a qualified physician.

An anesthesiologist by definition is a physician

specializing in anesthesia. A technician or nurse

anesthetist is not an anesthesiologist. Nor would
a person with one year training at Mesa Junior

College and a year of preceptorship be a qualified

anesthesiologist.

American medicine, fortunately, was able to

rid itself of Class B and Class C physicians follow-

ing the Flexnor report many years ago. I do not

believe the American public nor American medi-
cine wishes to return to that archaic system of

medicine of allowing anyone to practice medicine

other than a physician who is a graduate of a

fully-accredited Class A medical school.

There is no place in American medicine for

second-rate “semi-physicians.” Only the most
backward and undeveloped countries of the world

have this type of medical care and numerous
studies have shown that it is extremely poor qual-

ity care and that the semi-physician oftentimes

oversteps his bounds, many times with disastrous

results.

There is a definite place for assistants who
work under the direct supervision of the physician

in relieving him of those routine duties not re-

quiring the skill of a physician. The program, as

proposed, for a two-year anesthesiologist would

go far beyond this in allowing and requiring the

practice of medicine by a non-physician.

A program is already in operation which gives

intensive training in anesthesia to physicians in

rural practice. In order to attract more physicians

from the rural areas into this program, it would

be much better to make available more funds so

that the qualified physician could take the inten-

sive training in anesthesia than to set up a pro-

gram of second-rate doctors. The primary reason

that more physicians haven’t taken the anesthesia

training offered under the Inter-mountain Re-

gional Program is the amount of time and money

involved in being away from their practice. I feel

if money was made available to them many more

could be brought into the program.

I ask everyone to think very carefully before

embarking on any of the several radical programs

which would result in extremely poor quality

patient care and the degradation of the medical

profession to the status of a trade union.

Wallace B. Sullivan, MD
709 N. Main, Pueblo, Colo.

4 Rocky Mountain Medical Journal



Picture of

low back pain

^arafon Forte tablets help to relieve pain,

estore mobility. . . stop pain-spasm feedback

y providing

:

nonsalicylate analgesic equal to aspirin for the relief

f pain/’2 yet unlikely to produce the irritation to the

astric mucosa so often associated -with salicylate

ierapy3

nd a skeletal muscle relaxant shown to have up to a

-hour span of action^... to retain effectiveness even

n continued administration^... but not likely to have

le central effects of tranquilizing compounds.®

treated with

Parafon Forte

V

ts

Paraflex® (chlorzoxazone)* 250 mg.

Tylenol® (acetaminophen) 300 mg.

Contraindications: Sensitivity to either component. Precautions:

Exercise caution in patients with known allergies or history of

drug allergies. If a sensitivity reaction or signs or symptoms sug-

gestive of liver dysfunction are observed, the drug should be
stopped. Adverse Reactions: Occasionally, drowsiness, dizziness,

lightheadedness, malaise, overstimulation or gastrointestinal

disturbances may be noted; rarely, allergic-type skin rashes,

petechiae, ecchymoses, angioneurotic edema or anaphylactic

reactions. In rare instances, Paraflex (chlorzoxazone) may pos-

sibly have been associated with gastrointestinal bleeding. While
Paraflex (chlorzoxazone) and chlorzoxazone-containing prod-
ucts have been suspected as being the cause of hepatic toxicity

in approximately eighteen patients, it was not possible to state

that the dysfunction was or was not drug induced. Usual Adult

Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets,

imprinted “McNEIL”— bottles of 100.

'rescribe Parafon Forte for effective spasmolysis

nd analgesia in sprains, strains, myalgias, low back

ain, bursitis and other musculoskeletal disorders,

bur patients will appreciate the restored comfort

nd freedom of movement it usually provides.
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chlorthalidone



anworka long diurericday

fihe way from one daily tablet to the next
» elp control edema and hypertension

i olonged action usually provides smooth, sustained diuretic

f'tiveness; real one-a-day dosage, right from the start; convenience

Hsconomy.

y oton, chlorthalidone, can cause side effects. And it's contra-

fated in hypersensitivity to the drug and severe renal and

« itic diseases.
y

Ik the prescribing information. It's summarized on the next page. Geigy



A litrie Hygrotoiicanworka long diuretic day
chlorthalidone

Indications: Hypertension and many

types of edema involving retention of

salt and water.

Contraindications: Hypersensitivity

and most cases of severe renal or

hepatic diseases.

Warning: With the administration of

enteric-coated potassium supplements,

which should be used only when ade-

quate dietary supplementation is not

practical, the possibility of small -bowel

lesions (obstruction, hemorrhage, and

perforation) should be kept in mind.

Surgery for these lesions has been

required frequently and deaths have

occurred. Discontinue enteric-coated

potassium supplements immediately if

abdominal pain, distention, nausea,

vomiting, or gastrointestinal bleeding

occur.

Use with caution in pregnant women
and nursing mothers since the drug

may cross the placental barrier and

appear in cord blood and since thia-

zides may appear in breast milk. The

drug may result in fetal or neonatal

jaundice, thrombocytopenia, and pos-

sibly other adverse reactions which

have occurred in the adult. When used

in women of childbearing age, balance

benefits of drug against possible haz-

ards to fetus.

Precautions: Antihypertensive therapy

with this drug should always be initi-

ated cautiously in postsympathectomy

patients and in patients receiving

ganglionic blocking agents, other

potent anti hypertensive drugs or

curare. Reduce dosage of concomitant

anti hypertensive agents by at least

one-half. Because of the possibility of

progression of renal damage, periodic

determination of the BUN is indicated.

Discontinue if the BUN rises or liver

dysfunction is aggravated. Hepatic

coma may be precipitated.

Electrolyte imbalance, sodium and/or

potassium depletion may occur. If

potassium depletion should occur dur-

ing therapy, the drug should be dis-

continued and potassium supplements

given, provided the patient does not

have marked oliguria.

Take special care in cirrhosis or severe

ischemic heart disease and in patients

receiving corticosteroids, ACTH, or

digitalis. Salt restriction is not

recommended.

Adverse Reactions: Nausea, gastric

irritation, vomiting, anorexia, consti-

pation and cramping, dizziness, weak-

ness, restlessness, hyperglycemia,

glycosuria, hyperuricemia, headache,

muscle cramps, orthostatic hypoten-

sion, which may be potentiated when J

chlorthalidone is combined with bar-

biturates, narcotics or alcohol, aplastic :

anemia, leukopenia, thrombocyto-

penia, agranulocytosis, impotence,

dysuria, transient myopia, skin rashes,

urticaria, purpura, necrotizing angiitis,

acute gout, and pancreatitis when
j

epigastric pain or unexplained G.l.
|

symptoms develop after prolonged '

administration. Other reactions re- 1

ported with this class of compounds '

include: jaundice, xanthopsia, pares- ^

thesia, and photosensitization.
|

Average Dosage: 50 or 100 mg. with
j

breakfast daily or 100 mg. every other

day.

Availability: White, single-scored tab-

:

lets of 100 mg. and aqua tablets of 50

mg., in bottles of 100 and 1000.
j

(B)46-230-E
i

i-

For full details, please see the

complete prescribing information.
j

Geigy Pharmaceuticals

Division of

Geigy Chemical Corporation

Ardsley, New York 10502



When it’s more than a bad cold

your patient can feel better

whUe she’s getting better

Achrocidih
Tetracycline HCl—Antihistamine—Analgesic Compound

Each tablet contains: ACHROMYCIN'® Tetracycline HCl 125 mg.; Phenacetin 120 mg.;
Caffeine 30 mg.; Salicylamide 150 mg.; Chlorothen citrate 25 mg.

In tetracycline-sensitive bacterial infection complicating respiratory allergy, ACHROCIDIN
brings the treatment together in a single prescription— prompt relief of headache and conges-

tion together with effective control of the organisms frequently responsible for complications

leading to prolonged disability in the susceptible patient.

For children and elderly patients you may prefer caffeine-free ACHROCIDIN Syrup. Each

5 cc contains: ACHROMYCIN (Tetracycline) equivalent to Tetracycline HCl 125 mg.; Phen-

acetin 120 mg.; Salicylamide 150 mg.; Ascorbic Acid (C) 25 mg.; Pyrilamine Maleate 15 mg.

Contraindications: Hypersensitivity to any compo-
nent.

Warning: In renal impairment, since liver toxicity is

possible, lower doses are indicated; during prolonged

therapy consider serum level determinations. Photo-

dynamic reaction to sunlight may occur in hyper-

sensitive persons. Photosensitive individuals should

avoid exposure; discontinue treatment if skin dis-

comfort occurs.

Precautions: Drowsiness, anorexia, slight gastric dis-

tress can occur. In excessive drowsiness, consider

longer dosage intervals. Persons on full dosage
should not operate vehicles. Nonsusceptible organ-
isms may overgrow; treat superinfection appropri-
ately. Treat beta-hemolytic streptococcal infections

at least 10 days to help prevent rheumatic fever or
acute glomerulonephritis. Tetracycline may form a
stable calcium complex in bone-forming ti.ssue and

may cause dental staining during tooth development
(last half of pregnancy, neonatal period, infancy,

early childhood).

Adverse Reactions: Gastrointestinal—anorexia, nau-
sea, vomiting, diarrhea, stomatitis, glossitis, entero-

colitis, pruritus ani. — maculopapular and
erythematous rashes; exfoliative dermatitis; photo-

sensitivity; onycholysis, nail discoloration. Kidney
-dose-related rise in BUN. Hypersensitivity reac-

tions— urticaria, angioneurotic edema, anaphylaxis.

Intracranial—huigmg fontanels in young infants.

T'cct/i—yellow-brown staining; enamel hypoplasia.

Blood—anemia, thrombocytopenic purpura, neutro-

penia, eosinophilia. L/v'cr—cholestasis at high dosage.

Upon adverse reaction, stop medication and treat

appropriately.

for July 1969 9
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Cytoplasmic Membrane:
Triple-layered membrane,
50-55 A thick.^

suspicion:
Ecoli

Nucleus: Bacterial nucleus

containing DNA fibers; often two

or more nuclear bodies per cell

are seen since cell division

lags behind nuclear division/

Capsule: Thin gel-like layer

covering cell envelope,

occurring in encapsulated

variants of E. coli

(producing mucoid colonies)/

iiayered structure

the^^^plasmic memi-

fdrm^^e ceTT%fw(elope.

(terrnSStsqr lumgmbrane consists

/ '^'^-^^^^^tF^te-layerecl<pembrane 50-55

^T'Alfyck^Mfd'dTe layer, G layer, 50-

-55 A thick; appears homogenous but

^^oiT(e-evfetesce that it is composed
of regularly spaced globular elements

. O'' ^ layer, 40-45 A thick,

outer cell wall from

un^r^ing cytoplasmic membrane/

Artist's rendition of E. coli. As with most strains of E. coli, these have flagella and are rw

k



How high is the ‘‘index of suspi-

:ion” for E. coli in urinary tract

nfections?

Recently it has been estimated

i .hat about 86 per cent of positive

:ultures in first attacks of uri-

nary tract infection are E. coH}

it has been similarly noted that

‘The conform group, especially

coli, accounts for approxi-

mately 90 per cent of initial in-

•'ections

Consider wide-spectrum
Gantanol® (sulfamethoxazole)

for its high “index of confidence”

— its proven effectiveness
against E. coli and other sensi-

tive gram-negative and gram-
positive pathogens. Therapeutic

levels of Gantanol in blood and

urine are achieved within 2 hours

after a 2-Gm starting dose, with

ready diffusion into interstitial

fluids. Responsive infections

generally clear within 5 to7 days,

with relief of symptoms usually

seen within 24 to 48 hours.

Gantanol (sulfamethoxazole)

also earns its high “index of con-

fidence” because Gantanol ther-

apy is relatively free from com-
plications, includingthe problem

of bacterial resistance or super-

infection.

Convenient, economical dosage

schedule: b.i.d.

3efore prescribing, please consult

;omplete product information, a sum-
nary of which follows:

Indications: Acute and chronic urinary

tract, respiratory and soft tissue in-

fections due to susceptible microor-

jganisms; prophylactically following

idiafostic instrumental procedures
I on genitourinary tract.

I-Contraindicated in sulfonamide-sensi-

tive patients, pregnant females at

term, premature infants, or newborn

^

infants during first 3 months of life,

f
Warnings: Use only after critical ap-

praisal in patients with liver or renal

damage, urinary obstruction or blood

fdyscrasias. Deaths reported from hy-

jpersensitivity reactions, Stevens-

1 Johnson syndrome, agranulocytosis,

aplastic anemia and other blood dys-

crasias. In closely intermittent or pro-

longed therapy, blood counts and liver

and kidney function tests should be
performed. Clinical data insufficient

on prolonged or recurrent therapy in

chronic renal diseases of children

,under6years.

Precautions: Occasional failures may
foccur due to resistant microorga-

nisms. Not effective in virus and

rickettsial infections. Sulfonamides

not recommended for therapy of acute

infections caused by group A beta-

hemolytic streptococci. At present,

penicillin is drug of choice in acute

group A beta-hemolytic streptococcal

infections; although Gantanol has

produced favorable bacteriologic con-

version rates in this infection, data

insufficient on long-term follow-up

studies as to its effect on sequelae of

rheumatic fever or acute glomerulo-

nephritis. If other treatment cannot

be used and Gantanol is employed in

such infections, important that ther-

apy be continued in usual recom-
mended dosage for at least 10 days.

Observe usual sulfonamide therapy

precautions, including adequate fluid

intake. Use with caution if history

of allergies and/or asthma. Follow

closely patients with renal impairment
since this may cause excessive drug

accumulation. Need for indicated lo-

cal measures or surgery not obviated

in localized infections.

Adverse Reactions: Depending upon
the severity of the reaction, may with-

draw drug in event of headache,
nausea, vomiting, urticaria, diarrhea,

hepatitis, pancreatitis, blood dys-

crasias, neuropathy, drug fever,

Stevens-Johnson syndrome, skin rash,

injection of the conjunctiva and sclera,

petechiae, purpura, hematuria and
crystalluria.

Dosage: Adults—

2

Gm (4 tabs or

teasp.) initially, then 1 Gm b.i.d. or

t.i.d. depending upon severity of in-

fection. Children— 0.5 Gm (1 tab or

teasp.)/ 20 lbs initially, followed by

0.25Gm/20 lbs b.i.d.

How Supplied: Tablets, 0.5 Gm, bot-

tles of 50. Suspension, 10%, 0.5

Gm/ teasp, bottles of 16 oz.

References: 1. Vernier, R. L., in Patient

Care Feature: Patient Care, 1:20 (Feb.)

1967. 2. Beeson, P. B.: “The Infectious

Diseases,” in Beeson, P. B., and McDer-
mott, W. (eds.): Cecil-Loeb Textbook of

Medicine, ed. 12, Philadelphia, W. B.

Saunders Company, 1967, p. 230. 3. De
Petris, S.: J. Ultrastruct. Res., 12:247,
1965. 4. Davis, B.D., et at.: Microbiology,

New York, Hoeber Medical Division, Har-

per & Row, Publishers, 1967, pp. 39-41.

Roche
LABORATORIES

Division oi Hoffmann-La Roche Inc.

Nutley. New Jersey 07110

Fcht ahi^ index
rfccMifioence:

GantanoF
(sulfamethoxazole)
inurinary tract infections



Results on skin are final proof of any topical antibiotic’s effectiveness

No in vitro test can duplicate a clinical situation on living skin. ‘Neosporin’ (polymyxin 6
— bacitracin -neomycin) Ointment has consistently proven its effectiveness in thousands of

cases of bacterial skin infection. The spectra of the three antibiotics overlap in such a way
as to provide bactericidal action against most pathogenic bacteria likely to be found topically.

Diffusion of the antibiotics from the special petrolatum base is rapid since they are insoluble

in the petrolatum, but readily soluble in tissue fluids. The Ointment is bland and nonirritating.

Caution: As with other antibiotic preparations, prolonged use may result in overgrowth of nonsuscep-
tible organisms and/or fungi. Appropriate measures should be taken if this occurs. Articles in the
current medical literature indicate an increase in the prevalence of persons allergic to neomycin.
The possibility of such a reaction should be borne in mind.
Contraindications: This product is contraindicated in those individuals who have shown hyper-
sensitivity to any of its components.
Supplied: Tubes of 1 oz., Vz oz. with applicator tip, and Vs oz. with ophthalmic tip.

Complete literature available on request from Professional Services Dept. PML

NEOSPORIir
brand

POLYMYXIN B-BAGITRACIN-NEOMYCIN
OINTMENT

(

BURROUGHS WELLCOME & CO. (U.S.A.) INC.,Tuckahoe, N.Y.



Dulcolax!..so predictable

you can almost set patients by it

Dulcolax works so effectively that the time of bowel
evacuation can often be predicted.

Dulcolax tablets taken at night will usually result in a con-
venient bowel movement the following morning. Dulcolax
suppositories generally work within 15 minutes to an hour.

Dulcolax may be given to the aged, pregnant or nursing
women, and children. It may be particularly helpful in con-
ditions in which straining should be avoided. The drug,
however, is contraindicated in the acute surgical abdomen.

Dulcolax’ bisacodyl

pE^CENS^ROh^OEHRINGE^NGE^^0^^^^^^^^^EI^^HARMACE^CA^^IVISIO^^EIG^HEMiCA^ORPOROTON^RDS^^E^TORt^^5O2





Theydon’t feel they“suffer”

from hypertension...

that’s the”Buti”part

of Butiserpazide.

The “Buti” part of Butiserpazide—the mildly

sedative action of Butisol acting in concert with the

classic thiazide/reserpine formula—proved

helpful in one study in reducing hypertensive

symptoms in over half the patients/

Among the symptoms showing “striking” overall

improvement were headache, nervousness,

palpitation and dizziness. Nor is that all there is to

the “beauty” of Butiserpazide. Clinical

comparisons have also shown that many patients

respond with smooth, uniform lowering of blood

pressure^. . . at times below the levels achieved with

previous therapy'’^. . . as well as a lowered

incidence of drug side effects. (The usual dosage

is just 1 tablet once or twice a day.

)

You have a choice of 2 strengths:

Butiseraazide-25
Prestabs®* Tablets

Butisol® (butabarbital) 30 mg.f; hydrochlorothiazide

25 mg.; reserpine 0.1 mg.

Butiserpazide-50
Prestabs®* Tablets

*

Butisol® (butabarbital) 30 mg.f; hydrochlorothiazide

50 mg.; reserpine 0.1 mg.

Lowers blood pressure

so smoothly that patients are

often untroubled by either

the disease ... or therapy

i-Warning: May be habit forming.

"15 mg. of Butisol (butabarbital), plus the other

ingredients, in outer layer; 15 mg. of Butisol in a

specially coated core for delayed release, to approximately

equalize duration of action for all components.

Contraindications: Sensitivity to any component, porphyria, peptic ulcer, ulcer-

ative colitis, mental depression, renal impairment or shutdown. Warnings:

Consider the possibility of sensitivity reactions in patients with history of

allergy or bronchial asthma. Coated potassium tablets, sometimes administered

in conjunction with antihypertensive therapy, may be associated with small

bowel lesions, which have led to obstruction, hemorrhage and perforation.

Surgery has frequently been required and deaths have occurred. Such tablets

should be used only when indicated and when adequate dietary supplementation

is not practical. They should be discontinued immediately if abdominal pain,

distention, nausea, vomiting, or g.i. bleeding occur. Use in Pregnancy: Exercise

caution, since thiazides cross the placental barrier and may cause fetal or

neonatal hyperbilirubinemia, thrombocytopenia or altered carbohydrate metab-

olism; adverse reactions seen in the adult may occur in the newborn. Use

reserpine in women of childbearing age only when essential to patient welfare.

Increased respiratory secretions, nasal congestion, cyanosis, and anorexia may

occur in infants born to reserpine-treated mothers. Precautions: Butisol

(butabarbital)—Exercise caution in moderate to severe hepatic disease. Elderly

or debilitated patients may react with marked excitement or depression.

Hydrochlorothiazide— Uzy induce electrolyte imbalance; when used with digi-

talis or one of its glycosides and in patients with severe hepatic insufficiency,

cardiac arrhythmias or symptoms of impending hepatic coma may occur. Dis-

continue and institute appropriate countermeasures if prolonged use produces

hypokalemia or (likely with sodium restriction) hyponatremia and hypochlore-

mic alkalosis. (Ammonium chloride, used to reverse hypochloremic alkalosis,

is contraindicated in hepatic disease.) May produce elevated serum uric acid

levels (and, infrequently, gout) or reduce glucose tolerance, altering insulin

requirements in diabetics. Beserpine— Observe for signs or symptoms of peptic

ulcer or ulcerative colitis. Discontinue at first sign of mental depression;

keep in mind possibility of suicide. Exercise extreme caution in history of

mental depression. May produce cardiac arrhythmias when used with digitalis

and quinidine, or may precipitate biliary colic in patients with gallstones.

Discontinue 1 to 2 weeks before surgery; inform the anesthetist in event of

emergency surgery. Exercise caution in history of epilepsy. Discontinue 1 to

2 weeks before ECT. General— Exercise caution in coronary artery disease.

Adverse Reactions: Dizziness, drowsiness, weakness, nasal congestion, leg

cramps, nausea, palpitations, superficial skin bruises, palmar erythema, head-

ache, dehydration, skin rash, “hangover,” systemic disturbances, diarrhea,

itching, vomiting, paresthesia, photosensitivity, pancreatitis, jaundice, xan-

thopsia, purpura, thrombocytopenia, leukopenia, agranulocytosis, aplastic

anemia, anorexia, gastric irritation, abdominal cramping, constipation, glycos-

uria, vertigo, cutaneous vasculitis, orthostatic hypotension (potentiated by

alcohol, barbiturates, or narcotics), increased salivation and gastric secretion,

increased intestinal motility, loose stools, angina-like syndrome, arrhythmias,

bradycardia, flushing, hypotension, nervousness, paradoxical anxiety, rarely

atypical Parkinsonian syndrome, central nervous system sensitization (mani-

fested by dull sensorium, deafness, glaucoma, uveitis, optic atrophy), dryness

of mouth, syncope, epistaxis, weight gain, and impotence or decreased libido.

Usual Adult Dosage: BUTISERPAZIDE®-25 or BUTIserpazide®-50: 1 tablet daily

or b.i.d. When used with other antihypertensive agents reduce dosage of both

drugs about 50% and observe carefully for changes in blood pressure. Before

prescribing or administering, see package insert. References: i. Coodiey, E L Curr

Ther Res- 4:460 (Sept.) 1962. 2. Johnson. H. J.. Jr.:Penn Med J 67:35 (May) 1964

McNeil Laboratories, Inc.

Fort Washington, Pa. 19034
( McNEIL



THE
COST OF
AMBAR
EXTENTABS

IS APPROXIMATELY ONE
HALF THAT OFOTHER LEAO-
IN6 APPETITE SUPPRESSANTS

ANIMPORTANTFACTOR
INLONG TERM THERAPY

CONTROL FOOD AND MOOD ALL DAY LONG WITH A SINGLE MORNING DOSE

AMRAR *TOne Ambar Extentab before breakfast can / ^ 1 T M M l \. AM
help control most patients’ appetite for up \ lit I A T)
to 12 hours. Methamphetamine, the appe- L X_/JLN x/xDO
tite suppressant, gently elevates mood and

helps overcome dieting frustrations. Pheno-

barbital, the sedative in Ambar, controls irritability and

anxiety ... helps maintain a state of mental calm and equa-

nimity. Both work together to ease the tensions that erode

the willpower during periods of dieting.

Also available: Ambar #1 Extentabs®— methamphetamine

hydrochloride 10 mg., phenobarbital 64.8 mg. (1 gr.) (Warn-

ing: may be habit forming).

methamphetamine HCl 15 mg.,
phenobarbital 64.8 mg. (1 gr.)

(Warning: may be habit forming).

BRIEF SUMMARY/Indications; Ambar
suppresses appetite and helps offset emo-

tional reactions to dieting. Contraindica-

tions: Hypersensitivity to barbiturates or

sympathomimetics; patients with advanced

renal or hepatic disease. Precautions: Administer with cau-

tion in the presence of cardiovascular disease or hypertension.

Side Effects: Nervousness or excitement occasionally noted,

but usually infrequent at recommended dosages. Slight drows-

iness has been reported rarely. See package insert for further

details. a. H. robins company, H'[^OBINSA. H. ROBINS COMPANY,
RICHMOND, VA. 23220



dlginot^i fm

Derived from seaweed, and long used to impart

velvety consistency to foods, alginates— a Wdrner-
Chilcott contribution to antacid palatability— help

1 ) erase the chalkiness and grittiness found with some
other antacids; 2) dispel unpleasant aftertaste. Like

ice cream, Gelusil-M is smooth and creamy; and it has

a cool mint flavor. Thus, for your patients Gelusil-M

is excellent to start on and easy to stay on.

introducing

GELUSII^M
each 5 ml. teaspoonful contains:

500 mg. magnesium trisilicate

250 mg. aluminum hydroxide (Warner-Chilcott)

200 mg. magnesium hydroxide

•U.S. Patent No. 3,326,755

a consistent buffering anticostive^ antacid
tAvoids constipation.

See next page for prescribing information ^



GELySIL-#ne name to remember..and a dosage form for every patient

Gelysif-M Liqyid

indications: Gelusil-M is indicated for

prompt and dependable symptomatic

relief of peptic ulcer, gastritis, heart-

burn, hiatal hernia, esophagitis, and

other conditions for which control ©f

gastric hyperacidity is required.

Precaution: Prolonged ©r intensive

therapy in patients with severe renal in-

sufficiency may lead to hypermagne-

semia.

Dosage: One to two teaspoonfuls (5

ml. to 10 mi.) between meals ond at

bedtime or whenever symptoms occur.

Certain conditions, such as acute peptic

ulcer, may require individualized dos-

age. If diarrhea occurs, reduce dosoge

or discontinue use.

Supplied: Gelusil-M (speormint-fia-

Yored)~ light green bottles of 12 fl. oz.,-

and a special hospital pack. Keep

tightly closed— shake vigorously.

Gelysif Tablets

Easy to take along / easy to take /

pleasontly mint-flavored. An antacid

with adsorbent and demulcent proper-

ties which contains in one tablet: 0.25

Gm. aluminum hydroxide (Warner-

Chilcott) and 0.5 Gm. magnesium trislli-

cate (USP).

Dosage: 2 tablets— or more—between

meals and ot bedtime, or whenever

symptoms occur. Tablets should be

chewed.

iegyiar GelusifLIquid

Pleasant mint fl0vor...ide0 l for hospi-

tal or home. Available in 12 fl. oz. and

6 fl. oz. bottles and a special hospital

pack. An antacid which contains adsor-

bent and demulcent agents in each 4

ml. teaspoonful: 0.25 Gm. aluminum

hydroxide (Warner-Chllcott), 0.5 Gm.

mognesium trisilicate (USP).

Dosage: 2 teospoonfuls (4m!. each)—
or more— between meals and at bed-

time, or whenever symptoms occur.

Also AvoiiabSe: Gelusi!® Flavor-Pack,

Ge!u$il-Lac®.

WAiNli-CHlLCOTT
Morris Plains, New Jersey



One of these disposables comes prefilled.

Its unit dose - in nonreactive glass

cartridge - is premeasured.

The cartridge is clearly labeled:

drug name, strength, control number.

Even expiration date where appropriate.

You're more confident that the patient gets. .

.



. .
.
just what the doctor ordered

with theTubex Closed Injection System.

Injections with the Tubex system are as
easy as 1

,
2

,
3

,

1. Select—from an extensive variety of prefilled Tubex
sterile cartridge-needle units.* No multi-dose vials to

bother with; no unlabeled syringes to cause confusion.

2. Inject—with a minimum of pain. Thanks to the

single-use, stainless-steel needle that’s both ultra-

sharpened and siliconized. Aspirate simply and
conveniently.

3. Throw away—empty cartridge-needle unit. Never

used again, it can’t transmit infection. And there’s

no clean-up job.

*For injectables not yet in the ever-expanding prefilled Tubex
line, empty sterile cartridge-needle units are available.

TUBEX®
Closed Injection System
Hypodermic Syringe

Sterile Cartridge-Needle Unit
TM

(

i

r

Wyeth Laboratories Philadelphia, Pa.



29th Annual Congress on

Occupational Health

American Medical Association

Council on Occupational Health

Statiffer’s Riverfront Inn—St. Louis, Missouri

September 15-16, 1969

Penrose Hospital, Colorado Springs,

Colorado
Symposium on Breast Cancer

and Related Fields

August 8-10, 1969

* * « 4: *

Orthopedic Conference

August 22-23, 1969

For further information concerning these meet-

ings, contact H. R. Locke, M.D., Director, Medical

Education, Penrose Hospital, Colorado Springs,

Colorado.

Continuing Education for

Practicing Physicians

Denver Children’s Hospital, Denver, Colorado

1969 Calendar

September 7—Pediatric Radiology

October 24—Intensive Care
November 14—Pediatric Cardiology

December 12—Pediatric Endocrinology

1970 Calendar
January—Pediatric Urology
February—Regional Newborn Care
March—Pediatric Orthopedics

April—Pediatric Surgery
May—Pediatric Gastroenterology

June—Medical and Social Hangups of Adolescents

Each program is a 6 hour workshop with a

morning clinic, informal luncheon, lecture and
ward rounds related to the announced topic. Fee
—$20.00. 6 hours AAGP credit requested.

16th Western Cardiac Conference

Symposium On The Critically 111

Heart Patient

University of Colorado Medical Center, Denver,
Colorado

October 22-24, 1969

For further information write: Colorado Heart
Association, 1375 Delaware Street, Denver, Colo-
rado 80204.

American Academy of Orthopaedic Surgeons
Emergency Care and Transportation of Sick and
Injured

University of Colorado Medical Center, Denver,

Colorado

October 15-17, 1969

This course is designed for ambulance attend-

ants, nurses, firemen, police officers, safety engi-

neers, rescue squads and others who work with

persons requiring emergency attention.

To furnish this instruction, faculty members of

the University of Colorado School of Medicine,

members of the Denver Fire and Police Depart-

ments, Denver General Hospital and others wiU
speak and demonstrate on a wide variety of

emergency medical situations.

For information and registration forms, those

interested may write to Doctor John D. Leidholt,

2045 Franklin Street, Denver, Colorado 80205.

University of Colorado School of Medicine,

Postgraduate Medical Education

Internal Medicine

YMCA Conference Center—Estes Park, Colorado

July 21-25, 1969

Monday, July 21-—Pulmonary Diseases

Tuesday, July 22—Infectious Diseases

Wednesday, July 23—Hematology

Thursday, July 24—Endocrine and Metabolic

Diseases

Friday, July 25—Dermatology*****
Dermatology

Aspen High School—Aspen, Colorado

July 31—August 2, 1969

Thursday, July 31—Disturbances of Connective

Tissue

Friday, August 1—Infectious Diseases of The Skin

Saturday, August 2—Metabolic Diseases*****
Pediatrics

Aspen High School—Aspen, Colorado

August 3-6, 1969

* 4> * * •

Hospital Medical Staff Conference

YMCA Conference Center—Estes Park, Colorado

September 29-October 3, 1969

For further infomiation and detailed programs,

write to: The Office of Postgraduate Medical Edu-

cation, University of Colorado School of Medicine,

4200 East Ninth Avenue—Denver, Colorado 80220.

for July 1969 21



COLORADO-WYOMINC SCIENCE FAIR*

1969 Special Awards

AMELIA EARHART AWARD
ZONTA CLUB OF BOULDER COUNTY

Kathleen Edwards, 12th grade, Greybull High
School, Greybull, Wyoming.
"Biochemical Fuel Cell in a Closed Eco-
system” (B)

AMERICAN ASTRONAUTICAL SOCIETY

Senior High Russell Taylor, 10th grade. Big Piney High
School, Big Piney, Wyoming.
“5 Con Triangles” (M)

Junior High Dan Jones, 9th grade. Sterling Junior High,

Sterling, Colorado.

"Determining the Electrostatic Charge on
an Electron” (P)

AMERICAN CANCER SOCIETY

Second Place Patti Matsushima, 8th grade. Clear Lake
Junior High, Westminster, Colorado.

"Isolation, Growth and Antibiotic Qualities
of Penicillium Notatum” (B)

Third Place Shannon Sheehan, 7th grode. Snake River
Valley Junior High, Dixon, Wyoming.

"An Epidemic Strikes” (B)

Hon. Men. Peter Melby, 8th grade, Cortez Junior High,
Cortez, Colorado.

"Penicillin” (B)

ARMY AVIATION ASSOCIATION OF AMERICA

Junior High Eileen Tochihara, 7th grade, Byers Public

School, Byers, Colorado.

"Trajectory Path and Maximum Range”
(M)

Senior High David Griesemer, 12th grade, Wasson High
First Place School, Colorado Springs, Colorado.

"Transplantation Immunity in Annelids”
(B)

Second Place Diana Glazier, 11th grade, Wiggins High
School, Wiggins, Colorado.

"Lymphoblastic, Lymphosarcoma Leuke-
mia and Its Reaction to Vitamin A, C, and
E Injections” (B)

Junior High Lynetta Fox, 8th grade, Fowler Junior High,
First Place Fowler, Colorado.

"Cut Off My Head? I’ll Grow a New One”
(B)

Second Place Ric Miller, 9th grade, Wiggins Junior High,

Wiggins, Colorado.

"Mutagenic Effect of Television in Fruit
Flies” (B)

AMERICAN INSTITUTE OF MINING ENGINEERS

Senior High Garry Bond, 12th grade, Greybull High School,

First Place Greybull, Wyoming.
"Corrosion in Action” (P)

Second Place Gary Gertig, 12th grade. Rocky Ford High
School, Rocky Ford, Colorado.

"Is Radioactivity a Factor in Color Vari-
ation of Hartsel Barite?” (P)

Junior High Charles Montgomery, 8th grode, Cy Junior
High, Casper, Wyoming.
"Waterflooding: Secondary Recovery Sys-
tem" (P)

COLORADO DENTAL ASSOCIATION

Senior High Kristen Larsen, 12th grade, Trinidad High
School, Trinidad, Colorado.

"RNA: Numbers 1, 2, 3,” (B)

COLORADO MEDICAL SOCIETY

Senior High Roxana Boyles, 12th grade, Natrona Co. High
School, Casper, Wyoming.
"A Comparison of the Effects of a Pan-
creatic and Duodenal-pancreatic Trans-
plant on Cricetus Auratus” (B)

COLORADO MINERAL SOCIETY

Senior High Marilyn Armagast, 10th grade, Alamosa High,
First Place Alamosa, Colorado.

"Analysis of Sands” (P)

Second Place Louis Lampman, 12th grade, Greybull High
School, Greybull,Wyoming.

"The Formation of Agates by the Theory
of Liesgang Rings and Crystal Growth” (P)

Junior High Kim Jasperson, 9th grade, Monroe Junior High,

First Place Green River, Wyoming.

"Synthetic Trona” (P)

Second Place Randy La Beff, 8th grade, Monroe Junior High,

Green River, Wyoming.

"Oil From Shale~A Future in Fuels?” (P)

AMERICAN SOCIETY FOR MICROBIOLOGY
ROCKY MOUNTAIN BRANCH

Senior High
Hon. Men.

Hon. Men.

Junior High
First Place

Patty Baker, 10th grade. North High School,
Denver, Colorado.

"Photoreactivation of Serratia" (B)

Vincent Proctor, 1 0th grade. Green River High
School, Green River, Wyoming.
"A Study of Tooth Decay Incidence in
High School Sophomores” (B)

Peggy Christen, 8th grade, St. Vincent De
Paul School, Denver, Colorado.

"Illumination and Bacterial Growth” (B)

COLORADO PSYCHOLOGICAL ASSOCIATION

Senior High

Junior High
First Place

Jeanne Corbridge, 10th grade, Abrahom
Lincoln High School, Denver, Colorado.

"Effects of Environmental Change on Pill

Bugs” (B)

Kristen Larsen, 12th grade, Trinidad High

School, Trinidad, Colorado.

"RNA: Numbers 1, 2, 3,” (B)

Nancy Caspe, 9th grade. Hill Junior High, Derv-

ver, Colorado.

"Does Suggestibility Vary between Ages
11.11-13.0?”

* A message from the Fair Director, Dr. Calvin Fisher,
and a list of other award winners and the titles of

their exhibits appeared in the June issue of the Rocky
Mountain Medical Journal.

Hon. Men. Ric Miller, 9th grade, Wiggins Junior High,

Wiggins, Colorado.

"Mutagenic Affect of Television in Fruit

Flies” (B)

22 Rocky Mountain Medical Journal



COLORADO SCIENCE TEACHERS ASSOCIATION

Senior High Kristen Larsen, 12th grade, Trinidad High

First Place School, Trinidad, Colorado.

“RNA: Numbers 1, 2, 3,” (B)

Junior High Linda Meier, 9th grade, Wiggins High School,

First Place Wiggins, Colorado,

"The Dynamics of Flight” (P)

COLORADO SCIENTIFIC STUDY

Senior High
First Place

Second Place

Hon. Men.

Junior High
First Place

Second Place

Third Place

Hon. Men.

Gary Gertig, 12th grade. Rocky Ford High

School, Rocky Ford, Colorado.

“Is Radioactivity a Factor in Color Vari-

ation of Hartsel Barite?” (P)

Louis Lampman, 12th grade, Greybull High

School, Greybull, Wyoming.
"The Formation of Agates by the Theory
of Liesgang Rings and Crystal Growth” (P)

Coralee Wolfe, 10th grade, Alamosa High

School, Alamosa, Colorado.

"Crystals and Crystal Growing” (P)

Randy La Beff, 8th grade, Monroe Junior High,

Green River, Wyoming.
"Oil From Shale—A Future in Fuels?” (P)

Lisa Galbraith, 9th grade, Washington Irving

Jr. High, Colorado Springs, Colorado.

"Can Desalination Save Us?” (P)

Kim Jasperson, 9th grade, Monroe Junior High,

Green River, Wyoming.
"Synthetic Trona” (P)

Larry Winger, 8th grade, Yuma West Grade
School, Yuma, Colorado.

"Underground Water” (B)

COLORADO STATE SOCIETY OF MEDICAL TECHNOLOGISTS

Senior High
First Place

Second place

Junior High

Roxana Boyles, 12th grade, Natrona Co. High
School, Casper, Wyoming.
“A Comparison of the Effects of a Pan-
creatic and Duodenal-pancreatic Trans-
plant on Cricetus Auratus” (B)

Karen Enns, 10th grade. Rocky Ford High
School, Rocky Ford, Colorado.

"Aloxan’s Effect on the Isles of Langer-
hans” (B)

John Collingwood, 8th grade, Greybull Grade
School, Greybull, Wyoming.
"Separation of Chloroplast Pigments by
Thin Layer Chromatography” (B)

NATIONAL AERONAUTICS AND SPACE ADMINISTRATION

Senior High Mark Whalin, 1 1th grade. Grand Junction High
School, Grand Junction, Colorado.

"Rocket Stabilization by Inertial Guid-
ance” (P)

RESA, SCIENTIFIC RESEARCH SOCIETY OF AMERICA

Senior High Gary Gertig, 12th grade. Rocky Ford High
School, Rocky Ford, Colorado.

"Is Radioactivity a Factor in Color Vari-
ation of Hartsel Barite?” (P)

Junior High
First Place

Hon. Men.

Eileen Tochihara, 7th grade, Byers Public
School, Byers, Colorado.

"Trajectory Path and Maximum Range”
(M)

Amy Struthers, 8th grade. Southern Hills

Junior High, Boulder, Colorado.

"Water Tank Model Showing the Shinook
Winds of the Boulder Area” (P)

UNITED STATES AIR FORCE

Engineering Mark Whalin, 11th grade. Grand Junction
Sciences High School, Grand Junction, Colorado.

"Rocket Stabilization by Inertial Guid-
ance” (P)

Mathematical Eileen Tochihara, 7th grade, Byers Public

Sciences School, Byers, Colorado.

"Trajectory Path and Maximum Range”
(M)

Medicine Stephan Krus, 8th grade. Show Heights Junior

& Health High, Westminster, Colorado.

"Blood Clotting vs. Alcoholism” (B)

Life Sciences Nancy Caspe, 9th grade. Hill Junior High,

Denver, Colorado.

"Does Suggestibility Vary between Ages
11.11-13.0?” (B)

UNITED STATES ARMY

Senior High Diana Glazier, 11th grade, Wiggins High

School, Wiggins, Colorado.
"Lymphoblastic, Lymphosarcoma Leuke-
mia and Its Reaction to Vitamin A, C, and
E Injections” (B)

Clint Johnson, 12th grade, Akron High School,

Akron, Colorado.
"The Effectiveness of Clothes Washing De-
tergents on Radioactive Material” (P)

Mark Whalin, 11th grade. Grand Junction

High School, Grand Junction, Colorado.
"Rocket Stabilization by Inertial Guid-
ance” (P)

Randall Glissman, 11th grade, Northglenn

Senior High School, Denver, Colorado.
"Pulse-Code Communication” (P)

Kip Denholter, 12th grade, Thomas Jeffersan

High School, Denver, Colorado.
"The Glow Discharge” (P)

Carla Zarlengo, 11th grade, Marycrest High
School, Denver, Colorado.
"The Basis of Heredity in Relation to

Genetic Mutation” (B)

Junior High Nancy Caspe, 9th grade. Hill Junior High,

Denver, Colorado.
"Does Suggestibility Vary between Ages
11.11-13.0?” (B)

Gary Phillips, 8th grade, Lincoln Junior High

School, Fort Collins, Colorado.
"Transferring Sound by Means of a Light

Beam” (P)

Charles Heyborne, 9th grade, Fremont Co.

Vocational High, Lander, Wyoming.
“A Fluid Mapper” (P)

SOCIETY OF INDUSTRIAL AND APPLIED MATHEMATICS

Senior High Ed Jones, 12th grade, Wiggins High School,
Wiggins, Colorado.

“Nomography” (M)

Junior High Gail Einspahr, 8th grade, York Junior High,
Thornton, Colorado.
"Golden Mathematics” (M)

SOCIETY OF WOMEN ENGINEERS DENVER SECTION

Senior High Marilyn Armagast, 10th grade, Alamosa High,
First Place Alamosa, Colorado.

"Analysis of Sands” (P)

Hon. Men. Coralee Wolfe, 10th grade, Alamosa High,
Alamosa, Colorado.

"Crystals and Crystal Growing” (P)

UNITED STATES NAVY SCIENCE CRUISER

Randall Glissman, 11th grade, Northglenn

Senior High School, Denver, Colorado.
"Pulse-Code Communication” (P)

Alternate: Robert Emmerich, 11th grade, Mullen High

School, Denver, Colorado.
"Digital Computer” (M)

Pickett Gary Nielsen, 9th grade, Fremont Co. Vo-

Slide Rule cational High, Lander, Wyoming.
"Do Gerbills Have the Ability to Reason?”

(B)

World Book Nancy Caspe, 9th grade. Hill Junior High,

Encyclopedia Denver, Colorado.

"Does Suggestibility Vary between Ages
11.11-13.0?” (B)
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New books received are acknowledged in this

section. Books here listed are available for lending

from the Denver Medical Society Library.

Recent Acquisitions

Atlas of Surgical Operations: Vol. 2. By Robert Zollinger.
New York, 1967, MacMillan. 189 p. Price: $20.00.

Basic Diagnostic Radiology; An Introductory Textbook: By
Malcolm D. Jones. St. Louis, 1969, Mosby, 266 p. Price: $11.75.

Basic Fault: By Michael Balint. New York, 1968, Barnes &
Nobles. 205 p. Price: $6.00.

The Cancer Problem: By Paul Niehans. Berne, 1969, Stampfli.
45 p. Price: Gift.

The Clinical Approach to the Patient: By William L. Morgan,
Jr. and George L. Engel. Philadelphia, 1969, Saunders. 314 p.
Price: $9.75.

The Evolution of Preventive Medicine in the United States
Army, 1607-1939: By Stanhope Bayne-Jones, M.D. Washington,
D. C., 1968, U. S. Army. 255 p. Price: $2.50.

Group Psychotherapy, Theory and Practice: By Hugh Mullan
and Max Rosenbaum. New York, 1962, Free Press. 360 p.
Price: $5.95.

Introduction to Medical Science: By Clara G. Young and
James D. Barger. St. Louis, 1969, Mosby. 295 p. Price: $7.95.

Lungs in Systemic Diseases: By Eli H. Rubin and Stanley S.
Siegelman. Springfield, 111., 1969, Thomas. 312 p. Price: $20.75.

Medical Interviewing; A Programmed Manual: By Robert
Froelich and Marian Bishop. St. Louis, 1969, Mosby. 116 p.
Price: $4.95.

Morris Fishbeln, M.D.: By Dr. Morris Fishbein. Garden City,
New York, 1969, Doubleday & Co. 505 p. Price: $10.00.

Normal and Malignant Cell Growth: Edited by R. J. M. Fry.
New York. 1969, Springer-Verlag. 233 p. Price: $8.00.

The Parietal Lobes: By MacDonald Critchley. New York,
1953, Hafner. 480 p. Price: $17.50.

The Physics of Radiology: By Harold E. Johns. Springfield,
111., 1969, Thomas. 800 p. Price: $24.76.

Pictorial History of Psychology and Psychiatry: By A. A.
Roback and Thomas Kiernan. New York, 1969, Philosophical
Library. 294 p. Price: $12.50.

Prosthetic Heart Valves: Edited by Lyman A. Brewer and
others. Springfield, 111., 1969, Thomas. 909 p. Price: $12.50.

Pulmonary Emphysema and Related Lung Diseases: By Theo-
dore Rodman and Francis H. Sterling. St. Lrouis, 1969, Mosby.
468 p. Price: $27.50.

Surgery of Acquired Vascuiar Disorders: By Benjamin B.
Jackson. Springfield, HI., 1969, Thomas. 479 p. Price: $22.50.

Urologic Surgery: By James F. Glenn. New York, 1969, Hoeber.
770 p. Price: $32.50.

Vital Statistics Rates in the United States, 1940-1960: By U. S.
Public Health Service. Washington, D. C., 1968, U. S. Gov-
ernment. 881 p. Price: $5.25.

[ i

MEDICAL,
SCHOOL NOTES

i

1 j

University of Colorado Medical Center

Dr. Frank B. McGlone, Denver gastroenterolo-

gist, has been installed as 1969-70 president of the

University of Colorado Medical Alumni Assn.

Dr. McGlone is a 1938 graduate of the CU
School of Medicine and continues to serve the

school as an associate clinical professor of medi-
cine on its volunteer faculty. Dr. McGlone suc-

ceeds Dr. Felice A. Garcia, Denver plastic sur-

geon, as medical alumni president. Chosen as

president-elect to take office next June is Dr.

Lorenz R. Wurtzebach, Class of 1943, Denver
radiologist, and also an associate clinical professor

on the volunteer faculty.*****
A gift of $11,045.80 from the American Medical

Assn. Education and Research Foundation has
been presented to University of Colorado School

of Medicine by the Colorado Medical Society. The
gift represents the school’s portion of the annual
support given by the AMA-ERF to the medical j

schools of the United States and Canada. Since

1951, more than $20 million in gifts from American
physicians, their families and friends has been con-

tributed to medical education through the AMA-
ERF by way of state medical societies.

A gift of $500,000 is being made to the CU
School of Medicine by the Irene Heinz Given and
John Laport Given Foundation of New York City

to provide “a continuing year-round education

center for the holding of conferences, seminars

and symposia for scientific groups interested in

bio-medical communications and the integration

of knowledge among disciplines.”

The conference-seminar building to be built at

Aspen, will be known as the Given Institute of

Pathobiology, and will be constructed on land to

be leased at $1 a year for 99 years from the Aspen
Institute for Humanistic Studies. Completion of

the building is expected next year.

The Given Foundation gift will provide for con-

struction and equipping of the institute at a cost

of approximately $300,000, and the remainder of

the gift will be used for operating costs during

the first five years. Thereafter institute opera-

tions will be self-supporting through conference

fees and grants and endowment income. The

Given Institute will operate under direction of the

CU School of Medicine, but no general University

funds will be used in meeting its costs.*****
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Dr. Charley J. Smyth, professor and head of

the Division of Rheumatic Diseases in the Univer-

sity of Colorado School of Medicine, is scheduled

for a tour of lectures and conferences in Australia

and New Zealand at the invitation of the Rheu-
matism Assns. of the two countries. He will also

be the delegate of the American College of Phy-
sicians at a meeting of the Royal Australasian

College of Physicians in Brisbane.

In New Zealand, Dr. Smyth will lecture twice

at the University of Otago in Dunedin and later

will participate in a course on rheumatology at

Wellington Hospital.

In Australia, he will lecture in Brisbane, Syd-

ney, Melbourne, Adelaide and Perth and will visit

university medical centers to observe Australian

research in rheumatic diseases and methods of

treatment for arthritic patients.

* # * * *

Dr. Bob. B. Sanders, Jr., Staff radiologist at

Denver General Hospital, has been appointed an

assistant clinical professor of radiology in the

University of Colorado School of Medicine.

Dr. Sanders received his BA degree in 1954

from Oklahoma State University, and is a 1962

graduate of the CU medical school. He served his

internship at Fitzsimons General Hospital and took

a residency in radiology at the CU Medical Center

1965-68.

University of New Mexico School of Medicine

A third year student at University of New
Mexico School of Medicine, Eugene Klecan, has

won a $1,000 fellowship from International College

of Surgeons for special study abroad. Klecan is

one of four medical students in the nation to win
the coveted award.

' The student will spend September, October and
November in Montreal, Canada working in general

surgery with a member of the International Col-

!
lege of Surgeons.

;
The fellowship allows the winner to spend

[
three months in a location of his choice and to

f study surgery with one particular member of the

College.

cardiac patients can receive the optimal in modern
cardiac monitoring and prophylactic management
of arrhythmias and hemodynamic complications

in myocardial infarction.

It will also serve as a base for training physi-

cians and paramedical personnel in modem tech-

niques of cardiac care so that they can spread their

knowledge to community hospitals in the state

and regions.

The staff consists of a staff cardiologist and

resident cardiologist, six staff nurses, four li-

censed practical nurses, an instrumentation as-

sistant, and a secretary. Three of the specialists

were trained in other states and came to New
Mexico specifically to be a part of the new heart

unit.

Intensive training—50 hours of lectures and

173 hours of laboratory work—was given by medi-

cal school faculty to the rest of the staff, cover-

ing modem techniques of cardiac monitoring and

cardiopulmonary resuscitation.

As a university center associated with the

UNM School of Medicine, the Cardiac Care Unit

will actively participate in research to develop

improved and simplified monitoring and treat-

ment procedures which would be practical for

even the smallest hospitals in the region.*****
New possibilities for testing allergy dmgs, and

new viruses which produce an unusual kind of

DNA were discussed in two reports given by

University of New Mexico School of Medicine

students recently in Miami. Frank Casey and John

Mayo, both of whom are studying for their PhD in

the UNM medical school’s Department of Micro-

biology, were invited to present papers on their

research to the 69th annual meeting of the Amer-

ican Society for Microbiology.

Funds from the students’ National Institutes

of Health pre-doctoral fellowships will be used

to travel to the national meeting. The medical

school’s microbiology department was awarded the

only three NIH pre-doctoral fellowships in New
Mexico this year.Dr. Earl H. Dellinger of Las Vegas is the

regent for New Mexico to the International Col-

lege of Surgeons, and interviewed Klecan for the

award. *****
An intensive Cardiac Care Unit opened May

14 at Bernalillo County Medical Center, Albu-

querque, marking a $63,000 investment by New
Mexico Regional Medical Program (NM-RMP)
toward better heart care in the state.

The four-bed unit is to serve as a model for

RMP heart programs throughout the state, where

The National Association of Blue Shield Plans

has issued a four-color booklet on “Drug Abuse:

The Chemical Cop-out.” It describes the habit, the

result, the cure, the traffic and cost, law enforce-

ment problems, and “the sociological view.” Sam-

ples may be requested from NABSP at 211 East

Chicago Avenue, Chicago 60611; in quantity, at

13 cents each.
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H<OW DO YOU SAY GOOD-BYE TO A FRIEND when

you know you will be seeing him frequently ?

How do you express your gratitude for good

work done in the past when you hope for

years of assistance in the future?

Art Abbey is leav-

Thanks ing his post as Execu-

Toa tive Secretary of the

Friend .... Wyoming State Medi-

cal Society. Despite

this, he will not be leaving but will no doubt

be of great help to doctors in the future.

Nonetheless, mention must be made of Art’s

services because of magnitude alone.

Art has been the Executive Secretary of

the Wyoming State Medical Society for about

22 years and during this time the doctors

have watched a young man come to Wyoming
and build for himself a nationwide reputa-

tion in the field of voluntary prepayment

plans. Along the way, he took on the job

as manager for the medical profession and

similarly won respect for his efficiency,

“smart,” and integrity over the entire coun-

try.

Those of you in other states know the

many meetings Art has attended, arranged,

or sponsored. Many of you are familiar with

some of the role he played in the develop-

ment of Blue Cross-Blue Shield and in the

promotion of its principles. Some of you

worked with Art in the Boy Scouts, an or-

ganization that has bestowed its highest hon-

ors on Arthur Abbey.

However, there are probably not many
outside Wyoming who realize that this same
fellow “has knocked himself out” for many
years on behalf of the doctors of this State.

We in Wyoming have seen Art carry out

his duties as Executive Secretary during a

blizzard, taking a 3:00 a.m. train to go 250

miles for a medical meeting when the roads

were closed, all flights cancelled. We have
seen him and his staff work prodigiously to

see that every detail (including cajoling the

chef) was carried out at our annual meetings.

We have heard him express highly critical

opinions within our medical councils. Simi-

larly, we have heard him speak out strongly

and vehemently outside those councils in

defense of the medical profession.

To say that he has been effective is a

gratuitous understatement. Under his lead-

ership, the organizational ability and effec-

tiveness of the State Medical Society has

grown and prospered over the years and each

succeeding President has been lavish in praise

of Art’s ability.

On occasions such as this, the word

“thanks” is inadequate and unfulfilling. Un-

til a better word is devised, we will have to

express our deep appreciation and best wishes

to Art and Kay in this way.

F. A. B.

Jr RIVATELY THE PERSONAL ASPECT of being a

physician today is probably not much dif-

ferent than it has been for several genera-

tions. We still enjoy the closeness of true

friends, the satisfaction of rendering a needed

and usually appreciat-

Twilight ed human service, the

or rewarding associations

Dawn with respected col-

leagues, a more than

acceptable place in our community, and the

privilege to live freely in the greatest country

of the world. These are positive facets of our

existence we take so much for granted and

often overlook in an appraisal of our situa-

tion.

Publicly, the status of the medical profes-

sion is much less conducive to contentment

than it seems when viewed only from the

inside. I do not feel that we are alone in this

limbo of criticism and sometimes resentment.

Wherever we look, the collective public at-

titude seems to frown upon the existing struc-

tures of our society and not infrequently

there is overt effort to physically alter that

which is—to something that is thought to be

an improvement.

Truthfully, some changes are beneficial

and perhaps even overdue. This applies to the

entire spectrum of our complex millieu and

not just to the health care field. The church.
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law enforcement, schools, colleges, local gov-

ernment, national government, our judicial

system and numerous other divisions of our

establishment are all being bombarded by
the forces for change. Frankly, I believe, that

in many respects we have fared better than

many of our contemporaries in other fields

of endeavor.

I, too, am concerned by these constant

threats to our world as we know it, but I am
compelled, at least thus far, optimistically to

believe that total disaster is not imminent.

When I seek the reason for this optimism I

find it based chiefly on faith which is, after

all, the undefinable core of most positive

thinking. I cannot be more specific than to

state I have faith that we shall change by
evolution rather than by revolution. Ob-
viously there are many in our surroundings

who prefer the latter course of action, but I

hopefully decline to believe that they pre-

dominate or shall prevail.

To assume that everything shall remain

as it is and, consequently, do nothing would
be our gravest error. Change is inevitable

and we should be derelict if we do not parti-

cipate to our utmost to assist those inevitable

changes to be designed for the reasonable

expectation of the betterment of all. To this

end we must remain diligent—we shall not

win all the battles but must not lose the war!

Our obligation to ourselves and to our

fellow man is to participate wholeheartedly

in all that concerns and affects us. This is

equally mandatory whether the initiating ac-

tion comes from within our professional group

or from some extraneous and perhaps even

hostile source. We have many valuable con-

tributions to offer—some of which could

arise from no other source and these we
must make in good faith and with conviction.

Our world shall, to a great degree, be a re-

flection of what we have made it and I am
confident we shall help to evolve an environ-

ment we can pass on to our children without

shame.

Henry N. Stephenson, MD,
President, Wyoming State

Medical Society

A HE MEMBERS OF THE Colorado Medical So-

ciety should feel a great pride in sponsorship

of the Colorado-Wyoming Science Fair,

which for the past two years has been con-

ducted under the leadership of Dr. Calvin

Fisher.

Colorado-Wyoming
Science

Fair

Roxana Boyles, who
won the Medical Soci-

ety Award, was grad-

uated from Casper
High School in Casper, Wyoming this year.

She also received numerous scholastic

achievements awards.

*The following letters were received from
the two participants who were selected to go
to the International Science Fair in Fort

Worth:

Dear Dr. Fisher:

I would like to thank you, Dr. Fisher, and the
Science Fair Committee for giving me the oppor-
tunity to travel to the 1969 International Science
Fair in Fort Worth. I am sorry I couldn’t bring back
a big award. I enjoyed the trip and the people
immensely, and had the chance to meet many
physicians and surgeons who were interested in
my work. Again I thank you so very much.

Roxana Boyles

Dear Dr. Fisher:

I just got back from the International Science
Fair in Fort Worth and want to tell you how much
I enjoyed my trip. It was fantastic! The people I

met there were so interesting and such fun, and it

was great to do things with them. Everyone was so
friendly that I almost hated to return to Denver and
leave all the new friends.

The projects at the fair were marvelous. Most
of them were well done and carefully thought out.

Some of the projects were practical and solved
such everyday problems as traffic control, and some
were mostly theory. All of them were interesting.

I learned so much from talking to the exhibitors
about what they had done. I learned a lot from
talking with the judges, too. One had spent several

years doing research with pill bugs, and he had
some suggestions for me. He also was most inter-

ested in some paits of my project and said I had
done some things he hadn’t thought of doing!

The parties and tours and other activities down
in Fort Worth were great. I didn’t get to take all

the tours, but I thoroughly enjoyed the ones I

did go on. Although it rained and “humidified” on

us quite a bit at first, the last few days were

gorgeous.

All in all, I had the most wonderful and fas-

cinating experience of my life, and I have benefited

immensely from it. I wish more people would find

out the personal satisfaction of doing scientific

research, and the real stimulation and challenge

from attending science fairs. The people, projects,

activities, and everything else were more interesting

and exciting than I imagined they could be. Thank
you very much for making this experience possible

for me. I shaU never ever forget it!

Jeannie Corbridge
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Dear Dr. Fisher:

My daughter returned last week from the In-

ternational Science Fair and I certainly want to

thank you and the Colorado Medical Society for

your part in making it possible for her to go to

the fair. It was a marvelous experience for her.

Every day something new comes out that she did

or learned while there! She was so impressed with
the young people she met there and really learned
much from conversations with them. An exchange
with young people from all parts of the United
States and from many foreign countries certainly

helps to bring about better understanding. She was
quite impressed to discuss school and community
problems with boys from Germany and to find they
had problems very much like those here. Of course
her interest in and knowledge of science was greatly

expanded by the chance to see and discuss many
projects, and also by conversations with the judges.

I want to thank you, too, for your efforts to keep
the Colorado- Wyoming science fair going. I know
many of the young people who take part in the
fair would continue their research even if there
were no fair, but the challenge and encouragement
they get from the fair certainly gives them an added
incentive to work. I doubt that many people are

aware of the number of hours these youngsters
put in on their research, and it is great they can
show it off and gain a little recognition. I’m sure
the fair has encouraged a number of young peo-
ple to go into science as a career.

These fairs don’t just happen! They require an
enormous amount of planning and work and I want
to tell you how much we appreciate your taking
the time and making the effort to hold these bi-

state fairs. You are really encouraging young people

to think and be creative. Thank you.

Mrs. W. E. Corbridge

Expressions such as these point up the satisfaction

of students and their parents. Dr. Fisher and his

committeemen, plus all others who have made

these fairs possible, have earned the gratitude of

all our regional colleagues. Any effort which helps

to recruit worthy “timber” toward medical edu-

cation is bound to pay off for the future of medi-

cine.
'

Ti HE YEAR "WAS 1946. The war was over and
many doctors were re-entering private prac-

tice after a long and sometimes distasteful

tour of duty. Most were short of funds, but

were thankful to be back with friends and

families in wide, wool-

ly and wonderful Wy-
Reminiscing oming. The 1946 obser-

vation also showed
that the Wyoming

doctor was concerned about health coverages.

and in October of that year, three Cheyenne
doctors. Doctors Williams, Bunten, and
Phelps, were instrumental in helping Farm
Bureau and other civic-minded people launch
a Blue Cross Plan. It was sort of a growing
up, where so many people became vitally

interested and enthusiastic about this new

venture. Throughout my travels in 1946 and
1947, I visited every town and hamlet in

Wyoming and I learned to know and respect

the great and dedicated group of physicians

—

men who worked long hours, often with poor

and inadequate hospital facilities—some of

these hospitals were in frame buildings con-

verted from homes. In many small towns
there was no hospital at all. In others,

however, such as Lusk, Gillette, Wheatland,

and Buffalo, they each had two hospitals.

Both in each town were woefully inadequate,

staff meetings were almost non-existent but,

somehow, the pieces held together.

The year 1947 saw the State Medical So-

ciety meeting held at Sheridan. Doctors Will

and Pete Schunk, Whedon, Steffin, Holtz,

Baker, Phelps, Reeves, Riach, Bunten, Sud-

man, and G. P. Johnson, plus many others,

were right in the forefront in the hot dis-

cussions in the House of Delegates’ meeting.

You might be interested to know that one of

these items at this 1947 meeting was a long

discussion of the osteopathic problem in Fre-

mont County. I remember it so vividly, as Dr.

Whedon and Dr. G. P. Johnson made eloquent

speeches. Also, at this 1947 meeting, the Pub-

lic Policy and Legislative Committee of the

Wyoming State Medical Society made their

report which was a study that had been done

which proposed to organize and launch a new
surgical plan sponsored by Wyoming doctors

and tailored to the needs of Wyoming peo-

ple. Several doctors offered to finance the

program, but with true wisdom, the House of

Delegates decided that each participating

physician should loan the plan $100 on a no

time limit, non-interest bearing note. Climax-

ing the Public Policy and Legislative Com-
mittee Report then at this 1947 meeting, the

plan was unanimously adopted and the birth

of Wyoming Blue Shield occurred.

Another event of some importance took

place at this same meeting, because for the

first time a non-physician Executive Secre-

tary was employed. He was a young man just

having passed his thirtieth year in life

—

eager, enthusiastic, full of vigor and, yes.
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with stars in his eyes. Could this have been

nearly 22 years ago? Much has been accom-

plished, organization has taken place, ma-
chinery of the State Medical Society has been

kept well oiled, a very prudent and econom-

ical administration has maintained itself. Not

only has the Medical Society business been

carried on, but the treasury has nearly

doubled itself by good management and care-

ful expenditures over these years. Twenty-

two years is really not a long time. I know.

It seems like yesterday because it has been

so rewarding, so full of wonderful experi-

ences, that even most of the challenges were

fun. I shall miss it!

Arthur R. Abbey,

Executive Secretary,

Wyoming State Medical Society

WE WERE AMUSED and inspired by an ar-

ticle by Dr. J. Englebert Dunphy, Professor

of Surgery at the University of California

School of Medicine, entitled “Not From A
Curriculum” which appeared in the Amer-

ican Journal of Sur-

gery several months
ago. The author named
four troubles with
medical education:

1. The preclinical scientist is being taken

away from the student.

2. The strict full-time system is taking the

clinical faculty away from the patient.

3. The pressures of administration are

taking the heads of departments away from
students, patients, and laboratories.

4. Jet travel is taking everybody away
from everybody else.

He goes on to clarify each of the troubles,

briefly as follows:

1. Classes are larger, basic sciences are

underfunded, understaffed, and they under-

emphasize teaching.

2. The full-time faculty is forsaking the

patient for the laboratory—contrary to earlier

hopes that, freed from the pressure of private

practice, he would have more time for teach-

ing and research. Personal interest in the

patient is conspicuously absent in some teach-

ing hospitals. Personalized clinical practice

is the foundation of good clinical medical

education. This requires putting in irregular

hours, laborious days and nights beyond the

9-5 routine. The sick person needs to be

treated as a person as well as a case. Failure

to appreciate this traditional fact is, indeed,

a trouble with medical education as well as

practice.

3. Chairmanship of departments is so de-

manding of time and energy that the young

physicians do not want to head many of the

departments, for teaching and administration

interferes with their research. The chairman

of surgery finds it difficult or impossible to

operate frequently. If appointed when he is

young, how is he to mature as a clinical sur-

geon? It would seem logical to keep men out

of chairmanships until they have become

mature scientists and clinicians.

4. National and international commit-

ments and obligations are aided by jet travel

which takes faculty members away from

laboratories, wards, operating rooms, clinics,

students, offices and home.

Dr. Dunphy believes that universities

should establish travel policies for protection

of the faculty, as is often done by private

clinics and industry. Students and professors

need to get acquainted in the laboratory, at

the bedside, in the clinic, and in surgery as

they come to know and understand patients

as people as well as cases. Curricular changes

which accomplish this will be successful and,

to the extent that they do not, they will be

disappointing.

There is wisdom in this analysis of some

of the troubles with medical education. In-

sight into them by all of our colleagues who
work as administrators, teachers, and prac-

titioners will make the years of formal medi-

cal education more effective. Better doctors

will be turned out, and it will also bolster

our faltering public image.

Troubles With

Medical

Education
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Surgical consequences of vomiting

Francis A. Barrett, MD and Walter E, Reckling, MD, Cheyenne, Wyoming

Vomiting is the primary pathogenic agent

in three diseases resulting in esophageal or

esophago-gastric lacerations or ruptures with

immediate and catastrophic consequence for

the patient: 1. The Mallory-Weiss Syndrome,

2. Spontaneous Rupture of the Esophagus,

3. Hemothorax due to Rupture of the Outer

Esophageal Wall. This latter syndrome has

not been reported before.

The Mallory-Weiss syndrome

In 1929 Mallory and Weiss^ reported 15

patients with gastrointestinal bleeding fol-

lowing emesis. In five patients at autopsy,

two or more linear tears of the mucosa at the

esophago-gastric juncture were found to be

the source of the bleeding.

Over subsequent years, reports of this

syndrome were meager. Recently, there has

been more frequent recognition and increased

efforts toward early evaluation and diagnosis.

Following the original report in 1929, there

were no further references until that of

Palmer^ in 1952. However, in a compre-

hensive review in 1966, Holmes^ found 101

reported cases including 20 patients seen at

Brooke General Hospital during the preced-

ing SVz years.

The increasing surgical significance of

Mallory-Weiss Syndrome was the theme of

a report by Freeark,^ et al., in 1964. They re-

ported 13 cases from Cook County Hospital

seen in the four-year period 1960-1963. Both
Holmes and Freeark recommend conserva-

tive therapy, and subsequent operation if

bleeding persists. The operation of choice is

direct suture, through an anterior gastrotomy
(Fig. 1)®. The general futility of the use of

the Sengstaken ballon was confirmed by
these studies.

Diagnosis can be established by awareness
of the syndrome and the help of esophago-
scopy. Roentgen studies are usually not di-

Operative exposure. Oastrotomy is made in middle third of stom-

ach. With retractors and traction on nasogastric tube cardia is

brought into view and folds at esophagogastric junction are ex-

posed. Lacerations can be seen easily.

Fig. 1. After Baue.*

agnostic. Dobbins,® in 1962, described a per-

sistent barium collection within a hiatus

hernia that was thought to represent the

laceration. There is now an encouraging re-

port by Sparberg^ describing two cases of

Mallory-Weiss Syndrome in whom there was

roentgen documentation (Fig. 2). Linear de-

fects at the esophago-gastric juncture were

seen during the emptying phase of swallow-

ing with little barium left in the esophagus.

It is suggested that failure of roentgen de-

tection in the past may have been due to

wrong timing.

CASE REPORT
L. M., a 46-year-old white male, entered the

hospital on January 12, 1959. The patient had been

drinking heavily for some time. This resulted in

a prolonged episode of vomiting followed by
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1. Barium swallow (case 1). Note 4 x Vz-cm barium
collection extending upward from esophagogastric junc-

tion.

Fig. 2. After Sparberg.^

emesis of blood continuously for 24 hours. The
patient was brought to the hospital in shock,

treated with transfusions and, after spontaneous

cessation of emesis, placed on an antacid regimen.

The patient’s past history had been completely

negative. The hemoglobin on admission was 12.8

gms. with 36 vol.% hematocrit; hemoglobin was
77%. On the 13th, the hematocrit was 32 vol.%.

Blood pressure was 120/70; pulse 84.

An upper GI x-ray taken on the day following

admission revealed a moderate-sized sliding hiatus

hernia with no evidence of ulceration. Esophagos-

copy was done and revealed esophagitis and
longitudinal healing lacerations of the esophagus.

The patient was subsequently admitted one

month later and a transthoracic repair of the

hiatus hernia done through the bed of the 8th rib.

Adhesions were noted about the esophago-gastric

juncture. He has been well and asymptomatic

to date.

Spontaneous rupture of the esophagus

This disease is an uncommon accident

characterized by occurrence of sudden severe

left chest pain following vomiting. A linear

complete rupture of the distal esophagus

allows escape of gastric contents into the

mediastinum and pleural cavity.

This is one disease that started out in a

grand fashion. It was first reported in 1724

by the distinguished Dutch physician, Boor-

have.® The patient was Baron van Wassenaer,

the Grand Admiral of the Fleet of Holland.

Although in good health, the Admiral had
the bad habit of over-indulgence and drank

an olive oil emetic to relieve his indigestion.

This failing, he thrust fingers into his throat

to produce emesis. There resulted esophageal

rupture and death.

There has been continuing interest in this

disease since its recognition. In 1956, Derbes

and Mitcheir found 157 cases in the literature.

Tesler and Eisenberg,^® in a collective review

published in 1963, note this interest. Recog-

nizing that there is little to commend dif-

ferentiation between spontaneous rupture

and the ordinary perforation from the clin-

ical standpoint, they point out: “From the

academic viewpoint, however, study of the

spontaneous entity offers an unparalleled op-

portunity for clinical and pathophysiological

correlation, and has absorbed the interest of

hundreds of investigators over the last two
centuries.”

Although this critical accident is more
frequently labeled “spontaneous perforation”,

Sampson” termed this a misnomer. He sub-

mitted the thesis that although there have

been “spontaneous” perforations at the site

of esophageal ulceration, vomiting is usually

the causative act in an otherwise essentially

healthy esophagus. In addition, since there is

an application of force, he felt that the term

“rupture” is more appropriate. He, therefore,

advocated the terminology of “Postemetic

Rupture of the Esophagus”.

Non-operative therapy of the ruptured

esophagus leads to a 100% mortality rate.

This, of course, dictates the necessity of early

diagnosis and operative treatment. In a re-

view of the death rate of 71 patients in which

no surgical therapy was attempted, Derbes

and Mitchell® found that 25% died within the

first 12 hours after rupture. All were dead

at the end of one week. On the other hand,

operative treatment has resulted in a 60 to

70 % survival rate. Thus, the lesson is clear:

the diagnosis must be made early and opera-

tion carried out immediately.

The patient, usually a male, experiencing

this catastrophic accident will, as a rule, give
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a history of vomiting. However, the stress

may be coughing, straining, lifting, etc. At

the moment of rupture, a sudden and severe

retrosternal or left chest pain is experienced

and may be described as a “tear”. It is ac-

companied by the expected train of symptoms

associated with peripheral vascular collapse.

The rupture into the mediastinum may lead

to a leakage of air into the neck and sub-

cutaneous tissues. It is at this early stage that

Mackler‘2 advised that: “The triad of vomit-

ing, low thoracic pain, and emphysema of

the neck, is diagnostic and constitutes suf-

ficient evidence to warrant a left thora-

cotomy.”

Later, with pleural invasion and conse-

quent hydropneumothorax, the painful grunt-

ing respirations associated with empyema
and spreading left chest pain predominate.

The patient classically sits bent forward,

grasping his chest with encircling arms. The

roentgen and physical signs are apparent and,

if there is question as to the diagnosis, roent-

gen studies with radiopaque dye escaping

into the left chest may assist. In addition, the

swallowing of the methylene blue and its

recovery by pleural tap is diagnostic. In any

event, the diagnosis is not difficult if the

syndrome is kept in mind and early diagnosis

and treatment should prevail.

CASE REPORT
L. M., a 62-year-old white male, was admitted

to the hospital on January 31, 1966. Although the

patient confessed to having been a heavy drinker

for at least 30 years, he stated that he had not been
drinking prior to this admission.

The patient became ill with vomiting and was
seized with upper abdominal pain. X-rays of the

abdomen and chest taken were negative. Later,

the patient vomited bloody material, became pale

and hypotensive. A subsequent portable chest

x-ray taken about five hours after admission re-

vealed an extensive density in the left lower
thorax and air in the base of the neck on the

right side. About 600 cc. of dark bloody fluid was
aspirated from the left chest and a diagnosis of

spontaneous rupture of the esophagus made.

The patient was operated immediately and a

two centimeter longitudinal perforation of the

esophagus was found in the lateral and distal por-

tion of the esophagus. This was closed primarily

with interrupted fine chromic sutures and the

pleural space drained.

The patient made a completely uneventful

recovery.

Hemothorax due to rupture of the

outer esophageal wall

This syndrome has not been reported be-

fore and consists of left chest pain and hemo-

thorax following vomiting with rupture of

the outer wall of the esophagus.

CASE REPORT
R. H., a 36-year-old white male, entered the

hospital on October 22, 1963, with a history of

acute epigastric and left chest pain associated with

dyspnea. He was an alcoholic and had become sick

after drinking. With coughing and retching, he

immediately experienced pain.

A chest x-ray showed a density in the left

medial lung base that was interpreted as pneu-

monia. An upper GI study was negative, and, at

fluoroscopy, the diaphragm was elevated but

moved well. Three days later a repeat chest x-ray

showed a large left pleural effusion. One thousand

cc. of blood was removed from the chest with

improvement in dyspnea and an additional 800 cc.

was removed the same day. On the 4th hospital

day, another 225 cc. of blood was removed and a

thoracotomy carried out.

At operation, clots and “peel” were removed

from the pleural cavity and a rent in the esophagus

exposed. This tear was 21/2 inches long, on the

antero-lateral aspect of the distal esophagus with

disruption of the peri-esophageal veins. Only the

muscularis was torn; the mucous membrane was

intact. The tear was repaired with chromic sutures

and an hiatus hernia admitting three fingers was

closed with two sutures placed posterior to the

esophagus.

The patient recovered satisfactorily, but per-

sisted in alcoholism and six weeks later developed

pancreatitis. There followed a continuation of

alcoholism, repeated bouts of pancreatitis, and

the development of a pseudo cyst of the pancreas

requiring operation. He died in 1967 of alcoholism.

Pathogenesis and Clinical Correlation

Although vomiting and retching are the

usual precipitant acts preceding these catas-

trophies, the common denominator of each

is an increase in intra-abdominal pressure.

Thus, there are examples of bleeding and

rupture following coughing, straining, and

lifting.

Nonetheless, vomiting and retching are

usually described preceding the accident. In

addition, alcohol is a not infrequent visitor to

those afflicted, so much so that the triad of

whiskey, emesis, and tear seem quite appro-

priate.
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In considering the rise in intra-abdominal

pressure as the primary cause for the re-

sultant pathology in Mallory-Weiss, Spon-

taneous Rupture of the Esophagus, and Hemo-
thorax due to Rupture of the Outer Esopha-

geal Wall, we are dealing almost entirely with

the physical effects of increased intraluminal

pressure and coexisting anatomic variants

since the hemodynamics are, by and large,

normal.

The act of vomiting is, in itself, quite com-

plex and coordinated. We know there is

respiratory standstill and contraction of the

abdominal musculature. We also observe

from roentgen studies that the antrum of the

stomach closes and the cardia opens, allow-

ing egress of gastric content into the esopha-

gus under extreme pressure. The hyoid bone

and larynx are drawn and held forward, thus

allowing an opening of the pharyneal-esoph-

ageal region and free exit of gastric content

through the oral cavity.

Mackler,^^ in 1952, worked out the mechan-

ism of rupture of the esophagus and ex-

plained the high intra-luminal esophageal

pressure on the basis of muscular incoordina-

tion with contraction of the upper esophageal

cricopharyngeal muscle sphincter occurring

simultaneously with intra-abdominal and
intra-gastric pressure elevations (Fig. 3a).

Spontaneous esophageal rupture as de-

fined by Mackler is distinct from other forces

of esophageal discontinuity in two important

respects. It occurs in a previously healthy

organ with no discernible underlying defect

or disease, and, in contrast to the small round

hole of a perforation, the rupture appears as a

longitudinal rent and is invariably found at

the esophago-gastric junction.

In their comprehensive study, Derbes and

Mitchell® clarify the constancy of this cleav-

age plane: “If one considers the esophagus to

be of constant cross sections, composed of

homogenous material, and subjected to uni-

form internal pressure immediately prior to

rupture, the problem may be studied by the

methods of structural analysis. In the study

of rupturing forces applied to thin-walled

cylinders, engineers recognize tangential and

longitudinal stresses. The first of these is so

diagram to explain interaction of forces leading to spon-
taneous rupture of esophagus by vehement vomiting (after S. A. Mackler^^).

B, tracing of roentgenogram of an axial hernia. C, my concept of how, in

the presence of such a hernia, interaction of anatomic conditions and forces

during vomiting may cause mucosal laceration or complete rupture of

esophageal wall (see text).

Fig. 3. After Fleischner.^’

called because it acts in such a way as to be

tangent to the cylinder and if a rupture takes

place under the influence of such a stress,

the cleavage line will parallel the axis of

the cylinder; tearing under such a stress pro-

duces defects at right angles to the long

axis.”

Mallory and Weiss^ felt that disturbed

mechanisms of vomiting were responsible for

the esophago-gastric lacerations. Others, con-

sidering the cause of these mucosal lacera-

tions, found it difficult to understand their

occurrence in an anatomically normal stom-

ach since the stomach would be protected

from over expansion by the surrounding en-

closure of increased intra-abdonimal pres-

sure. To explain the mechanism of tear,

Pleischner^® has postulated: “It is a fair

assumption that a hiatal hernia is a pre-

requisite of Mallory-Weiss lacerations.” His

concept is that with hiatal herniation, the

gastric pouch is subject to extreme sudden

distention since it is intra-thoracic in locale

and surrounded by low negative pressures

(Figs. 3b and c) . It is interesting to note that
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in the case report in this paper, the patient

who incurred the Mallory-Weiss Syndmore

subsequently underwent hiatal hernia repair.

Freeark and Baker^ state that “while a

number of factors in addition to vomiting,

have subsequently been implicated, the lacer-

ating effect of the regurgitant jet of gastric

contents against a closed cardia or esophagus

persists as the most plausible explanation for

these tears.”

Several experimental studies have been

done'to determine the “rupturing prssure” of

the esophagus by introducing pressure into

the esophagus. These efforts date back to

1880 and the findings indicate that an aver-

age of about 5 pounds per square inch is nec-

essary to produce rupture. These studies were

reviewed by Tidman and John^^ who then

carried out experiments introducing increased

pressure via the stomach in the isolated

esophagus and the intact cadaver. They found

the mean pressure necessary to produce rup-

ture in the specimens of stomach and esopha-

gus removed from the body to be 2.3 pounds

per square inch, whereas the pressure neces-

sary to rupture the intact cadaver esophagus

was 4.6 pounds per square inch.

The interesting thing about these experi-

mental studies is that the esophageal lacera-

tions almost uniformly coincide with the

lacerations observed clinically, namely a

longitudinal tear in the distal esophagus on

the left lateral wall. One other point of im-

portance is that during the process of rupture.

the outer esophageal wall is the first segment
to be torn and the bulging mucosa last. This

experimental observation allows a perfect

explanation for the mechanism of outer

esophageal wall tear without mucosal rup-

ture as observed in our case report of hemo-
thorax due to outer esophageal wall lacera-

tion. The longitudinal nature of the lacera-

tions is explained on the basis of the pre-

dominant distribution of longitudinal muscle
in the distal esophagus.

Summary
The thesis is submitted that the “wet

triad” of whiskey, emesis, and tear seem en-

tirely appropriate to describe the usual

mechanisms of esophago-gastric disruption

associated with the Mallory-Weiss Syndrome,
Spontaneous Rupture of the Esophagus, and
Rupture of the Outer Esophageal Wall.

It appears that the presence of a hiatus

hernia is a necessary anatomic variant for

the development of the Mallory-Weiss Syn-
drome. Otherwise, it appears that the mech-
anism of increased intra-esophageal pressure

offers a simple and accurate explanation for

the complete rupture associated with spon-

taneous rupture of the esophagus and the in-

complete rupture affecting only the outer

esophageal wall as described in the case re-

port. Furthermore, it seems clear that the

case report involving outer esophageal wall

rupture provides the “missing link” to allow
for correlation between these three syn-

dromes. •
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Hodgkin’s disease*

Report of a case and discussion of chemotherapy

R. O. Brown, MD, Casper, Wyoming

For years folklore remedies have been in-

vestigated, rarely with great success, such

as digitalis, but frequently with many pe-

culiar turns. In this vein, U. S. and Canadian

investigators independently began work on

Vinca Rosea Linn., the periwinkle plant,

which for years has been used as a treatment

for diabetes mellitus by the natives of Ja-

maica.* Both groups found negative results

for change of blood sugar levels in mice, but

did find leukopenia with parenteral admin-

istration.^ Mouse leukemia was shown to be

beneficially affected. The active agent was
isolated, identified and rather quickly syn-

thesized.^ It was an indol-dlhydroindol mole-

cule originally named vinca leukoblastine and

later shortened to vinblastine. Clinical inves-

tigations confirmed this leukopenic action

in man and showed a startling 91 per cent re-

mission rate with its use in Hodgkin’s Dis-

ease.^ Such was the state of knowledge when
our case was encountered.

CASE REPORT

On 31 March 1961, a 28-year-old white male
presented with complaints of painless swelling

starting six months previously on the left side of

his neck. Swelling next occurred on the right

side of his neck and in both arm pits. He had had
general malaise and weakness of one month’s
duration, but no fever. Physical examination re-

vealed temp. 98.6, large swellings of both sides

of the neck, axillary and inguinal nodes, and no

palpable abdominal masses. Roentgenogram of the

chest demonstrated enlargement of the medias-

trium to the right at the level of the second and
third costal cartilages, without other abnormality

(Fig. 1). White blood cell count was 23,500 with 1

stab, 74 segs and 245 lymphs per hundred white

cells; hemoglobin was 13 gms. A lymph node
removed from the left posterior cervical triangle

showed Reed-Sternberg cells and architectural

changes diagnostic of Hodgkin’s granuloma.

Fig. 1. Initial roentgenogram of chest of case re-

ported showing enlargement of mediastinum.

On April 18, 1961, treatment was started with

Velban (Vinblastine Lilly), 0.15 mgm/Km intra-

venously and continued at weekly intervals. WBC
counts on the seventh day after each treatment

was between 6 and 9 thousand. By the end of

May, doses of 0.20 mgm/Kgm weekly were neces-

sary to achieve white counts of this level, and by
September, 1961, doses of 0.21 to 0.23 mgm/Kgm
were given weekly for the same WBC level. By
mid-June, chest films appeared normal and re-

mained so through March 5, 1968, (Fig. 2).

In December, 1961, a consultant recommended

tighter control of the WBC count, and doses were

increased to the range of 0.26 to 0.30 mgm/Kgm
weekly, bringing WBC count on the seventh day

to 4.0 to 6.0 thousand. Twelve weeks of this in-

creased dose resulted in severe loss of scalp and

eye-brow hair, continuous nasal congestion, and

loss of taste for two or three days after each•From the Poplar Street Medical Center, Casper, Wyoming.
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Fig. 2. Roentgenogram of chest showing return of

outline of mediastinum to normal following two
months of treatment.

injection. At the appearance of these side effects,

doses were reduced to about 0.23 mgm/Kgm in a

partially successful attempt at relief. New infor-

mation received in December 1963 suggested in-

creasing both dose and interval, giving half the

dose daily on consecutive days. When this was
done with 0.30 to 0.32 mgm/Kgm at two week
intervals, hair regrew, taste returned, nasal stuffi-

ness subsided and libido returned after being

absent since several months prior to start of

therapy. The WBC count was controlled equally

as well or better. Coincidentally with this pa-

tient’s vinblastine therapy he developed subcap-

sular cataracts, high tone hearing loss and de-

creased elasticity of facial skin. These are not

recognized vinblastine side effects, and they could

be due to normal aging in this case.

Discussion

This prolonged beneficial effect of vin-

blastine is interesting and unusual, but cer-

tainly it is not a rousing success either social-

ly or biologically. If medication intervals

were prolonged beyond two weeks, WBC
counts of ten thousand or above were con-

sistently present, yet his post therapy malaise

disables him from two to four days after

every dose. Although this reaction effectively

keeps him from a paying job, he has been able

to care for the two children, who were born

before the onset of this disease, while his

wife worked. Cost of drugs, bi-weekly WBC
determinations, other laboratory tests and

yearly chest films have been paid for by the

Damon Runyan Cancer Fund.

Since the beginning of this case, of neces- o

sity, vinca research has slowed. It has been

determined that vinblastine arrests mitosis in .

metaphase with polar bodies, spindle appa-

ratus and divided chromosomes in proper '

position; somehow migration of the daughter

chromosomes is prevented.^ “Side chain” ^

chemical manipulation replaced a formyl (
group for a methyl group on the N of the

dihydroindol portion of vinblastine producing

vincristin. This agent with a ten-fold increase

in anti-tumor activity over vinblastin un-

fortunately also has increased toxicity of the

same magnitude.

Current clinical therapy of Hodgkin’s Dis-

ease emperically assumes a unifocal origin

theory, which for cure requires exterpation

of diseased nodes, usually with X-radiation of

3,500 to 4,000 rads.^ Very accurate assessing |

extent of disease is the crucial therapeutic 5

problem, with lymphangiograms and vena-

cavagrams becoming pretherapy require-

ments. Briefly, current classification is as

follows:

Stage I: Disease limited to one anatomic

region or two contiguous re-

gions on the same side of the

diaphragm.

Stage II: Disease in more than two con-

tiguous anatomic regions or in

two noncontiguous regions on

the same side of the diaphragm.

Stage III: Disease on both sides of the

diaphragm, but limited to

lymph nodes, spleen or Wald-

eyer’s Ring.

Stage IV: Development of any tissue or

organ disease in addition to

lymph nodes, spleen or Wald-

eyer’s Ring.

Substaging for each stage designates A.

Without systemic symptoms, or B. With sys-
,

temic symptoms.

Kaplan and Rosenberg of Stanford reported

treatment of 73 patients having Stage I and II
i
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disease with aggressive radiation to involved

nodes. A four year survival of 83 per cent

was given, and the mortality after four years

was stated to be parallel to the U. S. death

rate for a group of equivalent age and sex.^

They believe that reports of lower cure rates

are due to unrecognized and untreated areas

of disease. They reserve chemotherapy for

palliation only, with agents used singly until

they are no longer effective, then another

single agent chosen. They recommend this

order of use:

1. Alkylating agents initiated with intra-

venous nitrogen mustard in the hos-

pital and continued as a chlorombucil

(Leukoran) orally at home.

2. Cyclophosphamide (Cytoxan).

3. Vinblastin.

4. N. Methyl Hydrazine (Natulin).

5. Corticosteroids.

The National Institute of Health at Bethes-

da, Md., has worked with a multiple agent

approach to curative therapy of more ad-

vanced disease. They gave 14 day cycles of

treatment with therapeutic doses of cyclo-

phosphamide, vincristine, methotrexare and

prednisone, followed by 3,600 to 4,000 rads of

radiation. The chemotherapy cycles were re-

peated to a maximum of three, if necessary to

induce remission.® Initial reports of 30 months

remission of Stage III patients are tantalyz-

ing, but judgment of this drastic regimen

must await further experience. The weeks

and months of therapy were extremely de-

bilitating.

Summary
The chance observations leading to the

discovery of vinblastine’s anti-tumor activity

are traced, and a remarkable case of seven

year sensitivity of Hodgkin’s Disease to the

drug is presented. Current therapy concepts

of Hodgkin’s Disease revolve about X-radia-

tion to all involved nodes, when possible, for

attempted cure. •
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Lindane induced neuropathy

Case report

Occasionally, the practitioner has an op-

portunity to observe the effects of acute and
chronic intoxication by one of the pesticides,

herbicides or related chemical compounds in

man. There is a considerable literature relat-

ing to some of the more toxic or commonly
used pesticides, as Aldrin or D.D.T. A review
of the literature regarding Lindane toxicity in

man was prompted by the case history to be
reported. There are a few articles relating to

this subject in the bibliographical review
spanning 1955 to the present. Most of these

articles deal with the hematologic disorders

associated with Lindane intoxication. Rarely
neurological complications have been noted
and when they have been described, more
than one chemical agent has been involved

—notably, D.D.T.

Lindane is the common name for the gam-
ma isomer of benzene hexachloride (CsCL),
a synthetic chemical pesticide. It is widely
used. About 7 million pounds of Lindane have
been produced each year in the United States

since 1963, reflecting a relatively stationary

demand for this product in this country. Its

toxicity and pharmacology has been cata-

loged since 1951. Very little information has

been published about inhalation toxicity. In-

gestion and cutaneous toxicity has been con-

sidered to be about the same as that for

D.D.T., and the acute toxic effects are those

of central nervous system stimulation and

liver damage in fatally poisoned animals. The
intravenous administration of 5 mg per kilo-

gram of Lindane to dogs, produces convul-

sions. When diets containing 0.5 per cent Lin-

dane are fed to rabbits, guinea pigs, mice and
rats, a number of neurologic signs may ap-

pear within 8 to 10 days. These neurologic

signs include terminal tremor, ataxia, weak-
ness and paralysis. In animals which expired

Claude O. Grizzle, MD, Cheyenne, Wyoming

after receiving this diet for 4 to 12 weeks, the

neurologic signs were unassociated with path-

ologic changes histologically in the central

or peripheral nervous systems. Some meta-

bolic changes have been observed in these

animals, notably increased blood ammonia
and deposits of uroporphyrin III in the liver.

These findings suggest a correlation of Lin-

dane induced neurologic signs to those asso-

ciated with porphyria of hepatic type in ani-

mals. Tolerance to progressively increasing

concentrations of Lindane has not been ob-

served. Considerable variation in suscepta-

bility has been observed to occur among indi-

vidual animals of a given species.

Because of the lack of readily available

sensitive and specific methods of analysis,

the clinical picture associated with human
exposure to Lindane is not well established.

Therefore, as the author has recently had an

opportunity to follow a patient with acute

neuropathy following exposure to Lindane

without other pesticides in combination and
since Lindane is used frequently in our rural

areas, it seems appropriate to report this case

of Lindane induced neuropathy. \

CASE REPORT
G. H. (Memorial Hospital No. 103116): This

29-year-old male operates a spraying service as a

sideline to his business. In the summer of 1968 he >

had used Aldrin for field spraying without notic- 1

ing any ill effects. He did not do any spraying for

two weeks after this until he contracted to spray

some hogs on October 1, 1968. This activity was

done out-of-doors utilizing Lindane E-1 delivered

through a short two-foot long nozzle at a pres-

sure of 300 pounds per square inch. He stood above

the animals as they passed by in a shoot for spray-

ing. For protection he wore a felt mask over his

mouth and nose. On the fourth day of spraying

with Lindane in this manner, he began to fatigue

easily. On the seventh and last day of this activity

he noted a dull frontal headache and giddiness. »
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He consulted with his family physician that day;

neurologic abnormalities were not noted. Three

days later he was hospitalized because of a severe

frontal headache, which subsided. On the 12th and

13th days after his initial exposure to Lindane

on October 1, 1968 he was noted to stagger and

fell. He was aware of progressive weakness of his

legs and grip. His family physician observed re-

duction of the patient’s extremity tendon reflexes,

decreased position sense, ataxia and discovered

reduction of sensation to pin prick over the right

leg. The patient was then referred for neurological

consultation.

Examination: The patient is a muscular well

developed and oriented adult male. He was ob-

viously weak and ataxic when he tried to walk

and complained of headache while standing. His

skin was free of rashes or erruptions and was

dry. He had moderate injection of his tympanic

membranes, throat and sclerae. His hearing was

intact and did not complain of tinnitus. Cervical

adenopathy was not noted nor was his neck stiff.

His cranial nerves were intact without nystagmus

and his comeal reflex and his cervico-ciliary re-

flexes were present. His primary neurological find-

ings included peripheral weakness and incoordina-

tion of the extremities and reduced sensation to

pin-wheel, touch, vibration and position sense of

the legs and to the mid abdominal region. He had

i

similar sensory reduction of the right arm and

1 hand and the distal part of his longstanding above

the elbow amputation stump on the left. His ab-

dominal reflexes and cremasteric reflexes were

! absent. His extensor muscles of the upper and

lower extremities were significantly weak, grade

III on a scale of 0 for normal to grade IV for total

weakness. His flexor muscles were less weak, but

graded -II. Laboratory: His white blood count was

11,000 with 1 basophile, 1 eosinophile, 56 segmented

PMNs, 40 lymphocytes and 2 monocytes. He had

14.4 grams of hemoglobin with 44 volumes per

cent hematocrit. His urinalysis was normal with a

specific gravity of 1.012. A lumbar puncture was

done revealing 14 cm HjO opening pressure, 83

mgs of sugar, 45 mgs total protein without increase

in the globulin fraction and 0 wbc per cubic milli-

meter in the C.S.F. A spinal fluid culture was

negative and his V.D.R.L. was non-reactive.

Course: During his period of observation he re-

ceived mild sedation at bedtime and codeine and

aspirin occasionally for his headache, which grad-

ually subsided. By the 19th day after his initial

exposure, his neurologic signs had cleared, al-

though he felt rather weak. He regained his

strength and sense of well being in another two

weeks. The date of his last follow up was March 7,

1969 at which time his neurologic examination was
normal. He has felt well and has been actively

working in his usual capacity.

Summary

A case has been reported in which tem-

porary peripheral neuropathy occurred in a

young vigorous male following exposure to

Lindane fog under high pressure used in

spraying for seven consecutive days. He had

unequivocal respiratory and cutaneous ex-

posure to the pesticide, although, he did wear

a small felt face mask. The exposure appears

adequate to account for his reversible neuro-

logic dysfunction.

Comment

It is regrettable that serum ammonia and

uroporphyrin studies were not done in this

case. By the time appropriate reference ma-

terial was obtained about Lindane intoxica-

tion, the patient’s neurologic signs had

cleared and he was well on the road to re-

covery. The author makes a plea for the es-

tablishment of a rapid medical reference

service system for health professionals work-

ing in the field to assist them in patient man-

agement as well as to capitalize on the unique

opportunities to document and to study in-

stances of acute intoxication as described in

this report. •
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Our drug thing

R. B. Gooder, MD,* Casper, Wyo.

A 19-year-old-boy came to my office last

week. He was clean shaven except for a

moustache, neat and casually dressed and at

least 4 inches taller than when I last saw him

2 years ago when his family moved. I had

taken care of him from the time he was 10

years old. He was polite, friendly, calm. For

the next hour he reviewed his past two years

experience with the drug scene. He related his

experiences in San Francisco, Southern Cali-

fornia, and Boulder. He had “done drugs”

using everything, including “Grass”, “Speed”,

“Acid”, “STP”, but not “Smack”. He is no
longer on drugs. Why?? Because he learned

from experience, observations of his peers,

and from factual information in articles and
programs on drugs. He concluded that to con-

tinue drugs would jeopardize his entire

future. He did not stop because he no longer

enjoyed drug experiences nor because of

pressure of society. Rather, he realized that

to continue drugs would be to bring about his

own destruction and he never had a desire to

die or kill himself. He admits that his route

of learning was the hard and dangerous way.

He is now enrolled in college and working

for a degree in engineering.

His reason for “doing drugs” is not clear,

but he has definite reasons for stopping. Facts

provided by scientists did not sway him, but

these facts planted the seeds for his future

decision to quit drugs. He was able to observe

first hand scientific predictions about the

effects of drugs by watching his peers.

Education is an obligation of ours if we
are to prevent other kids from learning the

drug lesson the “hard way”. Since, as phy-

sicians, we are the experts on drugs, it is our

obligation to lead preventive medical pro-

grams and to solicit the aid of pharmacists.

nurses, educators, attorneys, and others to

help us. This responsibility exists in every

community and with every physician. In the

small community where “there is no prob-

lem” we must remember that our youth must
be drug educated so that they may cope with

drugs when they are exposed on the univers-

ity campus. There is, of course, always the

possibility that the small community will be-

come involved directly on its home ground.

Since the drug problem is potentially present

in every community, large or small, we can-

not wait until the use of drugs involves a

large percentage of students before we act.

Do we wait until 20, 30, or 40 per cent of the

teenagers are involved before concluding that

the problem is great enough?

In Casper, Wyoming, in early 1968, we
physicians became aware of a dangerous drug

problem developing in our community.

Young patients appeared with jaundice,

thrombophlebitis, severe emotion disorders

including severe depression with suicidal

thoughts and attempts, and even deaths. We
felt that sponsoring a drug education pro-

gram was no different than our promotion of

a culture program for strep throat. Both are

preventive medical programs directed to-

ward prevention of bodily harm. A Drug

Abuse Committee organized the educational

program. Information covering drugs was

gathered, including data from the AMA and

other sources. We also learned a great deal

from our drug users, since it was apparent

that these youngsters are more than happy to

talk about drugs if the discussion is confi-

dential. We adopted a policy of presenting

a non-preaching, factual approach; and we
held programs for anyone who was willing to

listen. We made ourselves available to drug
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users to discuss their problem on a confi-

dential basis and did not associate ourselves

directly with law enforcement agencies. We
learned that we were ineffective in helping

the police in the role of the informer, and felt

we would breach the confidence of those stu-

dents whe needed help. We learned early and

to our surprise that even the dealers of drugs

had a very meager, inadequate knowledge of

the dangerous effects of these chemicals.

The committee found that it was just as

important to talk to the parents as to the stu-

dents because the parents must understand at

least as much about drugs as their teenage

sons and daughters. Without knowledge, how
can parents discuss the problem of drugs

with their youngsters? We also considered

the possibility that education of students con-

cerning drugs might encourage their interest

and stimulate their curiosity. However, we
soon learned in talking with non-drug using

teenagers that they had considerable “ama-

teur” knowledge about drugs already. All we
planned was a scientific factual course which

was not included in the often erroneous in-

formation which they acquire from each

other.

Since February, 1968, the committee has

given 140 programs in our community and

we feel the results are worthwhile. We have

used the news media and have received a

great deal of cooperation. We have presented

formal programs at student assemblies,

church groups, service clubs, scout groups,

PTA groups, and many others. In many of

these programs, we have combined our ef-

forts with local attorneys to present all sides

of the issue. It was interesting that students

requested the presence of an attorney because

they felt that it was unfair for us not to ac-

quaint them with the effects of the law along

with the bodily threats of the chemical drugs.

Well, what did we tell them? We simply

pointed out that any drug can be a killer

and that these unknown drugs have already

proved their danger through their victims.

We pointed out that we were trying to pre-

vent death, organic brain disease, liver di-

sease, emotional disorder, deformed babies,

suicides, thrombophlebitis, the “a-motivation

syndrome” associated with marijuana, and

many other medical problems. We carefully

described what was known about “grass”,

“speed”, LSD, STP, DMT, DET, THC, and

‘“Smack”, and pointed out the fear we had of

what is not yet known about many of these

drugs. We were able to use examples in our

community to emphasize the point that these

are not exclusively problems of the large city,

but strictly the problem of the individual

who swallows the capsule. We pointed out

that a toxic chemical can be just as de-

structive to a physician, a president, or a

student, and that the chemicals have no

means of discriminating one body from the

next. A poison is simply a poison. The at-

torneys pointed out the consequences in one’s

life of being convicted of a felony and the

historic background of drug laws in protect-

ing society.

We found that students are very inter-

ested, and we try to arm them with good

sound reasons why they should not partici-

pate in the drug scene. We recognized that

the young people of our country will ulti-

mately determine drug usage since they are

the consumers. When they possess as much
knowledge of the drugs as possible, we are

convinced that most will be dissuaded from

its use.

In Wyoming, we have a State sponsored

Drug Abuse Advisory Board. The State

Health Department aids communities in or-

ganizing drug education programs. The State

Department of Education assists in formal-

izing programs of education in our school

systems. In each of these developments, the

State Medical Society, through its Mental

Committee, has played a key role. Nonethe-

less, physicians are the key to success of these

efforts and we have an obligation to spear-

head these activities. Physicians have the

knowledge of disease and drugs which en-

able them to present authentic and believable

programs. We must also remember that we
will also see these kids with their drugs

problems and illnesses.

If there ever was a worthwhile project

for a county or a state medical society, a pre-

ventive drug abuse program is it. If we be-

have complacently or do nothing, we will see

a fantastic proportion of our students hurt

by these chemicals. •

i
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Pancreatitis

The role of surgery in treatment^

This article presents an interesting

background of the concepts of the etiology

of pancreatitis and emphasizes the

importance in each case of selective therapy

based upon clinical recognition of the

form in which it presents.

Pancreatitis, as a pathologic curiosity,

was recognized at least a century ago al-

though emphasis on the clinical picture of the

disease did not come until much more recent-

ly. In 1929, Elman’s observation that meas-
urement of circulating serum amylase could

serve as an indication of the existence of

pancreatic inflammation made it possible to

confirm the diagnosis of pancreatitis with rea-

sonable accuracy. Since then, an enormous
literature has accumulated on the various as-

pects of pancreatic inflammation, much of

which is frankly contradictory—especially

with respect to the several theories of eti-

ology-and to the results of the various forms
of recommended treatment.

Although the real etiology remains un-

known, the manifestations of progressive de-

struction of the pancreas are seen, sooner or

later, by almost all practicing physicians.

The single most important reason that we
have had a poor therapeutic record with
pancreatitis is the fact that we do not ap-

proach each case of this disease with any
specificity. This failure can be traced to

our lack of understanding of the disease. For

example, if one had no prior knowledge what-

soever of the entity of pancreatitis, and the

only article that one had ever read about the

disease was the original description by Opie

*Dr. DuVal is Dean, College of Medicine, University of
Arizona. This paper was presented at the annual meeting
of Wyoming State Medical Society, September, 1968,
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in 1901 of the young girl who died with acute

hemorrhagic pancreatitis incident to a stone

impacted at the ampulla of Vater, then one

would do a great injustice to a large number
of people by subjecting every case of pan-

creatitis to immediate surgical operation with

the intent of removing the calculus in the

common bile duct. The same thing would un-

doubtedly be true if one had read only the

paper of Dr. Allen Whipple, or perhaps the

more recent paper of Dr. William Longmire,

both of which recommended that in pan-

creatitis of long standing, the patient should

be subjected to total pancreatectomy. Again

this, would impose a tremendous injustice on

a large number of patients if one was to

assume that all cases of chronic pancreatitis

required the total extirpation of the pancreas.

In the last decade or two we have made
some progress, and our therapeutic results

have become somewhat more predictable. In

the judgment of some observers, this can be

attributed to the fact that it is becoming

increasingly possible to select our therapy

for the type of disease that is presented. But
even this progress is due less to an increased

understanding of the etiology of pancreatitis,

and more to the acknowledgment that pan-

creatitis takes on certain clinical character-

istics which provide clues to the appropriate '

treatment. Indeed, the more accurately the !

physician approaches each patient with pan-

creatitis, based on one of the clinical classi-

fications of the disorder, the better will be

his treatment.

Provided that one uses his best judgment

and recognizes the pitfalls of over-simplifi-

cation, one can approach the problem of pan-

creatitis by recognizing and distinguishing .

between the three basic ways in which this

disease presents clinically. These expressions

Rocky Mountain Medical Journal ;

1



of the disease are best referred to as acute,

recurrent acute, and chronic.

Acute pancreatitis

Pathologically, the acute form of the

disease may be edematous, hemorrhagic, sup-

purative or necrotic. It may be related to a

systemic infection such as mumps or typhoid

fever, to gallstones, to acute poisoning, to

a penetrating duodenal ulcer, to trauma, etc.

If it is non-fatal, then there is usually time

to determine, later in the course of events,

precisely what caused the acute attack in any

given instance. Early, before this determina-

tion is possible, it is more important that an

accurate diagnosis be made. In the acute form

of the disease, the onset is usually sudden

and may be quite violent. The abdominal

pain is severe, and a shock-like picture may
already be apparent. The physician finds him-

self caught up in the full-blown differential

diagnosis of such entities as abdominal peri-

tonitis, perforated ulcer, acute cholecystitis,

myocardial infarction, dissecting aneurysm;

etc. There are a couple of good clues that

one can look for at this early stage which, if

present, may either lead one to the diagnosis

of acute pancreatitis or at least to the point

at which one may think to do a serum amy-

lase. Specifically, the diastolic blood pressure

often hovers around 90 to 92 mm of mercury

during the early hours after an acute attack

and, the first examination of the urine will

almost invariably show a trace to 1-j- albumin.

There is no primary indication for sur-

gery, per se, in the treatment of acute pan-

creatitis. Indeed, evidence continues to per-

sist that it is probably preferable not to ex-

plore the abdomen when a diagnosis of acute

pancreatitis has been made. However, there

are instances in which acute pancreatitis is

present as a complication of acute cholecys-

titis, in which case it may be much more ra-

pidly ameliorated by an early surgical attack

on the diseased gallbladder. In these in-

stances, it is the situation relative to the gall-

bladder disease that should determine the

course of action. There are also instances in

which secondary complications of the pan-

creatitis itself, particularly in the lesser sac,

may be best handled surgically. However,
as a primary method of treatment, there is

usually no indication for surgery.

Recurrent acute pancreatitis

Recurrent acute pancreatitis is a disorder

in which the patient complains of recurrent

attacks of abdominal pain, usually associated

with nausea and vomiting. The pain is or-

dinarily felt in the epigastrium or in the left

upper quadrant of the abdomen, sometimes

in the left flank. This form of the disease is

not usually lethal, as the acute form may be,

but otherwise it may be indistinguishable

from the acute form during the acute attack

itself. There are probably a few instances in

which this form of the disease is related to

alcoholism but the evidence strongly sug-

gests that it is usually related either to dis-

ease of the biliary tree, or to associated psy-

chosomatic problems. The high incidence of

biliary tract disease forces the hand of the

physician in the diagnostic work-up and

literally makes it mandatory that functional

x-rays of the gallbladder and biliary tract

be accomplished early.

In the majority of instances in which

extra-hepatic biliary disease is responsible

for the recurrent attacks of acute pancreatitis,

the problem will be completely alleviated

by surgical treatment of the disease in the

biliary tree. If this fails, (and this is not

often) it is usually because both the pan-

creatitis and the disease of the biliary tree

are secondary to some other factor. It is in

this latter area that the work of Doubilet and

Mulholland, with sphincterotomy, and the

studies of Bowers on the transplantation of

the common bile duct, may prove to be of

help.

Chronic pancreatitis

The chronic form of pancreatitis is the

one which has posed most of the problems.

This is a disease which is often seen in pa-

tients who have a personality deficiency

—

sometimes even psychopathic in nature. It

is a disease in which the patient is literally

never well once the disease becomes sympto-

matic. The patient will complain of recur-

rent attacks of epigastric and back pain,

rather like those of the recurrent acute at-

tacks, but with a very significant difference

—he never seems to be well, even between

attacks. There is usually loss of appetite, and

there is almost always a substantial loss of
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weight. The latter is a very important symp-

tom; without weight loss one should prob-

ably avoid making a diagnosis of chronic

pancreatitis. Although each exacerbation of

the disease may subside, the patient does not

regain a normal status of health, nor does he

regain his weight, in the interim between

exacerbations. This characterizes the chronic

form of the disease and helps to distinguish

it from the recurrent acute form. With re-

current acute pancreatitis, even though the

patient may be quite ill during the acute at-

tack itself, after the attack he will usually

be entirely well; he will regain his weight

and will return to normal activity. With the

chronic form of pancreatitis the patient will

not regain his normal weight or his feeling

of well-being in the interim between exacer-

bations.

When one investigates a patient who is

suspected of having chronic pancreatitis, he

finds that disease of the biliary tree is usually

absent. This is another important distinction

between the chronic form of the disease and
the recurrent acute form. Instead, one finds

that chronic pancreatitis is more often as-

sociated with alcoholism and, in some cases,

with narcotic addiction—especially demerol.

These patients, in time, will develop calcifi-

cation of the pancreas, steatorrhea and dia-

betes.

The chronic form of this disease is a

much more serious entity than the recurrent

acute disease, and we have had very dismal

results over the past decades. It does not

respond to any, non-operative treatment, at

least beyond temporary palliation. At the

same time, the history of surgery has left

a great deal to be desired. Historically, the

operations that were devised to treat this

disease tended to fall into two groups:

those that were directed at the presumed
cause of the disease, (such as cholecystectomy,

prolonged drainage of the common bile duct,

sphincterotomy, transplantation of the com-
mon duct and gastric resection and vago-

tomy)
;
and those that have been directed at

the effects of the disease (sympathectomy,
resections of the pancreas, ligation of the

pancreatic ducts—on the assumption that one

might successfully induce pancreatic atrophy

and, therefore, a state of freedom from symp-
toms,—and the various forms of decompres-

sion of the pancreatic duct itself).

It should not be surprising that an oper-

ative procedure which is directed at the pre-

sumed cause of the disease is going to have
a high failure rate when we do not know
the cause of the disease. This is exactly what
has happened. On the other hand, if one

devises an operation to treat the effect of

the disease then one is going to impose a

physiologic penalty whch, of and by itself,

may prove to be as incapacitating as the

primary disease. This is what happened with

the latter group of operations.

The discouragement that arose out of

these experiences prompted many investiga-

tors to interest themselves in what takes

place in the pancreas of a patient who has

the chronic form of the disease. Some of these

findings can be illustrated. A normal pan-

creatic duct is a relatively straight tube with-

out significant dilatation or tortuosity. With

repeated attacks of chronic pancreatitis, how-
ever, dilatation, tortuosity and strictures of

the duct appear. The net affect of these

changes is an incomplete obstruction of the

pancreatic ductal system. This does not

necessarily mean that pancreatic duct ob-

struction is an important part of the etiology

of the disease-—we don’t know that at all. It

does mean that incomplete duct obstruction

is an important part of the course of the dis-

ease and probably plays a role in its

perpetuation. In other words, the duct ob-

struction follows the multiple attack of

pancreatitis and, in time, can probably be-

come a source of symptoms itself.

Some years ago, our group searched for

a successful method for alleviating the ob-

struction of the pancreatic duct in these cases

to see whether or not we might induce a

remission of the disease. We suggested that

an operative approach could be used in which

the pancreas was neither removed, denerv-

ated, nor by-passed, but simply decompressed.

The safest way toT accomplish this seemed to

be to remove the spleen with a small portion

of the tail of the gland and then implant the

remaining stump of pancreas into the side of

a limb of jejunum. This permitted pancreatic
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juice to flow into the gastrointestinal tract

from the right to the left, rather than from

the left to the right; but we couldn’t see that

that mattered. Because we did the decom-

pression at the tail end of the gland, we
called it caudal pancreaticojejunostomy.

Other surgeons became interested and varied

the technic somewhat. Zollinger and Ellison

suggested using a loop of jejunum. Doubilet

split the pancreas into two pieces by dividing

it between the body and tail and then placed

a limb of jejunum between the divided seg-

ments of the gland. He called this a split

pancreaticojejunostomy. Later, Puestow and

Gillespie suggested that a more complete de-

compression of the duct could be achieved if

one unroofed the duct throughout its length

and then anastomosed the entire length of

the gland to the side of a jejunal loop.

Each of these variations on the original

operative procedure has its adherents, of

course. What is more important is the prin-

ciple of pancreatic duct decompression. This

is what has permitted us to get increasingly

good results in the surgical management of

this form of the disease. One of the reasons

is the decrease in pressure in the pancreatic

ductal system. When we first began decom-

pressing these obstructed ducts we took ad-

vantage of the opportunity to study pancre-

atic duct pressures. We were able to get

accurate readings on the pressure inside the

ductal system by placing a catheter in the

duct at operation. Then, postoperatively, we
could connect it to a water monometer. We
were able to show that resting pressures in

the pancreatic duct were approximately three

times higher than the pressure in the normal

pancreas.

Using procedures such as pancreatic duct

decompression, from the point of view of

complete relief of pain one can achieve a

success rate of approximately 70 per cent

Further, this figure is a consistent one, ir-

respective of which technic is selected for

decompressing the pancreatic duct; all of

which confirms the point that the various

modifications of the procedure for duct de-

compression are less important than achiev-

ing decompression itself.

More important than relieving pain, how-
ever, has been the incidental and inadvertent

finding that, in spite of the symptomatic re-

lief that is achieved, the disease itself ap-

parently continues to progress without symp-

toms. In 20 of our own patients, all of whom
had remained completely free of pain from

their disease following a decompressing oper-

ation, diabetes appeared in four (who were

not diabetic at the time they were first oper-

ated upon), three developed tuberculosis,

one developed a peptic ulcer, and two de-

veloped intermittent obstructive jaundice.

Five ultimately died of causes that are or-

dinarily associated with patients who have

a chronic, debilitating illness. Thus, although

we were pleased that we could demonstrate

that decompression of the pancreatic ductal

system would relieve the pain we were, at the

same time, disappointed that the relief of

pain apparently does not influence the sub-

sequent course of the disease in terms of con-

tinued destruction of the pancreas.

Summary
Pancreatitis has remained an enigma, and

although we have learned a great deal about

several of its etiologies, we have not been

very successful in assigning specific etiologies

to specific patients. Indeed, it may be said

that the inconsistency of our therapeutic re-

sults is probably the result of our inability

to match our therapy to the specific require-

ments of each form of the disease.

It has been found useful, however, to

categorize pancreatitis by the manner in

which it appears clinically. Briefly, there are

three forms of the disease; acute, recurrent

acute, and chronic. The recurrent acute form

of the disease is usually the result of a dis-

ordered biliary tract or it is psychosomatic.

The chronic form of the disease is custom-

arily associated with alcoholism; and, in some

cases, narcotic addiction and even criminal

behavior. As the disease progresses, obstruc-

tion of the pancreatic duct occurs, from which

relief can be achieved in about 70 per cent of

cases following surgical decompression of

the duct. It is important to realize, however,

that the destructive process continues to take

place in the pancreas in spite of the relief

of symptoms. •
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Renal function during infrarenal

cross-clamping of the aorta*

Paul V. Slater, MD, Cheyenne, Wyoming, and Mark A. Hayes, MD,t New Haven, Conn.

Alterations in renal function during in-

frarenal cross-clamping of the aorta have

shown no real unanimity of opinion regarding

these changes. Among the changes observed

during the infrarenal cross-clamping have

been a fall in renal blood flow, decrehsed

glomerular filtration, and decreased urinary

flow rate.^-^ Also reported are distal tubular

necrosis, increased blood pressure, decreased

PAH, and creatinine clearances as well as

varied sodium and potassium responses.

Others,® ” have observed decreased renal ar-

tery perfusion and decreased renal cortical

O 2 saturation. Blood pressure has been re-

ported to drop when the aortic clamp is

removed,^® and ischemic arterial changes in

the renal parenchyma have been seen.” In

addition, renal blood flow and glomerular fil-

tration rate have been observed to decrease

and then return to normal while the aorta is

still cross-clamped.^’*’” Furthermore no de-

crease in renal blood flow,'* ” no changes or

consistency of change in sodium or potassium

clearances® and no direct cause of renal in-

sufficiency have been described.

It was the purpose of our project to evalu-

ate the changes in renal clearances of water,

sodium, potassium, PAH, and creatinine dur-

ing infrarenal cross-clamping of the aorta.

Also, an attempt was made to determine the

differences in the clearances, if any, during

hydration with 5 per cent dextrose and water,

lactated Ringer’s solution, and mannitol.

Procedure and Methods
Adult mongrel dogs, weighing 15.7 to 40.4

Kg., were anesthetized with intravenous

tDr Mark A. Hayes, is Professor of Surgery, Yale Uni-
versity. This study was conducted in Surgical Research
Laboratory, Yale Medical School.

‘This work was aided in part by a contract between the
Office of Naval Research, Department of the Navy and
Yale University School of Medicine, NR 105057, and in
part by U. S, Public Health Service Grant AM 02722.

nembutal, 30 mg./Kg. initially and 10 mg./

Kg. given as intravenous supplements as re-

quired. All dogs were opened with midline

abdominal incisions from xiphoid to sym- '

physis. Urine specimens were obtained at half

hour intervals by tube cystostomies con-

structed with a number 30 straight rubber

catheter in a manner which eliminated blad- ;

der dead space. Blood specimens were ob-

tained at half hour intervals spaced at the i

midpoint between urine collections, through

a polyethylene catheter inserted through the

femoral vein into the inferior vena cava. The
femoral catheter was kept open with a solu-

tion of 1.2 mg. of aqueous heparin per 100 I

cc. of normal saline.

All blood samples and all urine samples

were measured for total osmolarity, crea-

tinine, PAH, sodium, and potassium. Osmo-
larities of serum and urine were measured

by freezing point depression using a Fiske
|,

Osmometer. Sodium and potassium were de-
;

termined by standard Baird flame photom- I
eter. Clearance for the total osmolarity, I'

creatinine, PAH, free water, sodium, and I

potassium were calculated for each time pe-
|

riod. Plasma creatinine was determined by f

the method described by Hare” and the urine !i

creatinine by the method of Folin.® Free i

water clearance was calculated as C H20=V-
Cosm where V= urine flow, milliliters per

minute, and X V. In this stand-
^osm

ard equation, Uosm=rnilliosmols per cc. urine j

and Sosm=niilliosmols per cc. serum. Clear-

ance were then converted to milliliters per h

minute per kilogram and recorded. The third

one-half hour sample in the observation pe-

riod was taken as a base line, and each indi-

vidual reading from that time until the end
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of the experiment was calculated as a per

cent off change from that reading.

Four different intravenous hydrating solu-

tions were used. Eight dogs were hydrated

with 5 per cent dextrose in water, five dogs

with lactated Ringer’s solution, three dogs

with 5 per cent mannitol and 5 per cent

dextrose in water, and three dogs with 5 per

cent mannitol and lactated Ringer’s solution.

A continuous flow infusion- withdrawal

pumpt was used to obtain a constant infusion

rate of 0.2 mg./Kg./min. Creatinine was

added in order to keep the plasma creatinine

above 10 mg. per cent. Plasma PAH was kept

between 1-3 mg. per cent. The dogs were in-

fused at ten times the pump rate during the

initial hydration period.

Two separate protocols were used. The
first consisted of an hour of hydration, two

hours control period, two hours with a clamp

on the aorta one centimeter below the left

renal artery (during which time the aorta

was dissected free, divided, and re-anasto-

mosed) and a four hour recovery period. The
second protocol consisted of a one hour hy-

dration period, two hours control, one hour

dissection (during which time the aorta was
dissected free from the renal artery to its

bifurcation) one hour observation, two hours

with a clamp on the aorta (during which
time there was division and re-anastomosis of

the aorta performed) and a two hour control

period.

The first protocol, which included dissect-

ing the aorta free in the control period, was
abandoned because the question as to whether
the trauma of the dissection might be caus-

ing changes in renal function separate from
the actual clamping of the aorta. No differ-

ence could be seen, however, in the changes

of the renal function during these different

protocols.

Clearance changes were then calculated

as percentage change from the base line

taken as the third reading in the observation

period and a mean value of average percent-

age change was then calculated for all dogs

and charted as such.

tContinuous Flow Infusion-Withdrawl Pump, Harvard
Apparatus Company.

Results

No clearance values showed any signifi-

cant change during a given period in the

protocol when analyzed statistically. No trend

of any clearance change could be seen during

the cross-clamping of the aorta or in the

observation periods following removal of the

clamp. Neither could a difference be de-

termined between the group of dogs in which

the aorta was cross-clamped and the group

in which it was cross-clamped, divided and

re-anastomosed.

The clearances of creatinine and PAH re-

mained rather steady throughout the entire

time. (Fig. 1) Clearances in dogs hydrated

with lactated Ringer’s solution were in paral-

lel but slightly higher than in dogs hydrated

with 5 per cent dextrose in water.

^CREATININE

^PAH

Fig. 1. Renal clearances of creatinine and PAH
charted as average percentage change from the

base established in the observation period.

Clearances of sodium and potassium re-

vealed a gradual rise in the observation pe-

riod. (Fig. 2) This was not statistically sig-

nificant, however. The most noticeable

change was increased per cent change of the

dogs hydrated with lactated Ringer’s solu-

tion compared to the ones hydrated with 5

per cent dextrose and water. The potassium

clearance varied more than the sodium clear-

ance.

Clearance of water was decreased in dogs

hydrated with lactated Ringer’s more than in

dogs hydrated with 5 per cent dextrose in

water. (Fig. 3) No significant trend during
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C'CONTROL D'DfSSECTSON ACC “AORTA CROSS CLAMPED

Fig. 2. Renal clearances of sodium and potassium

charted as average percentage change from the

base line established in the observation period.

any given period relating to cross-clamping

of the aorta or its release could be established.

Osmolar clearance gradually increased as

the observation period progressed, but not

enough to form a significant pattern. (Fig. 4)

‘^H20

C-CONTROL O-DISSECTION ACC -AORTA CROSS CLAMPED

Fig. 3. Free water clearance charted as average
percentage change from the base line established
in the observation period.

SOSM

Fig. 4. Total osmolarity clearance charted is per~
centage change from the base line established in
the observation period.

Summary
Renal functions including clearances of

water, sodium, potassium, PAH, and crea-

tinine were studied during and after infra-

renal cross-clamping of the aorta in dogs.

No specific pattern of changes could be dem-
onstrated at any time during the time the

aorta was cross-clamped or afterwards in the

observation period. •
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Noise and hearing*

Robert F. Balas, PhD, Denver

The subject matter should be of

special interest to physicians dealing

with our rural population.

Pollution in industrial cultures has taken

many forms. One such pollutant is noise.

Recently, at a conference concerning “Noise

as a Public Health Hazard,”* national atten-

tion was focused on the effect of noise on

man. Many workers are vulnerable to high

levels of industrial noise and leave their

noisy working environment only to be ex-

posed to community noise originating from

trucks, trains, aircraft, and power lawn mow-
ers.^ Like most of us, the worker will not es-

cape intrusive noises even within the home.^

At the factory, shooting range, loud disco-

theque, in the midst of traffic, one may be

bombarded by potentially damaging noise.

The effect of noise on our “forgotten sense” is

a problem which deserves immediate atten-

tion.

Admittedly, myriad factors concerning

the relationship between noise and hearing

are in dispute, and many questions will in-

volve years of research before answers are

available.*’^'® More immediate, however, in

spite of increased knowledge and advance-

ments within the sound control field, the full

impact of noise exposure has not reached the

general public. Many who are vulnerable to

high levels of noise are not aware of the

consequences.

Even the farmer or rancher who is tra-

ditionally associated with living in the quiet,

wide-open spaces uses machinery which

‘From the Denver Otologic Group, 335 Republic Building,
Denver, Colorado 80202.

produces noise that may be injurious to the

inner ear.®'*" We have recently attempted to

inform them of this hazard.® Each year we
see an alarming number of ranchers and

farmers who have mild to severe hearing

problems resulting from the noise of their

highly mechanized farms. Their ears are

pounded incessantly by the noise from roar-

ing tractors, harvesters and grinders, not to

mention recreation time spent around motor

boats or guns. We, therefore, believe that all

medical practitioners should be cognizant

of the relationship between noise and hear-

ing, and we urge them to counsel their pa-

tients accordingly.

Fortunately, after limited noise exposure,

only a temporary threshold shift (TTS) may
occur. That is, the ear may regain its lost

sensitivity after a few hours in quiet. But

research has shown that a TTS may become

permanent as noise exposure continues.

A sign of possible damage to hearing is

tinnitus. Tinnitus is a buzzing or ringing

noise in the ear. It may sound like the chirp

of hundreds of crickets or the scream of a

turboprop engine. This head noise may be-

come more noticeable and annoying in quiet

surroundings. Hearing loss which may follow

continued noise exposure is usually very

gradual. It may not even be perceived. Ini-

tially, the loss of hearing sensitivity occurs

only in the higher frequencies (above 2,000

Hz). As the lower frequencies are affected,

speech may appear to be somewhat indistinct

or poorly enunciated. Also, one may encoun-

ter more difficulty understanding women and

children, who usually have softer and higher

pitched voices than adult males, particularly

in group or noisy situations.

Aside from psychophysical and physio-

logic changes in auditory function, noise can

produce fatigue and irritability and may
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even be deleterious to health, particularly

for individuals with emotional disturbances.®

In addition, a hearing loss may tax an indi-

vidual in certain social situations; conse-

quently, he may begin to avoid such activi-

ties.

The best treatment for a noise induced

hearing loss is reducing the high levels of

sound reaching the ear. One may shield him-

self from harmful noises by wearing ear pro-

tectors. Unfortunately, some men think ear

protectors indicate a “tender-eared” or fussy

individual. But ear muffs are standard equip-

ment for ground crews at airports and at

many shooting ranges. They have even been

recommended for go-go girls who work in

loud discotheques. Oftentimes, farmers like

to think their ears are tougher than other

people’s, or that their ears “get used to” loud

noises. This, of course, could be true. Sus-

ceptibility to noise induced hearing loss varies

with the individual, but susceptibility cannot

be predicted effectively.^ Those who “get

used to” noise usually may do so because

they are slowly losing their hearing.

Individuals who try ear protectors may
complain that ear plugs are uncomfortable,

or that, as one patient said, “I can’t hear the

sounds I want to hear.” Neither criticism is

necessarily valid. Properly selected and fit-

ted ear protectors are not uncomfortable,

and in noisy situations it is actually easier

to carry on a conversation with ear plugs

than without them. The ear protectors in-

serted in the ear are usually made of rubber

or neoprene. Many of the insert types need

to be fitted by a trained person. Often a dif-

ferent size is needed for each ear. The ear

muff fits over the entire ear. Some of our

patients report stuffing cotton in their ears,

but research has shown that dry cotton pro-

vides no protection.

If your patients are exposed to the noise

of farm equipment, no matter what their

age, hearing conservation is a must. A pe-

riodic hearing check and the use of ear

protectors should be recommended. Obvious-

ly, protection from harmful levels of noise

to a great extent must be assumed by the

individual-—he must, however, be informed.

The physician may make a significant con-

tribution to hearing conservation by bringing

this problem to the attention of his patients,

particularly farmers, ranchers, and others

who are exposed to high levels of noise.

With the long hours of tractor driving farmers

confront this spring, now is the time to at-

tempt to preserve their precious “forgotten

sense.” •
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Concepts of connective tissue

Their application to cardiovascular disease^

Gerald S. Berenson, MD, New Orleans, La.

The role of connective tissue as an inte-

gral part of the cardiovascular system is

often overlooked in consideration of the de-

velopment of heart disease. In the heart, for

example, most attention is given to the

myocardium, its metabolism, and its effi-

ciency of pumping action. Even with disease

of the valves or blood vessels, little considera-

tion is afforded metabolic changes occurring

within these tissues.

For many years connective tissue was

considered merely an anatomic entity, an

architectural system for structure and sup-

port of the body. Many observations made
during the past ten to fifteen years have

now led to the concept of connective tissue as

a vital and dynamic organ system. From an

anatomic standpoint, it is known that con-

nective tissue assumes many forms, bone,

cartilage, or tendons, but also of membranes,

extracellular space, and of particular im-

portance, cardiovascular tissues. It is becom-

ing increasingly clear that the integrity of

cardiovascular structures depends upon the

normal chemistry of connective tissue and

its components within the cardiovascular

system.^'2 These biochemical units have vari-

ous physico-chemical properties, and rather

than being static have an active metabolism

which can be influenced by basic factors, i.e.,

diet, hormones, inflammatory or even im-

munologic disturbances. Excellent reviews on

the biochemistry of connective tissue are pub-

lished, but many of these are directed to

*From the Department of Medicine, Louisiana State Uni-
versity School of Medicine, New Orleans. This study was
supported by funds from the National Heart Institute
USPHS (HE 02942). This paper was presented at the
Wyoming State Medical Society meeting, Jackson Hole,
Wyoming, 1968.

rheumatology; it is just as obvious that an

application of this knowledge must be ap-

plied to cardiovascular disease.

Much of the current clinical information

and the relationship of connective tissue to

cardiovascular diseases can be dated to rela-

tively modern medicine. Weiss^ initiated an

interest in this relationship when he observed

that heart disease was often unrecognized

and occurred with certain unusual condi-

tions like scleroderma. In 1942 Klemperer

and his associates^ grouped a number of con-

ditions into “collagen diseases” and related

heart disease to the systemic involvement of

connective tissue structures. Altschuler and

Angevine® in 1949 then implicated changes of

acid mucopolysaccharides (MPS) by histo-

chemical studies of lesions of connective tis-

sue and revived interest in the “ground sub-

stance” which others had emphasized earlier

in studies of rheumatic fever and serum sick-

ness. It is only recently, however, that a rapid-

ly accumulating body of biochemical infor-

mation has helped to narrow the gap of

ignorance concerning the origin and nature

of pathologic changes of connective tissue

associated with heart disease. Although a

great deal of this information has now

reached a rather sophisticated level, it is

still a little premature to relate the bulk of

this knowledge to therapy of specific diseases.

General TSature of Connective Tissue

A very brief background of the nature of

connective tissue can first be oriented by a

review of the anatomic composition. Fig. 1

is a highly diagrammatic illustration of a sec-

tion through connective tissue as might be
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found in the cardiovascular system or other

connective tissues. Basically, connective tis-

sue consists of three components: cells, fi-

brous tissue, and matrix or embedding in-

terstitium that is often called the “ground

substance” of connective tissue.

Cells : Connective tissue contains a variety

of cell types, including fibroblasts, macro-

phages, undifferentiated cells, the mast cells,

and various blood cells. Probably the most
important cell to cardiovascular connective

tissue is the fibroblast, since this cell or its

variant presumably forms most of the com-
pounds in connective tissue structures. The
fibroblasts are large, flat, branching cells

with intercellular bridges, and they are re-

sponsible for the production of the fibers,

MPS, glycoproteins, and enzymes. The mast

cell might be mentioned because of certain

distinctions. They often occur in large con-

centration around capillaries, are ovoid in

shape, and contain dark blue, deeply-stained

basophilic granules. These cells produce

agents with potent pharmacologic properties

—histamine, serotonin, and heparin. Heparin,

a naturally occurring anticoagulant, has been

shown to be synthesized in mastocytomas.

It is the material commonly used therapeuti-

cally as an anticoagulant. Heparin is also

noted for its activation of a lipid-clearing

system or for treating “sludged” blood.

DIAGRAMMATIC ANATOMY OF CONNECTIVE TISSUE

Fig. 1. Diagrammatic illustration of the three com-
ponents of connective tissue-cells, fibers, and in-

stitium.

Fibrous Components: The fibrous com-
ponents of connective tissue, collagen, elastin,

and reticulin, compose the large bulk of con-

nective tissue. Collagen is probably the most
important component of cardiovascular con-

nective tissue, since it forms the major fibrous

structure and comprises about one third of

all the body proteins. It is also a somewhat
unusual animal protein because of the high

content of glycine, hydroxyproline, and hy-

droxylysine. The latter two are essentially

unique to collagen. Collagen by electron mi-

croscopic study has a characteristic banding

at 640 A units. The literature on collagen is

extensive, largely through an interest by the

leather industry. Clinical attention to col-

lagen was popularized by the introduction of

the term “collagen diseases.”^ At the present

there are no characteristic changes noted of

collagen at the level of electron microscopy,

in relationship to these diseases, but certain

changes in solubility and intramolecular

structures have been detected with experi-

mental disease like scurvy. Elastin might

also be mentioned, since it occurs in high

content in large blood vessels, as the aorta,

and forms the internal elastic lamina, a land-

mark in studying smaller vessels. The precise

enzymes involved in degradation of these

fibers are unknown, but it has been suggested

that inflammatory and immunologic mechan-

isms are capable of initiating release of de-

structive enzymes from cells like the macro-

phages.®

Ground Substance: Our work over the

past 15 years has been related to study of

the interstitial matrix, the noncellular ma-
terial or “ground substance.” This material is

heterogeneous in composition. It contains a

number of different macromolecular sub-

stances, largely complexes of proteins and

carbohydrates.

The nomenclature for the components

that are found or have interplay with con-

nective tissues are presented in Table 1. The
table lists the terms used for proteins and

for hexosamine-containing macromolecules

of connective tissue. The acid mucopolysac-

charides (MPS), macromolecular sugars, con-

tain a hexosamine and a uronic acid, with

or without a sulfate ester. The MPS exist in

Rocky Mountain Medical Journal58



TABLE 1

NOMENCLATURE OF HUMAN PROTEIN AND CARBOHYDRATE MACROMOLECULES

Name Composition Example

Proteins

1. Simple

2. Conjugated

Polysaccharides

Mucopolysaccharides

(Glycosaminoglycans

)

Glycoproteins

Amino acids

Amino acids

(CHO, lipids, metals, etc.)

CHO
CHO and
Amino acids (5 to 20%)
Amino acids and CHO (5 to 40%)

Insulin

a-Lipoprotein, Hemoglobin

Glycogen
Chondroitin sulfates

Heparin

Qjj -Glycoprotein

Blood group substances

their natural state as a protein-polysac-

charide complex and one example that may
be mentioned is heparin. Heparin occurs as

a complex with a central protein core and

serine residues linked through xylose and

galactose to branches of heparin.’’ Table 2

is a list of the different mucopolysaccharides

that are found in the cardiovascular struc-

tures. Of course, they vary in content and

composition in the different sites. For ex-

ample, the myocardium and valves contain

high concentrations of hyaluronic acid. Hy-
aluronic acid is also high in content in the

outer wall of the aorta, possibly for shearing

action with stress and stretching of these

structures. The intima of the aorta contains

a high concentration of the sulfated MPS,®

such as heparitin sulfate and chondroitin sul-

fate-B but the reason (s) is not yet obvious.

Aging of blood vessels have been noted to

show changes in chondroitin sulfate A and

C.9

A distinctly different group of components
are glycoproteins.*’’® These have much of the

properties of proteins but contain covalently-

bound hexosamines, sialic acid, and neutral

sugars. This group of compounds, the glyco-

proteins, are present in the matrix of the

TABLE 2

ACID MUCOPOLYSACCHARIDES OF
CONNECTIVE TISSUE

a. Nonsulfated

hyaluronic acid

chondroitin

b. Sulfated

chondroitin 4-sulfate

Chondroitin 6-sulfate

dermatan sulfate (CS-B)
heparitin sulfate

keratosulfate

heparin

cardiovascular connective tissue and have

been obtained from these tissues, blood, and

urine. Studies by a high resolution gel elec-

trophoresis show that a family of these sub-

stances are present, e.g., material isolated

from six human aortas and studied by im-

munoelectrophoresis are shown in Fig. 2. An
important observation is that a heterogeneity

or individuality of this material occurs.’®

Presumably, distinctly different proteins oc-

cur from one individual to another, suggest-

ing a genetic basis for these compounds and

a potential role in immunologic reactions in

vascular disease. They may be important in

transplantation rejection mechanisms (not

teleologically intended but currently of in-

terest). Other observations on glycoproteins

have indicated enzymatic activity, suggesting

that they play an important role in the me-

tabolism of the connective tissue.”

Huma.n Aorta (Stycojirot-einTTs.l^di-ojo

Fig. 2. Glycoprotein material isolated from six hu-

man aortas and studied by immunoelectrophoresis.

A goat antisera to human sera was used to develop

the precipitin hands. Note the differences of the

individual aortas.
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Physiologic Roles of Connective Tissue

By virtue of the ubiquitous distribution of

connective tissue in the cardiovascular sys-

tem and its complex composition, it is ap-

parent that connective tissue enters into a

number of important physiologic functions,

Table 3. Obviously, these functions include

changes in different pathologic states. For ex-

ample, connective tissue takes part not only

in growth but in the aging process. One ma-
jor responsibility is the response to injury

and necessity of repair. The multiplicity and
importance of these roles indicate a basic

function of connective tissue to the main-
tenance of the cardiovascular system.

The main point that needs emphasis from
this brief review of the nature of connective

tissue is that there are many macromolecular

components forming the cardiovascular sys-

tem; these are not static but are dynamic and
are undergoing continual turnover through
metabolism, a metabolism that can be influ-

enced by environmental factors, i.e., drugs or

diet or stress. When a greater understanding

of the role of connective tissue becomes avail-

able, the approach to manipulation of these

substances will become important in therapy

of heart disease.

Connective Tissue and a Role in

Cardiovascular Disease

An interest in “collagen diseases” original-

ly attracted clinical attention to connective
tissue, but a much broader relationship to

cardiovascular disease can be shown. Table
4 encompasses numerous areas of cardiac

disease and illustrates many of the important
areas of connective tissue involvement in

progressive cardiovascular disease. The spe-

cific metabolic disturbance, initiating circum-
stances, and precise biochemical defects of

TABLE 3

POSSIBLE PHYSIOLOGIC AND PATHOLOGIC
ROLES OF CONNECTIVE TISSUE

Structural & Supportive
Resistence to Infection — Protective

Inflammation & Repair
Growth
Aging

Blood Coagulation
Control of Fluid & Electrolytes

Lubrication & Shearing
Calcification

TABLE 4

DISEASES INVOLVING CARDIOVASCULAR
CONNECTIVE TISSUE

VASCULAR
Atherosclerosis

Diabetic microangiopathy
CARDIAC (not exclusive of vascular disease)

A. “Collagen” diseases

Rheumatic fever

Disseminated lupus erythematosus
Rheumatoid spondylitis

b. Disorders with a known biochemical basis

Nutritional deficiencies

Endocrine diseases—myxedema
C. Heritable disorders of connective tissue

Hurler and Marfan syndromes
D. Neurologic diseases

Friedreich’s ataxia

E. Others

Endocardial fibroelastosis

Amyloidosis

Cardiomyopathies

Floppy valve syndrome

most of the conditions are still incompletely

understood, with a few exceptions, i.e., myx-
edema. The relationship of these metabolic

disturbances of the cardiovascular system are

extremely important to appreciate, since more
therapy will eventually be based upon an

understanding of biochemical aberrations.

The main tenet of this discussion is il-

lustrated by a brief summary of observations

made on three different forms of involvement

of cardiovascular connective tissue: clearly

inherited disease, a hormonal type, and by

the major cause of heart disease, atheroscler-

osis. There are many other cardiovascular

problems that could be discussed.

Heritable Disorders of Connective Tis-

sue: These disorders of connective tissue,

excellently discussed by McKusick,^^ demon-
strate very striking changes of cardiovascular

structures associated with skeletal deformi-

ties. These are fascinating “experiments in

nature” which have helped to stimulate an

interest in the hereditary background not

only of these but other forms of heart disease.

Certain ones have been referred to as “muco-

polysaccharidoses” because of their increased

and unusual mucopolysacchariduria. These

individuals are born with a defect in the

metabolism of connective tissue with wide-

spread consequences, including progressive

deterioration of the cardiovascular system.
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The biochemical lesions likely involve dis-

crete enzymatic pathways in synthesis of

MPS or the MPS-protein complexes. The

Hurler and Marfan syndromes have been

studied in greater detail, and it is interesting

to note that virtually all sites of cardiovas-

cular connective tissue are involved.^^

Fig. 3 shows an example of the Hurler

syndrome, a normal sister and brother. Note

the rather grotesque facial features and the

changes of the fingers are obvious. There are

biochemical and clinical variations noted

within the Hurler syndrome, and the diseases

are transmitted as an autosomal or sex-linked

recessive trait. Marked changes of the bone

structure of the hands, skull, vertebrae, and

ribs occur. Subcutaneous nodules and a fine

lanugo hair can be found on the shoulders

(Fig. 4). The nodules are produced by ac-

cumulation of MPS, chondroitin sulfate B
and/or heparitin sulfate. Extensive damage
emerges in the cardiovascular system and
these children often die from congestive heart

failure. The coronary arteries are involved

with a proliferation of the intima, pseudo-

atherosclerosis. Coronary artery obstruction

can occur and occasionally these children de-

velop angina pectoris. Changes also occur in

the myocardium, with myofiber deterioration

and an accumulation of MPS, and the endo-

cardium becomes very thickened. Sufficient-

ly thick connective tissue changes of valves

Fig. 3. Hurler syndrome in a 9 yr. N. M.; an 8-

year-old sister and 11-year-old brother. In addi-
tion to dwarfism, note the grotesque facial fea-
tures, and the thickness and contracture of fingers.

Fig. 4. Subcutaneous nodules in Hurler syndrome
(patient in Fig. 3). A fine lanugo-type hair on the

shoulders and arm can be seen.

Fig. 5. A family with a 14-year-old N. M. demon-

strating the Marfan syndrome. His twin brother

is shown next to him.

occur to result in mitral valve lesions, oc-

casionally leading to mitral stenosis.

The Marfan syndrome is transmitted as an

autosomal dominant trait and occurs as un-

usually tall individuals, arachnadactyly,

“Wilt-the-Stilt” basketball player, or Watusi-

build. Subluxation or dislocation of the lens

is often found and there is an increase of

dissecting aneurisms and aortic and mitral

insufficiency. Fig. 5 is an example of a 14-

year-old boy, his twin brother standing next

to him, mother and another brother. This pa-

tient was originally followed in the pediatric

clinic because of a systolic murmur, and he

was considered to have either congenital

heart disease or rheumatic mitral insuffi-

ciency. The diagnosis became obvious later.
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and after several years of observations he

died, presumably from a ventricular arrhyth-

mia. Necropsy demonstrated a grossly en-

larged heart with mucoid-thickened mitral

and aortic valve leaflets. An Alcian blue stain

of the valves demonstrated an abnormal

deposition of MPS material within the struc-

tures. Extensive myocardial degeneration al-

so occurs and this damage extends to the

conduction tissue.^"* Examination of the aorta

showed marked mucoid changes, increased

MPS-stainable material, and marked destruc-

tion of aortic structure, even in individuals

without dissecting aneurysms.

Hypothyroidism. Myxedema heart dis-

ease is an example of involvement of cardio-

vascular connective tissue by a hormonal de-

fiency. Patients with myxedema demonstrate

a very diffuse involvement of connective tis-

sue throughout the body, as well as severe

changes in the cardiovascular system. Myx-
edema itself has long been recognized for its

“mucoid” nature. In a necropsy study of eight

individuals, dying without significant therapy

(most dying in myxedema coma), diffuse

and irreversible cardiac changes were evi-

dent. Five of the eight individuals demon-
strated cardiac enlargement, but this was
associated with other complications, such as

coronary atherosclerosis and hypertension.

When uncomplicated with other causes of

Cardiac Histopathology of Fatal Hypothyroidism

pericardium

myocardium

8 cases

frequency

0I23'»5678
pericardial effusion

pericardifis

basophilic degen

fiber size

brown pigmenf

polychromasia

fatfy infiltrafion

infarcf ion

inlerstilium

f I brosis

edemo

Alcian blue maferial

valves

blood vessels

mucinous deposits
|

a/or thickening

I coronary atherosclerosis

( PAS. positive moferial

Fig. 6. A summary of findings of the cardiac his-

topathology from 8 fatal cases of hypothyroidism.

Fig. 7. Glycoprotein material deposited in the myo-
cardium from a patient with myxedema heart dis-

ease. Note the diffuse destruction of the adjacent

myofibers. (PAS stain)

heart disease, the myxedema hearts were

small but dilated and flabby, weighing 150

to 250 gm. One interesting feature was the

frequency of pericarditis and pericardial ef-

fusion. Fig. 6 summarizes the cardiac histo-

pathology of these individuals, and it is clear

that there are diffuse changes in all of the

cardiovascular structures, including the peri-

cardium, interstitial tissue, valves, and blood

vessels. Coronary vessels demonstrated PAS-
stainable material within the wall of the

vessel and similar material, presumably gly-

coprotein, was found in myofiber degenera-

tion, Fig. 7. The deposition of this material

was probably the most characteristic lesion

observed in the myxedema studies. Upon
electron microscopy of the myocardium,

marked disruption of myofibers and atrophy

and degeneration of the mitochondria were

evident. Areas of perivascular fibrosis and

diffuse focal fibrosis were common.

From a clinical standpoint, these studies

point out the necessity of early recognition

and early correction of a thyroid deficiency.

In contrast to current concepts found in the

literature, where it is debated whether hypo-

thyroidism produces a particular form of

heart disease,''® chronic and severe changes

arise in the cardiovascular system, and al-

though none of the lesions may be considered

as specific, it is felt that when the variety of

lesions and extensiveness are considered they

are consistent enough to indicate a diagnosis

of myxedema. In a live patient it is the
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desire to prevent further destruction and to

modify what is reversible by early institution

of replacement therapy. The extreme myo-

cardial changes which can be found point out

the need for prompt therapy but cautiously

increasing levels of therapy.

Atherosclerosis. The last condition which

is to be briefly discussed is the role of con-

nective tissue in the pathogenesis of athero-

sclerosis. Some 20 years ago histological

studies of early fatty streaks demonstrated

an accumulation of MPS in the base of the

atheroma, perhaps as one of the earliest

changes. Anatomic studies^® show that the

atherosclerosis process begins in early child-

hood and progressively increases with age

for the general population, but individual,

racial, and sex differences are known. There-

fore, there are at least two processes occur-

ring simultaneously, that of maturation or

aging and atherosclerosis.®’*^ Both need un-

derstanding. It was possible to demonstrate

that there is a progressive increase of total

AORTIC MPS VARIATION WITH EXTENT OF

ATHEROSCLEROSIS AND TYPE OF LESION

Fig. 8. Concentration of acid mucopolysaccharides
in the inner and outer layers of aorta with increas-
ing degrees of atherosclerosis. The levels to the

left were taken from studies of aortas around age
30 years which demonstrated no grossly detectable
lesions or less than 5 per cent of the surface in-

volved with fatty streaks.
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MPS generally to about the age of 30; asso-

ciated with the early fatty streaks and fi-

brous plaques there is a further increase of the

MPS content, Fig. 8. With progressive athero-

sclerosis, onset of complicated lesions, i.e.,

calficifation, ulceration, and hemorrhage, the

content of MPS decreases.

thermore, lipids can be synthesized locally

by the connective tissue cells and then pre-

cipitated. As alluded to in a discussion of

myocardial infarction and prevention of

atherosclerosis, environmental conditions that

have to be modified, be it diet or exercise,

will have to be initiated at an early age in

order to decelerate the advancing course of

atherosclerosis.'®
The precise role of the MPS in the devel-

opment of atherosclerosis remains unknown
but it has been suggested that the changes

are a result of stress and may be one of an

inflammatory reaction by connective tissue.

It is also known that the MPS are strong,

highly charged, complex macromolecules

which can form anionic complexes with lipids

circulating in the blood. MPS-lipid complexes

occur easily in the presence of calcium and

lipoproteins and are rather insoluble. Fur-

Cardiovascular connective tissue plays an
important role in many forms of heart dis-

ease. It relation to several cardiovascular

problems has been discussed. In the future,

treatment and prevention will be directed

toward efforts to alter the biochemical

changes which occur in the cardiovascular

system at a molecular level. •

Summary
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The Wyomingdoctor* *

Claude O. Grizzle, MD,# R. S. Parker, MS,+ and Anthony Olsen, MS*

Cheyenne, Wyoming

The Mountain States Regional Medical Pro-

gram has completed a profile of Wyoming
physicians. It discloses and identifies several

health manpower needs in Wyoming pertain-

ing to Physicians. During 1967, 311 doctors

were practicing in Wyoming. Of these, 274

were in active practice but 17 were employed

by either the State or Federal government.

This left 257 doctors in active practice to min-

ister to the general health needs of an esti-

mated 338,567 persons.**

This yields a physician per 100,000 popula-

tion ratio of 76, which is considerably lower

than many other areas of the nation. In fact,

if all of the 311 physicians were actively

available to the ^general public in 1967, the

ratio would be 92, which is only 65 per cent

of the generally quoted national ratio for that

year.

Geographic Distribution of W'yoming Doctors

Wyoming certainly qualifies as a rural

!
state with 257 doctors seeing 338,567 persons

living in 97,974 square miles—an average of

;
3.4 persons per square mile. Compare this

' with the six New England States—Maine,

Vermont, Massachusetts, New Hampshire,

Rhode Island and Connecticut—which have

over 10.5 million population, but living in

• 66,608 square miles or an average of 325.2

I

persons per square mile. Whereas Wyoming

j

has an overall physician per 100,000 popula-

tion ratio of 92, these six New England States

j

have 156.

1 #Director, Wyoming Division—WICHE—Mountain States
Regional Medical Program.
tResearch Associate in Geography, Wyoming Division

—

MS/RMP.
tResearch Associate in Statistics, Wyoming Division—MS/
RMP.
*The Study was made possible through a Public Health
Service grant. The findings and conclusions do not nec-
essarily represent the views of the Service.

**Source; Gandi R. Rajender, Wyoming Trade Winds,
“Population Estimates of Wyoming Counties,” No. 39,

(March-June, 1966) p. 28.

These comparisons help to illustrate some

of the present problems in the “delivery of

medical care” in Wyoming. The problems of

the highly urban areas are those of total

numbers, neighborhood distribution and the

environmental forces that play on both doc-

tor and patient. In Wyoming, the huge area

to be served brings to bear environmental

forces of an opposite nature with new prob-

lems of increased cost in delivering medical

care not in a neighborhood but in a county,

which in Wyoming may be as large as one of

several Eastern states. The “Social Cost of

Space” is clearly illustrated. In Wyoming
two counties, Laramie and Natrona, are the

most populous with one-third of the people

and 41 per cent of the doctors. The need of

doctors to live in or near the population cen-

ters holds true with Cheyenne and Casper

ranking as our state’s largest towns.

On a similar but admittedly minuscule

scale when compared to some of the truly

urban statistics, Wyoming doctors concen-

trate in the “larger” communities. For ex-

ample, 20 per cent of the physicians practice

in towns of 2,500-5,000 population containing

13 per cent of the population. Despite this

lack of pure correlation between doctor and

people concentration, there are 37 communi-

ties in Wyoming with an average size of 5,676

population which have at least one practicing

physician. The spectrum of medical care is

met equally by specialist and general prac-

titioner in a 50-50 ratio.

Aside from the total number of doctors

available, the one statistic that the general

public looks to with real interest is the avail-

ability of medical care by the general prac-

titioner. In the two largest cities v/ith one-

third of the population, there are concentrat-

ed 60 per cent of the specialists but only 22
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TABLE 1

DISTRIBUTION OF PHYSICIANS BY
TOWN AND SPECIALTY
TOTAL PHYSICIANS

Community
Number
of G.P.s

Number of

Specialists

Total

Number
Physicians

Per cent

of Total

G.P.s

Per cent

of Total

Specialists

Cheyenne 16 43 59 10.4 27.4

Casper 18 51 69 11.7 32.5

Sub-Total 34 94 128 22.1 59.9

Laramie 11 15 26 7.1 9.6

Sheridan 6 15 21 3.9 9.6

Rock Springs 4 4 8 2.6 2.5

Rawlins 9 3 12 5.8 1.9

Sub-Total 30 37 67 19.5 23.6—
All other Towns 90 26 116 58.4 16.6

Total 154 157 311 100.0 100.0

per cent of the general practitioners. On the

other hand, 60 per cent of the general prac-

titioners live in towns smaller than 8,500.

(See Table 1)

A closer examination of the 157 special-

ists in the state, reveals that 20 per cent are

general surgeons. The general surgeons are

followed, in order, by Internal Medicine

(10.8 per cent). Ophthalmology (8.9 per cent).

Orthopedic Surgery (7.0 per cent). Radi-

ology (7.0 per cent). Obstetrics and/or Gyne-
cology (7.0 per cent). Pediatrics (5.7 per

cent). Anesthesiology (5.7 per cent). Pathol-

ogy and/or Clinical Pathology (5.1 per cent),

and Psychiatry (4.4 per cent). The above list

includes 80 per cent of all the specialists in

Wyoming. The rest of the specialties in the

state have four or less physicians.

Within the 10 specialties listed above, 60.6

per cent of the specialists are located in either

Cheyenne or Casper. This average ranges

from a low of 37.5 per cent for general sur-

geons to a high of 77.8 per cent for anesthe-

siologists.

Age Distribution of Wyoming Doctors

Be he specialist or general practitioner,

living in the small town or the big one, north

or south, east or west, the average age is

about 46 years. (See Table 2).

One of the fears has been that Wyoming
doctors are aging without replacements. In

order to better understand their problem

Table 3 was constructed. From this we see

that three states without medical schools

(Wyoming, Idaho, Montana) have a dis-

turbingly low percentage of doctors in the

age range of 24-33 years when compared with

two neighboring states (Colorado and Utah)

with medical schools. Thus it is clear that

the mean age of doctors in Wyoming, Idaho

and Montana is older because of the absence

of doctors in the 24-33 year age category. The

TABLE 2

PRIVATE PRACTICING PHYSICIANS BY AGE AND COMMUNITY SIZE

Community Size Average Age
Number of Private

Practicing Physicians

1 to 2,500 46.5 28

2,501 to 5,000 46.7 55

5,001 to 10,000 45.7 21

10,001 to 25,000 46.3 43

25,001 to 50,000 46.9 110
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TABLE 3

AGE DISTRIBUTION OF PHYSICIANS IN THE ROCKY MOUNTAIN REGION
(Per cent of State Total in Each Age Category)

Age
Categories

Wyoming
(%)

Idaho

(%)

Montana
(%)

Colorado

(%)
Utah

(%)
Region

(%)

24-33 3.3 2.3 2.8 14.2 12.5 10.8

34-43 24.2 24.8 26.4 32.1 29.5 29.9

44-53 38.0 35.4 34.9 25.9 29.7 29.2

54-63 18.2 21.3 19.3 14.0 14.6 15.7

64 & over 16.3 16.2 16.6 13.8 13.7 14.4

Total 100.0 100.0 100.0 100.0 100.0 100.0

Source: U. S. Public Health Service, Region VIH, Denver, Colorado.

important consideration here is whether the

per cent of physicians within each of these

age categories is changing over time. Uh-
fortunately, a study of the temporal char-

acteristics of Wyoming physicians has not

yet been completed.

State of Birth of Wyoming Physicians

Only 16 per cent of the doctors are natives.

Nebraska (11%) and Colorado (6%), two
neighboring states, rank next in physician

contribution. Although we derive physicians

from many states, Wyoming recruits 41 per

cent of its total number from itself or ad-

joining states.

Medical School Attended by Wyoming
Physicians

Slightly over 40 per cent of Wyoming phy-

sicians attended medical school in three

states—Nebraska (15.8%), Illinois (13.1%)

and Colorado (12.5%). The spread of states

in which Wyoming physicians attended

medical school is depicted in Map 1. In nine
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states contributing more than 10 Wyoming
physicians each, approximately 60 per cent

of the physicians attended medical school in

the state of their birth. For comparison,

native Wyoming physician predominantly

attended medical school in Colorado (32%)
and Nebraska (15%) with the remainder
traveling to a variety of other states for their

medical education.

Summary and Conclusions

The foregoing review of Wyoming doctors

portrays the profile of 257 actively private

practitioners. Follow up review of incoming
new physicians and attrition from the phy-
sician manpower pool reveal that the situa-

tion has been stable since 1967, when the

study was done. The average age is about

46 years regardless of county or region of

residence. Half or 128 physicians are general

practitioners and over half of them (60%)
reside in communities smaller than 8,500

people. Half or 129 physicians are specialists.

Of this, 60 per cent reside in the two larger

towns in Wyoming—Casper and Cheyenne

—

and only 17 per cent of the specialists reside

in towns smaller than 8,500 people.

The low physician per 100,000 population

ratio of 76 for actively practicing practition-

ers, the small number of young physicians

between ages 24-33 compared to states with
medical schools and the fact that 41 per cent

of the total physicians in Wyoming were born
either in Wyoming or adjacent states suggests

that for growth of the effective physician

supply, Wyoming needs to recruit from with-

in its own area to attract young physicians to

the State and to work toward the establish-

ment of a program to increase the medical
educational opportunities for its young
people. •
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Denver Phys'ician is ^‘Alumnus of Year”

Dr. Charles Bowden Kingry, Denver Patholo-
gist, has been named “Alumnus of the Year” at

Samford University, Birmingham, Alabama. He
has practiced medicine in Denver since 1934.

Dr. Kingry is a 1931 graduate of the Univer-
sity of Colorado School of Medicine. With Sanford
Withers, he organized the Colorado Cancer Edu-
cation Program, and later served as Colorado’s

representative to the National Cancer Society. He
is a member of the Denver and Colorado Medical
Societies, a F^low of the American Medical Asso-
ciation, a member of the College of American
Pathologists, and a Fellow of the American Society

of Clinical Pathologists.

Dr. Kingry is a 1913 graduate of Samford and
also took the MA degree from the Birmingham
schooL

Utah

Dr. Robert D. Preston, prominent Salt Lake
physician, died May 24, 1969, at the age of 44.

Born July 30, 1924, in Logan, Utah, he was the
son of William B. and Mable Amussen Preston. He
married Marian Carlisle on June 18, 1946.

A graduate of the University of Dubuque, Dr.
Preston received his medical education at the
University of Nebraska College of Medicine. He
had also attended Utah State University. Dr.
Preston practiced medicine in Garland, Utah for

five years before coming to Salt Lake City. He
was a member of the American, Utah State, and
Salt Lake County Medical Associations, as well
as the American Academy of General Practice.
Dr. Preston was a veteran of World War 11 and
the Korean War, and served for two years as a
medical officer in the U. S. Navy.

Survivors include his widow and five children:
Craig, James, Douglas, Debbie, and Bonnie Jean,
all of Salt Lake City. Also surviving are his
mother residing in Logan, and two brothers and
a sister, William B., Salt Lake City; Richard A.,
Santa Ana, Calif., and Mrs. Howard (Barbara
Ann) Cole, Livermore, Calif.

Albuquerque Teenager Wins
Top AMA Honors

A 16-year-old Albuquerque student, Greg
Kauffman, a junior at Albuquerque High School,
was named one of the two top winners of the
awards presented by the American Medical Asso-
ciation at the 20th International Science Fair May
5-9 in Fort Worth, Texas.

He was selected by a team of judges from
the AMA Council on Scientific Assembly for his
exhibit on “Pyelonephritic Recurrence,” entered
as a finalist from the North Western New Mexico
Regional Science Fair. His co-winner, Cathy Jen-
nemann, also a junior and 16, from Monte Cassino
High School in Tulsa, Okla., won for her study of
“Possible Deafness from Everyday Noise.”

They were selected from a field of 391 con-
testants from regional, state and foreign science
fairs in 46 states, the District of Columbia, Canada,
Germany, Japan, Peru, Puerto Rico, Sweden and
Switzerland. In addition to their citations, Mr.
Kauffman and Miss Jennemann will be the hon-
ored guests of the AMA at its 118th Annual Con-
vention in New York City July 13-17 and they
will present their studies in the Scientific Exhibit
in the Coliseum.

Mr. Kauffman’s exhibit investigated the mode
of recurrence of pyelonephritis, causes of recur-
rence and applications concerning protoplast or

“L” forms—tissue cultures research and the use
of tissue culture antibodies in improved thera-

peutic technics.

The AMA participates in the annual Interna-

tional Science Fair as an adjunct to its continuing

program to attract talented students to the study

of medicine and the health sciences.
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Colorado Medical Society

OFFICERS 1968-69—Terms of Officers and Committeemen
expire at the Annual Session of the year indicated. Where no
year is indicated the term is for one year only and expires at
the 1969 Annual Session.

President; William M. Covode, Denver.
President-elect: John M. Wood, Englewood.
Vice President: Joseph S. Pollard, Colorado Springs.

Treasurer: Edward B. Diddle, Colorado Springs, 1971.

Constitutional Secretary: Marvin E. Johnson, Denver, 1969.

Delegates to the American Medical Association; Kermeth C.
Sawyer, Denver, Dec. 31, 1970 (Alternate: Robert E. McCurdy,
Denver): Harlan B. McClure, Lamar, Deceased, Dec. 13,
1968, (vacancy to be filled): (Alternate: Vernon B. Bolton,
Colorado Springs)

; Gatewood Milligan, Englewood, Dec. 31,
1969, (Alternate Ray G. Witham, Craig).

Speaker, House of Delegates: Robert G. Bosworth, Jr., Denver.
Vice Speaker, House of Delegates: Harlan B. Huskey, Fruita.

Foundation Advocate: James P. Rigg, Sr., Grand Junction.

Historian; Richard Whitehead, Denver.
Historian Emeritus: Bradford Murphey, Denver.
Scientific Editor for Colorado and Chairman of the Editorial
Board, Rocky Mountain Medical Journal: Douglas W.
Macomber, Denver.

Assistant Scientific Editor for Colorado, Rocky Mountain
Medical Journal: Carl H. McLauthlin, Denver.
Executive Secretary: Donald G. Derry, 1809 E. 18th Ave.,
Denver, Office Telephone 399-1222 (303)

.

Montana Medical Association

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Mark B. Listerud, Wolf Point

President-Elect: Oscar A. Swenson, Sidney
Vice-President: Richard L. Peterson, Hamilton
Secretary-Treasurer: John A. Newman, Butte
Assistant Secretary-Treasurer: Robert P. Yost, Missoula
Delegate to the A.M.A.: Herbert T. Caraway, Billings

Alternate Delegate to the A.M.A.: Robert W. Thometz, Butte
Executive Committee: Mark B. Listerud, Wolf Point, Chair-
man; Herbert T. Caraway, BUlings; John A. Newman, Butte;
Richard L. Peterson, Hamilton; Oscar A. Swenson, Sidney;
Robert P. Yost, Missoula; Robert W. Thometz, Butte; Alfred
M. Fulton, Billings; Albert L. Vadheim, Bozeman.
Soientiflo Editor, Rocky Mountain Medical Journal: Warren
D. Bowman, Jr., Billings

Associate Editor, Rocky Mountain Medical Journal: L. Russell
Hegland, Billings

Executive Secretary: L. Russell Hegland, 1236 North 28th St.
(P. O. Box 1692) Billings 59103. Office Telephone 259-2583

Nevada State Medical Association
OFFICERS—-1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Harry J. McKinnon, Jr., Las Vegas.
President-elect: V. A. Salvadorini, Reno.
Secretary-Treasurer: John P. Sande, Reno.
Delegate to A.M.A.: Leslie A. Moren, Elko.
Alternate Delegate to A.M.A.: Kenneth E. Turner, Las Vegas.
Immediate Past President: Richard A. Petty, Carson City.

Scientific Editor for Nevada, Rocky Mountain Medical Journal:
Harry J. McKinnon, Las Vegas.
Assistant Scientific Editor for Nevada, Rocky Mountain Medical
Journal; Wesley W. Hall. Reno.
Associate Editor, Rocky Mountain Medical Journal: Nelson B.
Neff, Reno.

Executive Secretary: Mr. Nelson B. Neff, 3660 Baker Lane,
Reno. Telephone 323:6788.

New Mexico Medical Society

OFFICERS—1969-70—Terms of officers and committeemen
expire at the Annual Session in the year Indicated. Whereno year is indicated the term is for one year only and
expires at the 1970 Annual Session.

President: Hugh B. Woodward, Albuquerque.
President-Elect; Harry D. Ellis, Santa Fe.

Secretary-Treasurer; James R. Gay, Albuquerque.
Immediate Past President: Earl B. Flanagan, Carlsbad.
Speaker, House of Delegates: Ronald V. Dorn, Albuquerque.
Vice Speaker, House of Delegates: William J. Hossley, Deming.
Delegate to A.M.A.: Allan L. Haynes, Clovis.

Alternate Delegate to A.M.A.: Emmit M. Jennings, Roswell.
Scientific Editor tor New Mexico, Rocky Mountain Medical
Journal: Marcus J. Smith, Santa Fe.

Assistant Scientific Editor for New Mexico: William S.
Curran, Albuquerque.

Associate Editor for New Mexico: Ralph R. Marshall, Albu-
querque.

Executive Secretary: Mr. Ralph R. Marshall, 3010 Monte Vista
Blvd., NE, Albuquerque; Telephone 265-84^, area code 505.

Utah State Medical Association

OFFICERS 1968-69 — Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Homer E. Smith, Salt Lake City

President-elect: John H. Rupper, Provo
Secretary ’70: Alan E. Lindsay, Salt Lake City

Treasurer ’69: Ralph C. Richards, Salt Lake City

Additional Trustees: Box Elder County Medical Society, W. R.
Merrell, Brigham City; Cache Valley Medical Society, Merrill
C. Daines, Logan; Carbon County Medical Society, Boy W.
Robinson, Price; Central Utah Medical Society, Gene E.
Speakman, Mt. Pleasant; Davis County Medical Society, Noall
Z. Tanner, Layton; Salt Lake County Medical Society, Russell
M. Nelson, Salt Lake City; Southeastern Utah Medical So-
ciety, Paul R. Mayberry, Moab; Southern Utah Medical So-
ciety, L. V. Broadbent, Cedar City; Uintah Basin Medical
Society, Terry M. Buxton, Roosevelt; Utah County Medical
Society, W. Doyle Cranney, Orem; Weber County Medical
Society, L. D. Nelson, Ogden.

Past President: Drew M. Petersen, Ogden
Delegate to AMA: Drew M. Petersen, Ogden
Alternate Delegate to AMA: Merrill C. Daines, Logan
Chairman of the Board, Blue Shield of Utah; Wallace S.

Brooke, Salt Lake City.

Speaker, House of Delegates: J. Clare Hayward, Logan
Vice Speaker, House of Delegates: WUliam R. Christensen,
Salt Lake City

Scientific Editor for Utah, Rocky Mountain Medical Journal:
Alan E. Lindsay, Salt Lake City.

Associate Editor, Rocky Mountain Medical Journal: Mr.
Hoyt W. Brewster, Salt Lake City.

Executive Secretary: Mr. Hoyt W. Brewster, 42 South Fifth

Blast, Salt Lake City, telephone EL 5-7477.

Wyoming State Medical Society

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Henry N. Stephenson, Newcastle.

President-elect: John J. Corbett, Casper.

Vice President: Fenworth M. Downing, Sheridan.

Secretary: William G. Erickson, Lander.

Treasurer: Duane M. Kline, Cheyenne.

Delegate to AMA: Harlan B. Anderson, Casper.

Alternate Delegate to AMA: Thomas A. Nicholas, Buffalo.

Speaker of the House: Roy W. Holmes, Casper.

Vice Speaker of the House: Goode R. Cheatham, Jr., Casper.

Scientific Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Francis A. Barrett, Cheyenne.

Associate Editor for Wyoming, Rocky Mountain Medical Jonr-

nal: Mr. Arthur R. Abbey, Cheyenne.

Legal Counsel: Byron Hirst, Cheyenne.

Public Relations Consultant: Mr. BUI Anderson, Cheyenne.

Executive Secretary: Mr. Arthur R. Abbey, Box 2266, Chey-
enne 82001. Office telephone 632-5525.
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THE COUNCIL: Composition of the Council shall be the
Councilors elected by the component societies, the President,
President-elect, Vice President, Secretary, Treasurer, the
Immediate Past President, the Delegate and the Alternate
Delegate to the American Medical Association. The Speaker
and Vice Speaker of the House wiU be ex-officio members.
The President of the Society shall be the President of the
Council.

THE JUDICIAL DEPARTMENT
GRIEVANCE COMMITTEE: Paul R. Yedinak, Rock Springs,
Chairman, 1969; Ray K. Christensen, Worland, 1970; James
E. Stoetzel, Pine Bluffs, 1971.

COUNCIL ON MEDICAL SERVICES: James E. Stoetzel, Pine
Bluffs, Chairman, 1969; Thomas T. McGranahan, Laramie,
1969; William G. Erickson, Lander, 1970; Goode R. Cheatham,
Casper, 1970; Kent Christensen, Casper, 1970.

COMMITTEES OF THE COUNCIL-
PUBLIC HEALTH: Arthritis and Rheumatism; Blood Banks;
Cancer; Child Health; Geriatrics; Gottsche Foundation; Ma-
ternal Health; National Foundation; Rheumatic Fever; Rural
Health; Wyoming Society for Crippled Children and Adults;
Crippled Children’s Division, Wyoming State Health Depart-
ment; Tuberculosis; Unification of Volunteer Health Groups:
Oscar J. Rojo, Sheridan, Chairman; Nels Vicklund, Ther-
mopolis; William Wahl, Cheyenne; Robert Fowler, Casper;
Harry C. Crawford, Cheyenne.

MEDICINE AND RELIGION: Robert Bowden, Casper, Chair-
man; Dean Holt, Evanston; John R. Nye, Laramie; S. J.

Giovale, Cheyenne.

PUBLIC SAFETY: Athletic and School Health; Health Educa-
tion; Home, Highway, and Water Safety; Medical Advisory to
Wyoming Motor Vehicle Department; John H. Froyd, Worland,
Chairman; Bernard Sullivan, Laramie; Harlan B. Anderson,
Casper; Ray K. Christensen, Powell: Karl Hunt, Riverton;
C. R. Wise, Cheyenne; Bill Iserman, Douglas.

Emergency Health Services: Laurence W. Greene, Jr.,

Laramie, Chairman; Region No. 1, (Laramie, Platte and
Goshen) : G. W. Rounsborg, Torrington; Region No. 2, (Al-
bany and Carbon) : William Bennett, Laramie; Region No. 3,

(Sweetwater, Uinta, Lincoln, and Sublette): Frank J. Ber-
toncelj. Rock Springs; Region No. 4, (Fremont and Teton):
Bernard D. Stack, Riverton; Region No. 5, (Hot Springs,
Washakie, Big Horn, and Park): A. A. Engelman, Worland:
Region No. 6, (Sheridan, Johnson, Campbell, Crook, and
Weston): Fred J. Araas, Sheridan; Region No. 7, (Natrona,
Converse, and Niobrara! : George M. Knapp, Casper.

COUNCIL ON EXECUTIVE, GOVERNMENTAL AFFAIRS AND
ECONOMICS; Thomas A. Nicholas, Buffalo. Chairman, 1970;
Bernard Sullivan, Laramie, 1970; Robert L. Fernau, Riverton,
1970; James Haller, Cheyenne, 1969; John H. Froyd, Worland,
1969.

COMMITTEES OF THE COUNCIL-
ADVISORY ON WOMAN’S AUXILIARY: H. N. Stephenson,
Newcastle, Chairman; James E. Stoetzel. Pine Bluffs; John
J. Corbett, Casper; Francis A. Barrett, Cheyenne.

ADVISORY ON WORKMEN’S COMPENSATION: Paul J.

Preston, Cheyenne, Chairman; Judicial District No. 1, (Lara-
mie, Platte, and Goshen): WiUiam Wilson, Wheatland; Judi-
cial District No. 2, (Albany, Carbon, and Sweetwater) : Wil-
liam Bennett, Laramie; Judicial District No. 3, (Uinta, Teton,
Sublette, and Lincoln) : J. Thomas Johnston, Pinedale; Dean
Holt, Evanston; Judicial District No. 4, (Sheridan, Campbell,
and Johnson) : John Knebel, Buffalo; Judicial District No. 5,

(Big Horn, Washakie, Hot Springs, and Park) : John H. Froyd,
Worland; E. Chester Ridgway, Cody; Judicial District No. 6,

(Crook, Weston, and Niobrara): Willis M. Franz, Newcastle;
Judicial District No. 7, (Converse, Natrona, and Fremont):
George M. Knapp, Casper.

INSURANCE AND RETIREMENT COMMITTEE: Insurance
and Retirement Plan: James W. Barber, Cheyenne, Chair-
man: David M. Flett, Cheyenne; Francis A. Barrett, Chey-
enne; Robert H. Bowden, Casper; Fenworth M. Downing,
Sheridan; Blue Cross Trustees: Richard N. Winger, Cheyenne,
1970; Duane M. Kline, Cheyenne, 1971; Blue Shield Trustees;
Thomas Nicholas, Buffalo, 1969; Fenworth Downing, Sheridan,
1970; Judge Harry S. Hamsberger, Cheyenne, 1969; Laverne
Boal, Upton, 1970; Ray K. Christensen, Powell, 1971; R. L.
Femau, Riverton, 1970; Howard Flitner, Greybull, 1971;
William Hinrlchs, Douglas, 1969; Roy W. Holmes, Casper, 1971;
H. T. Person, Laramie, 1971; Henry Stephenson, Newcastle,
1069; Paul Yedinak, Rock Springs, 1970.

LEGISLATION COMMITTEE: Norman R. Black, Cheyenne,
Chairman: James W. Barber, Cheyenne; Francis A. Barrett,
Cheyenne; S. J. Giovale, Cheyenne; Thomas Nicholas, Buf-
falo; Claude O. Grizzle, Cheyenne; Byron Hirst, Cheyenne;
Ted Johnston, Cheyenne; Goode R. Cheatham, Casper; Fen-
worth M. Downing, Sheridan; William R. Wahl, Cheyenne;
H. S. Jackman. Rock Springs.

MILITARY AND VETERANS’ AFFAIRS COMMITTEE: Ad-
visory to Selective Service: Duane M. Kline. Cheyenne,
Chairman, 1970; Veterans Care: George M. Knapp, Casper,
Chairman, 1969; Duane M. Kline, Cheyenne, 1970; John H.
Story, Lovell, 1971.

NOMINATING COMMITTEE: John J. Corbett, Casper, Presi-
dent-elect, Chairman. All present officers (President Vice
President, Secretary, and Treasurer). All past-presidents
past-secretaries, and past-treasurers. Chairmen of the follow-mg 4 county delegations: Sheridan, Natrona, Northeast and
Platte.

PUBLIC RELATIONS COMMITTEE: Ray K. Christensen,
Powell, Chairman; S. J. Giovale, Cheyenne; Francis A
Barrett, Cheyenne; Frank W. Laird, Cheyenne; William
Erickson, Lander; Howard P. Greaves, Rock Springs; AU 1968-
1989 County Medical Society Presidents.

STATE INSTITUTIONS COMMITTEE: State Hospital Ad-
visory: William N. Karn, Jr., Evanston, Chairman; Respon-
sible for obtaining reports from the following State Insti-
tutions: State Prison, Rawlins: Pioneer Home, Thermopolis;
State Industr.ial Institute, Worland; Tuberculosis Sanatorium
and Geriatrics Division, Basin; State Hospital, Evanston; State
Training School, Lander; Wyoming Girls’ School, Sheridan;
Soldiers’ and Sailors’ Home, Buffalo; Wyoming Children’s
Home, Casper (State Orphanage).

STUDENT LOAN FUND COMMITTEE: Members of the Coun-
cil.

COUNCIL ON RESEARCH, ORGANIZATION AND SCIEN-
TIFIC PROGRAM: Donald F. Mahnke, Casper, Chairman, 1969;
Dan R. Greer, Cheyenne, 1969; James W. Baltzell, Rawlins,
1970; Theodore Johnston, Cheyenne, 1970; Karl Hunt, River-
ton, 1970.

COMMITTEES OF THE COUNCIL—
AMA EDUCATION AND RESEARCH FOUNDATION COM-
MITTEE; (One from each component society) Goshen—Kayo
Smith, Torrington, Chairman; Albany—Laurence W. Greene,
Jr., Laramie; Carbon—James W. Baltzell, Rawlins; Converse

—

Wm. A. Hinrichs, Douglas; Fremont—Robert L. Femau, River-
ton; Johnson—Patrick Nolan, Buffalo; Laramie—C. R. Wise,
Cheyenne; Natrona—Donald F. Mahnke, Casper; Northeast

—

Virgil L. Thorpe, Newcastle; (Includes Campbell, Crook, and
Weston Counties) Northwest—E. Chester Ridgway, Cody;
(Includes Hot Springs, Big Horn, Washakie, and Park) Platte
—William D. Wilson, Wheatland; Sheridan—Richard H.
MacLean, Sheridan; Sweetwater—Paul R. Yedinak, Rock
Springs; Teton—William W. Elmore, Jackson; Uinta—Dean A.
Holt, Evanston.

CONSTITUTION AND BY-LAWS COMMITTEE: Harlan B.
Anderson, Casper, Chairman; John H. Froyd, Worland; S. J.

Giovale, Cheyenne; Roy W. Holmes, Casper.

CREDENTIALS COMMITTEE: William G. Erickson, Lander,
Secretary, Chairman; Fenworth M. Downing, Sheridan, Vice
President; Duane M. Kline, Cheyenne, Treasurer.

HISTORICAL COMMITTEE: S. J. Giovale, Cheyenne, Chair-
man; Harlan B. Anderson, Casper.

MEMORIAL COMMITTEE: Lawrence J. Cohen, Cheyenne,
Chairman.

ORIENTATION PROGRAM COMMITTEE; Fenworth M. Down-
ing, Sheridan, Vice President, Chairman; Lawrence J. Cohen,
Cheyenne: (Director State Department of Fhiblic Health);
William N. Kam, Evanston; Mr. Arthur R. Abbey, Mr. Byron
Hirst.

PROGRAM AND ENTERTAINMENT COMMITTEE: Henry
N. Stephenson, New Castle, President, Chairman; John J.

Corbett, Casper, President-elect; Fenworth M. Downing,
Sheridan, Vice President; William G. Erickson, Lander,
Secretary; Duane M. Kline, Cheyenne, Treasurer; Harlan B.
Anderson, Casper, Delegate to AMA; Thomas Nicholas, Buf-
falo, Alternate Delegate to AMA; Francis A, Barrett, Chey-
enne, Chairman for Entertainment; Members Research, Or-
ganization and Scientific Program Committee.

ROCKY MOUNTAIN MEDICAL CONFERENCE COMMITTEE:
John H. Story, Lovell, Chairman, 1969; G. R. Splller, Ther-
mopolis, 1969; Patrick David Nolan, Buffalo, 1970; John R.

Nye, Laramie, 1970; Howard P. Greaves, Rock Springs, 1971.

SCIENCE FAIR COMMITTEE: Herbert Jackman, Rock Springs,

Chairman; Charles G. Vivion, Jr., Laramie; Louis G. Booth,
Sheridan.

TIME AND PLACE COMMITTEE: John J. Corbett, Casper,

President-elect, Chairman: Henry N. Stephenson, Newcastle,
President: Fenworth M. Downing, Sheridan, Vice President;

William Erickson, Lander, Secretary: Duane M. Kline, Chey-
enne, Treasurer; Harlan B. Anderson, Casper, Delegate to

AMA; Thomas Nicholas, Buffalo, Alternate Delegate to AMA;
Chairman of the Northwest Delegation; Chairman of the

Teton Mountain Delegation; Chairman of the Fremont County
Delegation.

SPECIAL COMMITTEES:
COMMITTEE TO COMBAT HEALTH MISINFORMATION:
Laurence W. Greene, Jr., Laramie, Chairman; G. W. Rouns-

borg, Torrington; Francis A. Barrett, Cheyenne; Orson L.

Treloar, Afton; Goode R. Cheatham, Casper; R. D. Bloemen-
daal, Cody; William D. Wilson, Wheatland: Paul R. Yedinak,

Rock Springs; Ray K. Christensen, Powell; Virgil L. Thorpe,

Newcastle; Karl Hunt, Riverton; John H. Froyd, Worland.
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COMMITTEE TO STUDY ABORTION LAW CHANGES: John
Froyd, Worland, Chairman; Harry C. Crawford, Cheyenne;
Goode R. Cheatham, Casper; Bane T. Travis, Cheyenne;
Robert Fowler, Casper; Willis Franz, Newcastle.

COMMITTEE FOB THE STUDY OF ADMINISTRATION:
Bernard Sullivan, Laramie, Chairman; John J. Corbett, Cas-
per; Paul R. Yedinak, Rock Springs; William D. Wilson,
Wheatland; John H. Froyd, Worland; Thomas Nicholas,
Buffalo.

GOVERNMENTAL AFFAIRS AND TITLE XIX COMMITTEE:
Ray K. Christensen, Powell, Chairman: Thomas Nicholas,
Buffalo: William Wahl, Cheyenne; Theodore Johnston, Chey-
enne: Fenworth M. Downing, Sheridan; Donald Hunton,
Cheyenne; Goode R. Cheatham, Casper; James W. Baltzell,

Rawlins; William D. Wilson, Wheatland.

MENTAL HEALTH COMMITTEE: James G. Haller, Cheyenne,
Chairman: William N. Kam, Evanston; Donald J. Morrison,
Sheridan; Lawrence J. Cohen, Cheyenne.

MALPRACTICE COMMITTEE: Paul R. Yedinak, Rock Springs,
Chairman; James E. Stoetzel, Pine Bluffs; Harlan B. Ander-
son, Casper; Richard MacLean, Sheridan.

SPECIAL ADVISORY COMMITTEE TO CHILDREN—STATE
HEALTH DEPARTMENT: James K. Fisk, Cheyenne, Chair-
man; Paul J. Preston, Cheyenne: Robert Fowler, Casper;
Richard MacLean, Sheridan: James E. Stoetzel, Pine Bluffs.

SPECIAL ADVISORY COMMITTEE FOB DIABETES CAMP:
John R. Nye, Laramie, Chairman; Donald Hunton, Cheyenne;
Brendan P. Phibbs, Casper; Chris James Ghicadus, Laramie:
John A. Knebel, Buffalo.

SPECIAL COMMITTEE TO STUDY STATE GOVERNMENT
REORGANIZATION: Roy W. Holmes, Casper, Chairman”
Donald F. Mahnke, Casper; Donald Hunton, Cheyenne; Kayo
Smith, Torrington; E. Chester Ridgway, Cody; James W
Barber, Cheyenne.

SPECIAL WICHE COMMITTEE: Francis A. Barrett, Cheyenne,
Chairman; Paul R. Yedinak, Rock Springs; William Erick-
son, Lander; Virgil L. Thorpe, Newcastle.

UTILIZATION REVIEW COMMITTEE: George Knapp, Casper,
Chairman; Roy W. Holmes, Casper; Martin Ellbogen, Casper;
William Wahl, Cheyenne; William D. Wilson, Wheatland.

LIAISON TO NURSING ASSOCIATION: William D. Wilson,
Wheatland, Chairman; John J. Corbett, Casper; Virgil Thorpe,
Newcastle.

LIAISON COMMITTEE FOR WYOMING HOSPITAL ASSO-
CIATION: James Stoetzel, Pine Bluffs, Chairman; Roy W.
Holmes, Casper; Richard MacLean, Sheridan; Howard P.
Greaves, Rock Springs.

INDUSTRIAL HEALTH: Thomas A. Nicholas, Buffalo, Chair-
man; Brendan P. Phibbs, Casper; Harlan B. Anderson, Casper;
Paul R. Yedinak, Rock Springs; Henry Tsumagari, Cheyenne;
Kent Christensen, Casper; Donald Jacobson, Casper.

LIAISON TO NURSING HOME ASSOCIATION: Roy W.
Holmes, Casper, Chairman; Thomas A. Nicholas, Buffalo;
Ray K. Christensen, Powell; Paul R. Yedinak, Rock Springs;
John J. Corbett, Casper.

OPHTHALMOLOGY: Fenworth M. Downing, Sheridan, Chair-
man; Royce D. Tebbet, Casper; Theodore Johnston, Cheyenne.

Reno Surgical Society Resumes Annual Meeting After

Five Year Lapse

The Reno Surgical Society’s Sixteenth Annual Conference will be held on the

21, 22 and 23 of August 1969. The Scientific portions of the meeting will occupy the

mornings from 8:00 a.m. to 12:00 noon, leaving the afternoons free for various recrea-

tional activities. All registrants and their wives will be guests of the society at a

dinner in Virginia City on Thursday night, August 21, and at a banquet at the

Hidden Valley Country Club on Friday night, August 22. The society will host a

breakfast with the speakers on the morning of August 22. A program has been

arranged for registrants’ wives during the hours of the scientific sessions. Registra-

tion $50.00.

Scientific speakers will be George S. Baker, MD, Senior Consultant, Section of

Neurological Surgery, Mayo Clinic, Rochester, Minnesota; John F. Alksne, MD,
Division of Neurological Surgery, Medical College of Virginia; C. R. Stephen, MD,
Professor of Anesthesiology, University of Texas, South Western Medical School,

Dallas, Texas; O. Spurgeon English, MD, Professor of Psychiatry, Temple University

School of Medicine; Robert J. Freeark, MD, Director, Cook County Hospital and

Professor of Surgery, Northwestern University; C. B. McVay, MD, Yankton Clinic,

Yankton, South Dakota; Albert A. Kattus, Jr., MD, Chief, Division of Cardiology,

Department of Medicine, School of Medicine, The Center for the Health Sciences,

Los Angeles, California; and Roy Cohn, MD, Professor of Surgery, Stanford Univer-

sity Medical Center, Stanford, California.

The Conference Site is the Pioneer Theater Auditorium, Reno, Nevada.
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WHAT IS LEASING??

1. Minimum Cash Outlay.

2. Tax Advantages.

B. Option to Buy.

ALL MAKES— ALL MODELS.

EXCEPT THIS ONE!

Let one of our Lease Consultants

give you the Facts with

No Obligation.

Call Collocf 388-5401 — Ask for

Chuck Kocsis.

ST. CLAIRE MOTOR LEASING
6950 E. Colfax Avenue

Denver, Colorado

In 1967 almost 45,000 new active cases were re-

ported. Isn’t that a good reason to make tuberculin

testing with the white LEDERTINE^“ Applicator a rou-

tine part of your physical examinations?

TUBERCULIN, TINE TEST
(Rosenthal) with Old Tuberculin

Precautions: With a positive reac-
tion, consider further diagnostic
procedures. Use with caution in per-
sons with active tuberculosis or
known allergy to acacia. Vesicula-
tion, ulceration, or necrosis may
occur at the test site in highly sen-
sitive persons.

LEDERLE LABORATORIES
A Oivi$i@n of American Cyanamid Company, Pearl River, New York

472-9

PUBLICATION PRINTING . . .

N EWSPAPERS • MAGAZINES

ANNUALS • QUARTERLIES

BOOKLETS • BROCHURES

REPORTS • ROSTERS • PROGRAMS

HANDBOOKS • CATALOGUES

•

EDITORIAL ASSISTANCE • BINDING

ART DEPARTMENT • MAILING

Publishers Press, Inc.
Randall O. Hunt
Charles O. Voigt, Jr.

1830 CURTIS DENVER 534-4257

You
Can
Order

REPRINTS
of any feature or advertisement

appearing in

The Rocky Mountain Medical Journal.

Orders must be placed within 15 days after

date of publication. Minimum charge applies

for 100 copies or less.

The cost is very reasonable.

For further information write to

—

The Rocky Mountain

Medical Journal
1809 East 18th Avenue

Denver, Colorado 80218
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WANT ADS
LICENSED PHYSICIAN: Experienced or willing to learn Phase

I clinical testing of experimental drugs in a permanent
Research Unit operated by the University of Montana
Foundation. The Unit opened under full-time M.D. direction
in February, 1968, and there is now need for a full-time
Associate Medical Director. Regular 5-day work week with
outstanding fringe benefits. Salary negotiable to $24,000. Op-
portunity for University association. Contact James D. Moore,
M.D., Deer Lodge Research Unit, P.O. Box 149, Deer Lodge,
Montana 59722. 569-3-3

GENERAL PRACTITIONER—desires physician with surgical
knowledge. Located in the Heart of World’s best hunting

and fishing, also wonderful skiing. Exceptional opportunity

—

could use two physicians inunediately. Office space in hos-
pital building. Contact: S. A. Thomas, Administrator, Star
Valley Latter-day Saints Hospital, Afton, Wyoming 83110.

369-10-5B

OPPORTUNITY FOR CAREER in occupational medicine with
large corporation. Multiple locations. Salary plus fringes.

Immediate openings in three locations. Give resume. Write
P. O. Box 669-3-3B, Rocky Mountain Medical Journal, 1809
E. 18th Avenue, Denver, Colorado 80218. 669-3-3B

FOR RENT—1,800 sq. ft. in new but established professional
building with ample parking area. Presently set up for

two men. Located on Ralston Road in Arvada, Colorado.
Phone 424-4567 for additional information 569-6-3B

DISTRICT AND EMERGENCY ROOM PHYSICIANS—The
Amarillo Hospital District has positions open for District

and Emergency Room Physicians. We operate a 275-bed gen-
eral hospital and a 100-bed adult psychiatric hospital. Com-
pensation is open and may be engaged on a retainer or
contractural basis. Contact: Mr. Don Pipes, Personnel Di-
rector, Northwest Texas Hospital, P. O. Box 1110, Amarillo,
Texas 79105. 669-1-TFB

FOR SALE: Hill-top home and office of former Medical
Doctor (now deceased), by owner. Ample parking, re-

tirement community and needs services of another M.D. For
information write Box 319, Williamsburg, New Mexico 87942.

769-7-6B

GENERAL PRACTICE AVAILABLE: Albuquerque, New
Mexico. Leaving for residency: net income $150,000; office

to lease: immediate possession. Call (505) 265-6900. 769-6-2

PATHOLOGY RESIDENCIES AND INTEIRNSHIPS available
in 600 bed general hospital. Fully approved four year pro-

gram in anatomical and clinical Pathology. Average annual
specimens and tests—348,587. Interns—$6,300; residents $8,100
up. Board and laundry. Charles B. Mitchell, M.D., Director
of Laboratories. Harris Hospital, 1300 West Cannon, Fort
Worth, Texas 76104. 169-7-12B

SPECIALISTS NEEDED to round out comprehensive health
facilities in delightful medium sized medically Isolated great

plains community. We have surgeon and pediatrician. Need
internist, OB-GYN, ENT, eye, radiologist, urologist and
orthopedist. We need men willing to pioneer. Call collect or
write B. S. Bordman, M.D. 336-7423, Lamar, Colorado.

769-9-3

ANESTHESIOLOGY RESIDENCIES avaUable—FuUy approved
two year program in 600 bed general hospital includes

neurosurgery, thoracic, and cardiovascular surgery. Annual
anesthetics administered—over 13,000. Stipend—$8,100 and
$9,300. Board and laundp^. A. N. Heinrichs, M.D., Director,
Department of Anesthesia, Harris Hospital, 1300 West Can-
non, Fort Worth, Texas 76104. 169-8-12B

WANTED: A general practitioner to practice in a town of
10,000 with a new 110-bed hospital. Independent clinic with

$15,0(X) annual salary plus free furnished office for six months.
Pleasant, stable community in northern Rocky Mountain, area
with good schools and communications. Write; W. H. Randall,
M.D., Miles City Clinic, Miles City, Montana 59301. 369-6-6

OPENING FOR GENERAL PRACTITIONER, Internist and
pediatrician, 125-bed JCHA accredited hospital, new services

addition planned; new Rehab center; on I-80S; 125 miles N.E.
Denver; all skiing 3-5 hours, on mainline UPRR Denver-
Chicago. Write or call. Dr. Dirk Timmermans, 615 Fairhurst,
Sterling, Colorado 80751. 569-7-3

WANTED: G. P. to join Fort Morgan Medical Group, Fort
Morgan, Colorado 80701. Opportunity for full partnership.

Write: Box 369-2-6, Rocky Mountain Medical Journal, 1809
E. 18th Avenue, Denver, Colorado 80218. 369-2-6

WANTED: General Surgeon for association with an established
group near Denver. Opportunity for full partnership.

Write: Box 369-1-6, Rocky Mountain Medical Journal, 1809
E. 18th Avenue, Denver, Colorado 80218. M9-1-6

CENTRALLY LOCATED
For ttie medical and dental professions

REPUBLIC BUILDING CORPORATION

Here, in the heart of down-
town Denver, the Republic Build-

ing is the best-known Medical-

Dental Center in the Rocky
Mountain West, complete with

24-hour operation. X-ray; patho-

logical and dental laboratories,

pharmacy, drug and supply

stores.

With the completion of the

new 500-car, self-service parking

facility, the Republic Building

—

designed and operated for the

medical and dental professions-—

offers the ultimate in patient-con-

venience and medical facilities.

Space is available. Ask for

illustrated brochure.

1624 TREMONT PLACE, DENVER, COLORADO 80202
PHONE 534-5271
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GENERAL SURGEON, INTERNIST. & GENERAL PRACTI-
TIONER needed for 7-man group in central Wyoming.

Prefer young men with military obligation completed; salary
leading to early partnership. Well equipped facilities include
a 65-bed J.C.H.A. accredited county hospital. Progressive
community, new Jr. college, area population 20,000; un-
limited outdoor recreational opportunities. Send resume and
references to Medical Director, Wind River Medical Group,
1202 East Jackson, Riverton, Wyoming. 669-7-2B

RADIOLOGIST DESIRES to locate in Rocky Mountain area.
Prefer Colorado. Interested in practicing in rural area

where there is winter and summer sports. Would consider
a resort area. Desire solo practice only. Presently I am
Director of Radiology in a large hospital situated in a metro-
politan area. Board Certified in Radiology and Nuclear Medi-
cine. I desire to move out of the big city. Address all replies
to box number 669-8-3B, Rocky Mountain Medical Journal.
1809 E. 18th Avenue, Denver, Colorado 80218. 669-8-3B

GENERAL PRACTICE AVAILABLE. We wish to make it

known that the practice, office, and equipment of the de-
ceased Dr, Frank A. Cutler (general practitioner, surgeon and
obstetrician), is available. Any qualified doctor wishing to
take advantage of this wonderful opportunity is welcome to
inquire with the doctor’s secretary at 710 East 2nd South,
Salt Lake City, telephone 359-7391. 669-10-3

FOR SALE: Steamboat Springs, Colorado Medical office
building. 1,352 sq. ft. recently remodeled interior. Central

location. 22 bed County hospital. Beautiful ski, hunting, fish-
ing, and camping area. Write Box 1176, Steamboat Springs,
Colorado 80477. 769-2-1

GENERAL PRACTITIONER wanted to join congenial part-
nership in Denver suburb (west) . Salary plus percentage

first year. Excellent opportunity in a pleasant setting. Contact:
R. F. Dibble, M.D., 11220 W. Colfax Avenue, Denver, Colorado
80215. 769-3-1

STUDENT HEALTH SERVICE: Excellent opportunity for
physician to join full time staff of health service. Write

Director, Student Health Service, University of Wyoming,
Laramie, Wyoming 82070. 769-4-3B

INTERNIST, 9 years in group practice in Midwest. Seeking
to relocate in Colorado. Prefer near Eastern slope of

Rockies. Will consider group, association, or individual office.
Write Box 669-4-3B, Rocky Mountain Medical Journal, 1809
E. 18th Avenue, Denver, Colorado 80218. 669-4-3B

Newton Optical

Company
Cafering f-o

Medical Profession Patronage

309 1 6th Street

Denver 80202

Telephone

534-8714

ARTIFICIAL EYES

ESTES PARK, COLORADO: Wanted a well trained general
practitioner to take over established practice of 37 years.

Rapidly growing resort town and a most desirable place to
live. Good fishing, hunting and winter sports. No money
needed. Contact Mall Medical Building, P. O. Box 1727,
Estes Park Colorado 80517. Telephone: (303) 586-3311.

769-8-1

WESTERN ELECTRIC COMPANY: We are seeking a full-time
Medical Director for a new plant approximately 10 miles

north of Denver, starting September 1. Outstanding medical
program. Salary negotiable, commensurate with experience
and/or training. Write or call collect, Roland J. Zarlengo,
M.D., 111 Havana, Aurora, Colorado 80010—telephone 303-
343-2334. EQUAL OPPORTUNITY EMPLOYER. 769-5-lB

OUTSTANDING OPPORTUNITY: For young G. P. to join
Medical Group of two doctors and build up practice fast.

Can take over practice of one of doctors who is taking six
months off. Can make a good living immediately. Size of town
15,000, good hospital, good schools with new Junior College.
Area growing fast due to large industrial expansion. Good
hunting and fishing near. Good golf course near. Write G. M.
Harrison, M.D., Rock Springs Medical Group, 430 Broadway,
Rock Springs, Wyoming 82901. 769-1-1

PROFESSIONAL BUILDING OFFICE SPACE

In Attractive N.E. Colorado Springs now leas-

ing in Academy Fair, distinctive new shopping

center.

Ideal for DDS — 850 sq. ft. adjacent to pedo-

dontist, orthodontist and general practioner offices.

Ideal for MD — up to 1500 sq. ft. adjacent to

general practioner office.

Iislll
REAL ESTATE
MANAGEMENT CORPORATION

Colorado Springs Tel; 473-0817 or 596-5513

Del Madsen

o o
Prompt, professional service 24 hours

a day, every day! A complete line of

hospital beds, wheelchairs, traction

equipment, oxygen, crutches, walkers,

commodes, lamps, whirlpools— every-

thing to help patients get well faster.

Plastic eyes and glass eyes

specially made to fit the most
difficult cases. An expert eye-

maker is in our office at all

times to give your patients the

satisfaction they must have.

In business since 1906.

Write or phone for full details.

DENVER OPTIC COMPANY
330 University Bldg. • 16th and Champa • 825-0229

Denver, Colorado 80202

We Process MEDICARE
Equipment Claims

DENVER

733-5521

350 Broadway
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BROADMOOR
yourselves

for the pure
pleasure of it all!

Discover America's finest resort facilities,

dining and accommodations, here within

5,000 acres of enjopent at the gateway

to the Colorado Rockies.

BRO^OOR
Colorado Springs, (htlorado

THE EMORY JOHN BRADY HOSPITAL
401 Southgate Road COLORADO SPRINGS, COLORADO 80906 MElrose 4-8828

E. JAMES BRADY, M.D., Medical Director

For the care and treatment of Psychiatric disorders.

Individual and Group Psychotherapy and Somatic Therapies.

Occupational, diversional and outdoor activities.

X-ray, Clinical Laboratory and Electroencephalojtraphy.

CAMPBELL F. RICE, Superintendent

Francis A. O’Donnell, M.D.

Robert W. Davis, M.D.
Richard L. Conde, M.D.
Gilbert 0. Horn, M.D.
Paul A. Draper, M.D.
Charles W. McQellan, M.D.
James E. Edwards, M.D.
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now
he can
cope***

thanks to

SODIUM®

ISODiyiUI ByiABARBIIALI

the ^^daytime sedative” for

everyday situational stress

When stress is situational—environmental pressure,

worry over illness—the treatment often calls for an
anxiety-allaying agent which has a prompt and
predictable calming action and is remarkably well

tolerated. Butisol Sodium (sodium butabarbital)

meets this therapeutic need.

After 30 years of clinical use . . . still a first choice

among many physicians for dependability, safety and
economy in mild to moderate anxiety.

Contraindications: Porphyria or sensitivity to

barbiturates.

Precautions: Exercise caution in moderate to severe

hepatic disease. Elderly or debilitated patients may
react with marked excitement or depression.

Adverse Reactions: Drowsiness at daytime sedative

dose levels, skin rashes, “hangover” and systemic

disturbances are seldom seen.

Warning: May be habit forming.

Usual Adult Dosage: As a daytime sedative,

15 mg. (H gr.) to 30 mg. (3^ gr.) t.i.d. or q.i.d.

Available for daytime sedation: Tablets, 15 mg. (M gr.),

30 mg. pA gr.); Elixir, 30 mg. per 5 cc. (alcohol 7%).

BUTICAPS® [Capsules Butisol Sodium (sodium butabarbital)]

15 mg. (M gr.), 30 mg. (f^ gr.).

( McNEIL

)

McNeil Laboratories, Inc., Fort Washington, Pa,
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66th Annual Meeting

WYOMING STATE MEDICAL SOCIETY
Jackson Lake Lodge— Grand Teton National Park

August 25^29; 1969

Monday, August 25

Golf Tournamenf-

Tuesday, August 26

10:00 A.M. Orientation Program, Scientific Sessions

Room C

1 :30 P.M. House of Delegates, Scientific Sessions

Room C

6:15 P.M. Cocktails on the Sun Deck

7:15 P.M. Exhibitors Buffet— Explorers Room

Guest Speaker: PAUL V, McCLEAVt,
L.L.D. Director, Department of Medicine

and Religion, American Medical

Association

Presentation of Golf Awards

Stag Night to follow buffet

Bridge for the ladies in the Art Gallery

Wednesday, August 27

9:00 A.M. Reference Committee Meetings

12:00 noon WYOPAC Luncheon

Guest Speaker—CLIFFORD HANSEN
United States Senator

"Where do we go From Here?"

Scientific Sessions Room C

1 :30 P.M. Cancer of the Breast

VICTOR A. GILBERTSEN, M.D.

2:00 P.M. How Can Family Doctors and
Psychiatrists Work Together?

FRANK KIESLER, M.D.

2:30 P.M. Legal Pitfalls in Medicol Practice

CARL E. WASMUTH, M.D.

3:30 P.M. The Use of Group Therapy and Group
Process in General Proctice

ROBERT I. DAUGHERTY, M.D.

4:00 P.M. Nerve Blocks for the Office

RUDOLPH H. de JONG, M.D.

4:30 P.M. Wyoming State Hospital's DARPY
Program

CHARLES J. KATZ, M.D.

6:00 P.M. Cocktails and outdoor Barbecue

8:30 P.M. Dancing to Marvin Fritz and his Dance
Band featuring Dixie Land and Tijuana

Brass

Cash Bar

Thursday, August 28

7:30 A.M. Wyoming Society of Internal Medicine

All Internists are invited to attend.

Scientific Sessions Room C

9:00 A.M.

11:00 A.M.

1:30 P.M.

2:00 P.M.

2:30 P.M.

3:30 P.M.

4:00 P.M.

Panel on Mental Health

DRS. FRANK KIESLER,

ROBERT I. DAUGHERTY,
CHARLES J. KATZ, JAMES G. HALLER

Scope of Comprehensive Planning

HENRIK L. BLUM, M.D.

Non-Verbal Communication ond Its Re-

lationship to Medical Practice

ROBERT I. DAUGHERTY, M.D.

Informed Consent, Whot 1$ It?

CARL E. WASMUTH, M.D.

Cancer of the Large Intestine

VICTOR A. GILBERTSEN, M.D.

Timetables for Comprehensive Planning

HENRIK L. BLUM, M.D.

Complications of Local Anesthesia, Pre-

vention, and Treatment

RUDOLPH H. deJONG, M.D.

6:30 P.M. Cocktails on Sun Deck

7:30 P.M. Banquet, Explorers Room
Featured Speaker: GERALD D. [X>RMAN,
M.D., President American Medical

Association

Presentation of Robins Award for Com-

munity Service by

LAURENCE W. GREENE, JR., MD,

Immediate Past President, Wyoming State

Medical Society

4 Rocky Mountain Medical Journai,



Friday, August 29

Scientific Sessions Room C

9:00 A.M. Saving Time with Time-Consuming

Patients

FRANK KIESLER, M.D.

9:30 A.M. The Doctor and the Psychiatrist

CHARLES J. KATZ, M.D.

10:30 A.M. House of Delegates, Scientific Sessions

Room C

Time and Place Committee meeting im-

meditately following House of Delegotes

meeting

Council Meeting immediately following

Gerald Dale Dorman, M.D.

President, American

Medical Association

Victor A. Gilbertsen, M.D.

Sixth Annual Memorial
Speaker presented by the

Earl and Bessie Whedon
Cancer Foundation

Henrik L. Blum, M.D.

Clinical Professor of

Medicine

Stanford University School

of Medicine

Charles J. Katz, M.D.

Associate Superintendent

Wyoming State Hospital

Evanston

Carl E. Wasmuth, M.D.

Head, Department of

Anesthesiology,

Cleveland Clinic

Rudolph H. de Jong, M.D.

Associate Professor of

Anesthesiology

University of Washington

Seattle

Frank Kiesler, M.D.

Associate Professor of

Psychiatry

University of Minnesota

Medical School

Robert I. Daugherty, M.D.

Lebanon Community
Hospital

Lebanon, Oregon

Paul B. McCleave, LLD.

Director, Department of

Medicine and Religion

American Medical

Association

Clifford Hansen

United States Senator

from Wyoming

for August 1969



The 91st Annual Meeting

MONTANA MEDICAL ASSOCIATION
September 10-12; 1969

Butte, Montana

The Montana Medical Association will

hold its 91st Annual Meeting on Wednesday,

Thursday, and Friday, September 10, 11, and

12, in Butte, Montana, the Mile High City.

All physicians who are members of the

American Medical Association are cordially

invited and are most welcome to attend this

annual meeting. There will be no registration

fee.

All of the scientific and business sessions

of the 91st Annual Meeting will convene at

the Finlen Hotel, Butte. The commercial,

scientific, and educational exhibits will also

be displayed in several areas of the hotel.

Preceding the annual meeting, the Silver

Bow County Medical Society will sponsor

on Tuesday afternoon, September 9, a golf

tournament at the Butte Country Club. All

physicians who plan to attend the annual

meeting are cordially invited to participate in

this golf tourney. A number of valuable

prizes, including the “Goodman Trophy”, will

be awarded. Physicians who plan to partici-

pate in this tourney are urged to advise the

chairman of the Golf Committee, Frank A.

Gardiner, MD, 10 South Idaho Street, Butte,

Montana 59701, and to forward to him a rec-

ord of their handicap.

In addition to the golf tournament on

Tuesday afternoon, a number of medical

specialty groups and several committees of

the Montana Medical Association will sched-

ule business and social meetings during the

afternoon and evening hours.

The meetings of the House of Delegates

of the Montana Medical Association will con-

vene in the Silver Bow Ballroom of the Fin-

len Hotel at 8:30 o’clock on Wednesday morn-
ing, September 10. Upon the recess of the first

session of the House at approximately 10:30

o’clock, its several reference committees will

meet to study the business referred to each.

At 4:30 o’clock on Thursday afternoon, Sep-

tember 11, the second session of the House of

Delegates will convene for the election of

officers of the Association and will meet as

the Administrative Body of Montana Phy-

sicians’ Service. On Friday afternoon, Sep-

tember 12, the House of Delegates will con-

vene at 1:00 o’clock and will continue in ses-

sion until all of its business has been com-

pleted.

On Wednesday evening, September 10,

the Montana Medical Political Action Com-
mittee will convene for dinner, after which

^

will be presented a provocative address by

a national authority on legislation and gov-

ernment. On Thursday evening, September

11, the Association will sponsor its annual

reception and banquet in the Copper Bowl
and Silver Bow Ballroom of the Finlen Hotel.

Following dinner the president of this Asso-

ciation, Mark B. Listerud, MD, Wolf Point,

will present several awards and will install

the newly elected officers. Oscar A. Swenson, ,

MD, Sidney, president-elect, will address i

those present briefly and will outline his |

plans and his aspirations during his term of M

office.

The Committee on Scientific Sessions, un- -t

der the chairmanship of Harvey L. Casebeer, 1

MD, Butte, has arranged the program for

the scientific sessions.

Again, on behalf of the members of the

Montana Medical Association, we extend a

cordial invitation to all physicians to attend

the 91st Annual Meeting in Butte.

Mark B. Listerud, MD, President J

John A. Newman, MD, Secretary \

6 Rocky Mountain Medical Journal



Scientific Program

Wednesday, September 10

AFTERNOON LECTURE SESSIONS

2:30- 3:00 Thoracic Trauma

LUCIUS D. HILL, M.D., Chief, Section

of General, Thoracic, and Cardiovas-

cular Surgery, The Mason Clinic and

Virginia Mason Hospital, Seattle

3:00- 3:30 Use of Dialysis in the Community

Hospital

H. A. BLOOMER, M.D., Associate Pro-

fessor of Internal Medicine and Chair-

man, Division of Kidney Disease,

University of Utah Medical Center,

Salt Lake City

4:00- 4:30 The Basal Body Temperature During

Pregnancy

ARTHUR L. HASKINS, M.D., Profes-

fessor and Head, Department of Ob-

stetrics and Gynecology, University of

Maryland School of Medicine, Balti-

more

4:30 5:00 Accidental Hypothermia. An Important

Clinical Entity

WARREN C. HUNTER, M.D., Emeritus

Professor of Pathology, University of

Oregon Medical School, and Director

of Pathology, Portland Adventist Hos-

pital, Portland

AFTERNOON SEMINAR SESSIONS

3:30- 5:00 Various Esophageal Problems

LUCIUS D. HILL, M.D., Seattle

3:30- 5:00 The Impact of Genetics on Medical

Practice

C. RONALD SCOTT, M.D., Assistant

Professor, Department of Pediatrics,

University of Washington School of

Medicine, Seattle

Thursday, September 1

1

MORNING LECTURE SESSIONS

9:00- 9:30 Reversible Causes of Renal Failure

H. A. BLOOMER, M.D.

9:30-10:00 The Radiological Approach to the New-

born Infant Who is Vomiting

WILLIAM S. DAVIS, M.D., Associate

Radiologist, Denver Children's Hos-

pital, Denver

10:00-10:30 The Child Who Has Recurrent Infections

GEORGE B. LOGAN, M.D., Section of

Pediatrics, Mayo Clinic, Rochester

1 1 :00-1 1 :30 The High Risk Pregnancy

ARTHUR L. HASKINS, M.D.

11:30-12:00 Disorders of Amino Acid Metabolism

C. RONALD SCOTT, M.D.

MORNING SEMINAR SESSIONS
10:00-11:30 Hiatus Hernia

LUCIUS D. HILL, M.D.

10:00-11:30 Predicaments Involving Fluid and

Electrolyte Therapy

H. A. BLOOMER, M.D.

Thursday, September 1

1

AFTERNOON LECTURE SESSIONS

1 :30- 2:00 Bell's Palsy and Facial Paralysis—What

To Do?

DAVID D. DeWEESE, M.D., Professor

and Chairman, Department of Oto-

laryngology, University of Oregon

Medical School, Portland

2:00- 2:30 Functional Uterine Bleeding

ARTHUR L. HASKINS, M.D.

3:00- 3:30 Hypo-Sensitization, A New Look

GEORGE B. LOGAN, M.D.

3:30- 4:00 The Clinical and Pathologic Importance

of Mammary Dysplasia

WARREN C. HUNTER, M.D.

AFTERNOON SEMINAR SESSIONS

2:00- 3:30 The Radiographic Evaluation of

Respiratory Distress in the Neonate

WILLIAM S. DAVIS, M.D.

2:00- 3:30 Detection of Carcinoma of the Cervix

Uteri

WARREN C.HUNTER, M.D.

Friday, September 12

MORNING LECTURE SESSIONS

9:00- 9:30 Genetic Counseling

C. RONALD SCOTT, M.D.

9:30-10:00 The Varied Manifestations of Renal

Disease in the Young Infant

WILLIAM S. DAVIS, M.D.

10:30-11:00 Do's and Don'ts in the Treatment of

Asthmatic Children

GEORGE B. LOGAN, M.D.

11:00-11:30 Management of Salivary Gland Disease

DAVID D. DeWEESE, M.D.

MORNING SEMINAR SESSIONS

9:30-11:00 The Problem of the Dizzy Patient

DAVID D. DeWEESE, M.D.

for August 1969 7



99th ANNUAL SESSION

COLORADO MEDICAL SOCIETY

September 17-20, 1969

Broadmoor Hotel, Colorado Springs

House of Delegates Meetings

3:00 p.m.—Wednesday, September 17

2:00 p.m.—Friday, September 19

8:00 a.m.—Saturday, September 20

All meetings ef the House will be held in the

International Center.

Reference Committees will meet at 4:30 p.m.,

Wednesdoy, September 1

7

Fun and Recreation

Stag Smoker, Friday, September 19

Organized tournaments with trophies and prizes for

the winners in Golf, Sheet and Tennis.

Thursday, September 1 8 and Friday, September 1 9

BIER STUBE—Soturday, September 20th

German Band — Germon Buffet

Scientific Program

Thursday, September 18

9:00 a.m. DRUGS AND YOUR TEENAGER
GERALD S. STARKEY

"Psychiatric Causes for Drug Addiction"

ROBERT J. HILTON, M.D.

"The Law Enforcement Officers' Point

of View"

LT. JERRY KENNEDY

"An Addict Talks to You About Drugs"

ACTIVE PARTICIPANTS IN METHADONE
MAINTENANCE PROGRAM

10:30 a.m. DOCTOR, WHAT IS YOUR FUTURE IN

EMERGENCY MEDICAL SERVICE?

"Potentials for Paramedical Staffing"

J. CUTHBERT OWEN, M.D.

"Training of the Emergency Medical

Services Technician"

HENRY CLEVELAND, M.D.

"What Can a Community Do in

Troining?"

SCOTT CHRISTIANSEN, M.D.

"Governmental Programs Which Affect

Us at Doctors"

V. E. WOHLAUER, M.D.

"The Challenge of Comprehensive '

Emergency Medical Service"

ROBERT COLLIER, M.D.

MONROE TYLER, M.D.

"Emergency Room Staffing in the Large

Urban Community Hospital"

DAN DRACON, M.D. ^

"Emergency Room Staffing in the Small

Rural Community Hospital"

RAY G. WITHAM, M.D.

:30 p.m. Symposium on Involvement of the

Physicion in Health Planning"

"Symposium on the Quality of Life in the

Emerging Seventies"

:00 p.m. "Who Shall Live?"

REV. STUART A. PLUMMER, THE REV.

EDWARD MAGINNIS, THE REV. HARVEY
POTHOFF, STUART GOTTESFELD, M.D.,

AND AMILU MARTIN, M.D.

8 Rocky Mountain Medical Journal



Friday, Sepfember 19

9:00 a.m. EXPERIENCE OF CARDIAC TRANSPLANT
IN MAN
DENTON A. COOLEY, M.D.

10:30 o.m. ORGAN TRANSPLANTATION

THOMAS E. STARZL, M.D.

1 1 :30 Q.m. Question and Answer Period

DRS. COOLEY AND STARZL

Saturday, September 20

9:00 o.m. MEDICOLEGAL PROBLEMS IN THE
EMERGENCY ROOM
ROGER JOHNSON, M.D., L.L.B.

10:00 o.m. PREPAID MEDICAL PLANS

"The Blue Cross-Blue Shield Panel

Program Experiment"

MR. JOHN J. VANCE and

HOWARD ROBERTSON, M.D.

"Prepaid Health Care" Why?"

J. ROBERT SPENCER, M.D.

"The Doctor-Patient Relationship in

Panel Practice"

WILBUR L. REIMERS, M.D.

"Prepaid Comprehensive Medical Care;

Its Relationship to Organized Medicine"

JAMES A. PHILPOTT, JR., M.D.

2:00 p.m. SEXUAL MORES OF JUVENILES AND
ADOLESCENTS AS INFLUENCED BY
DRUG ABUSE

JUDGE PHILIP B. GILLIAM

LT. JERRY KENNEDY

THOMAS COOPER, M.D.

DENTON A. COOLEY, M.D.

THOMAS E. STARZL, M.D.

JUDGE PHILIP B. GILLIAM

LT. JERRY KENNEDY

for August 1969 9



66th ANNUAL MEETING

NEVADA STATE MEDICAL ASSOCIATION

Hotel Nevada Ely^ Nevada

Scientific Sessions - " William B» Ririe Hospital

September 24 ' 27, 1969

Tuesday, September 23

7:00 P.M. Executive Committee Meeting

Board Room, William B. Ririe Hospital

Wednesday, September 24

9:00 A.M. Orientotion Program

Board Room, William B. Ririe Hospital

12:00 noon Luncheon

—

Hotel Nevada

2:00 P.M. Emergent Chest Problems of Common
Interest

CHARLES M. PARRISH, M.D.

2:20 P.M. Role of Surgery in Management of

Rattlesnake Bites

JAMES K. WEAVER, M.D.

1 :30 P.M. NSMA House of Delegates

Board Room, William B. Ririe Hospital 2:40 P.M. Sexuality—A Man and His Problems

RICHARD ELIASON, M.D.

Thursday, September 25

9:15 A.M. Welcome—President HARRY J.

McKinnon, jr., m.d.

9:30 A.M. Pulmonary Embolism

WESLEY PELTZER, M.D.

9:50 A.M. Conservative Management of Chronic

Renal Failure

H. ALLAN BLOOMER, M.D.

10:10 A.M. Common Errors in X-Ray Diagnosis

WILLIAM R. CHRISTENSEN, M.D.

10:50 A.M. Urology in Children

RICHARD ELIASON, M.D.

11:10 A.M. Seguential Estrogen Reploeement Therapy

HOWARD McQUARRIE, M.D.

3:20 P.M. Anti-Coagulant Therapy

WESLEY PELTZER, M.D.

6:00 P.M. Cocktails and Borbeque at Murry Summit

Friday, September 26

7:30 A.M. AMPAC-NIMPAC Breakfast-

Hotel Nevada

9:00 A.M. Civilian Gunshot Wounds

G. NORMAN CHRISTENSEN, M.D.

Ponel Discussion

—

DOCTORS PARRISH,

WEAVER and interested persons

10:00 A.M. Malignancy in G. I. Ulcer

CHARLES M. PARRISH, M.D.

10 Rocky Mountain Medical Journal



Guest Speakers

1 1 :00 A.M. Emergency Care of Hand Injuries

JAMES K. WEAVER, M.D.

11:20 A.M. Detection and Treatment of Reversible

Causes of Renal Failure

H. ALLAN BLOOMER, M.D.

1 1 :40 A.M. Present Status of Rh Problem

HOWARD McQUARRIE, M.D.

12:15 P.M. Luncheon—Hotel Nevada—Ladies Invited

2:00 P.M. Tour of Kennecott Copper Corporation

Smelter, McGill, Nevada

8:00 P.M. Dinner Dance

—

Hotel Nevada

Saturday, September 27

H. ALLAN BLOOMER, M.D.
University of Utah

Salt Lake City

RICHARD ELIASON, M.D.
Salt Lake City

WILLIAM R. CHRISTENSEN,
M.D.

University of Utah
College of Medicine

Salt Lake City

HOWARD G. McQUARRIE,
M.D.

Salt Lake City

7:00 A.M. Past President's Breakfast

—

Hotel Nevada

9:00 A.M. House of Delegates

Woman’s Auxiliary to Nevada State

Medical Association

Thursday, September 25
9:00 A.M. Annual Meeting—Hotel Nevoda CHARLES M. PARRISH,

M..D.

Salt Lake City

WESLEY PELTZER, M.D.

University of Utah

College of Medicine

Salt Lake City

REED WATKINS, Esq.

Attorney at Law
Salt Lake City

JAMES K. WEAVER, M.D.

University of New Mexico
School of Medicine

Albuquerque

for August 1969 11



74th Annual Scientific Sessions

of the

Utah State Medical Association

Salt Palace Convention Center and Hotel Utah

Salt Lake City, Utah

September 11-12, 1969

Thursday Morning, September 1

1

Problems of the Young

8:30 Registration

9:05 The Vagaries of American Youth

JULES H. MASSERMAN, M.D,

9:30 Cutaneous Monifestations of Virus Disease

RUSSELL J. BLATTNER, M.D.

10:00 Treatment of the Undescended Testicle

RICHARD G. MIDDLETON, M.D.

10:15 Treatment of Severe Pseudomonas Infections

With Carbenicillin

JAMES O. MASON, M.D. and

GILBERT A. HILL, Ph.D.

1 1 :00 The Long and the Short of Adolescent Growth

Problems

MARVIN L. RALLISON, M.D.

11:15 Current Therapy of Acne Vulgaris

MAURICE K. ROSKELLY, M.D.

1 1 :30 The Vagaries of the Aging Person

JULES H. MASSERMAN, M.D.

12:15 Luncheon Program—Man's Response to a

Space/Flight Environment

CHARLES A. BERRY, M.D.

Thursday Afternoon Session A
Problems in Internal Medicine

2:00 Hypoglycemia— Its Causes and Management

FRANK H. TYLER, M.D.

2:30 The Problem of Thyroid Nodules

PHILIP H. HENNEMAN, M.D.

3:30 Cardiovascular Disease Symposium—-Panel

DRS. ALAN E. LINDSAY, Chairman; ROBERT
B. CHESNE; C. HILMON CASTLE; HAROLD
V. LIDDLE; RUSSELL M. NELSON.

12

Thursday Afternoon Session i

Problems in Surgery

2:00 Current Status of Acute Small Bowel Obstruction

MEYER O. CANTOR, M.D.

2:30 Radiation Therapy of Carcinoma of the Colon

and Rectum

HENRY P. PLENK, M.D.

2:45 Cardiac Contusions

DRS. MANUEL BUSTOS and JD MORTENSEN

3:30 Abdominal Injuries in Viet Nam
MARTIN C. LINDEM, JR., M.D.

4:00 Shock and Pulmonary insufficiency

WALTER D. GAISFORD, M.D.

4:30 The Acute Abdomen in Infancy

MEYER O. CANTOR, M.D.

Thursday Evening

6:15 Presidents' Reception

—

Hotel Utah

Honoring: HOMER E. SMITH, M.D., President,

Utah State Medical Association and JOHN H.

RUPPER, M.D., President-elect, Utah State

Medical Association.

7:30 Presidents' Banquet—Hotel Utah

Friday Morning Session, September 12

Problems of the Elderly

9:00 Current Approach to the Menopause Syndrome

FRED D. KARTCHNER, M.D.

9:15 Progress in the Care and Treatment of Skin

Cancer in the Elderly

LEALAND L. CLARK, M.D.

9:30 Medieol Aspects of Kidney Stones

PHILIP H. HENNEMAN, M.D.
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10:00 The Presenl Dilemma of Rurol Medical Practice

KENNETH B. CASTLETON, M.D.

11:00 Mechanism and Treotment of Osteoporosis

JENIFER O. M. JOWSEY, Ph.D.

11:30 Senile Heart Disease—Fact or Foney?

ROBERT B. CHESNE, M.D.

12:15 Luncheon Program—Lampooning Molproctice

Vignettes

Friday Afl'ernoon Session A
Shock

2:00 Boses for Hypotensive Shock

HIROSHI KUIDA, M.D.

2:20 Obstetrical Shock

RICHARD J. BABCOCK, M.D.

2:40 Anesthesia in the Presence of Severe Anemio

DRS. CONSTANCE L. GRAVES and

RICHARD M. ALLEN

3:30 Endotoxic Shock

GAIL V. ANDERSON, M.D.

4:00 Ponel Discussion—Presentotion of Cases of

Septic Shock

DRS. ROBERT H. HALL, Chairman;

GAIL V. ANDERSON, RICHARD J. BABCOCK,
CONSTANCE L. GRAVES, HIROSHI KUIDA.

Friday Afternoon Session B

Problems of General Interest

2:00 Etiology of Congenital Malformations

RUSSELL J. BLATTNER, M.D.

JULES H. MASSERMAN,
M.D.

Professor of Psychiatry

Northwestern University

Medical School

Guest

Speakers

CHARLES A. BERRY, M.D.
Director, Medical Research

and Operations,

National Aeronautics and
Space Administration,

Houston, Texas

PHILIP H. HENNEMAN,
M.D.

Associate Professor of

Medicine,

Albert Einstein College

of Medicine

2:30 An Unusual Case of Abdominal Apoplexy

Diagnosed Preoperatively by Selective

Arteriography

DRS. RULON F. HOWE and JOHN A. SHAW

2:45 Eye Problems Commonly Encountered by the

Non Ophthalmologist

RICHARD A. ALDOUS, M.D.

3:30 Medical Studies of Remarkable Indian Distance

Runners

REED S. CLEGG, M.D.

4:00 Cholesteatoma—A Paradox

D. WILSON HALES, M.D.

4:15 Prognosis and Treatment of Idiopathic (Bell's)

Facial Parolysis

RICHARD T. VAN ORDEN, M.D.

MEYER 0. CANTOR, M.D.
Chief of Surgery
North Detroit

General Hospital

JENIFER 0. M. JOWSEY,
PhuD.

Director of

Orthopedic Research,

Mayo Foundation

4:30 Serpentine and Insect Bites

CLIFFORD C. SNYDER, M.D.,

RUSSELL J. BLATTNER,
M.D.

Professor of Pediatrics

Baylor University

College of Medicine

ROBERT B. CHESNE, M.D.
Assistant Professor of

Medicine
University of

Southern California

School of Medicine

GAIL V. ANDERSON, M.D.
Professor of Obstetrics

and Gynecology
University of

Southern California

School of Medicine
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ABSTRACTS OF SCIENTIFIC PAPERS TO BE PRESENTED

BY UTAH PHYSICIANS

DURING THE 74th ANNUAL SCIENTIFIC SESSIONS OF USMA

SEPTEMBER II-I2, 1969

Cardiac Contusions

Manuel Bustos, MD and JD Mortensen, MD, Salt

Lake City

A review of 100 patients suspected of cardiac
contusion showed that 56 had adequate EKG and
clinical evidence to support this diagnosis. Mul-
tiple injuries occurred in most patients: 60 per
cent had fractured ribs, 50 per cent pulmonary
contusion, 25 per cent pneumothorax or hemo-
thorax, 25 per cent facial fractures and 14 per
cent had associated abdominal injuries.

Support for the clinical diagnosis of cardiac

contusion is dependent upon the electrocardio-

graphic changes following injury to the myo-
cardium. S-T segment and T wave changes were
most common, being noted in 46 per cent. Bundle
branch block was present in 25 per cent, left

ventricular strain in 23 per cent, subendocardial

ischemia in 17 per cent and atrial fibrillation in

10 per cent. The majority of patients had reversion

of electrocardiographic changes to normal within

5 to 15 days.

Because cardiac distress may be absent or may
not be immediately apparent in patients with
cardiac contusion this condition may be readily

overlooked. Gross and microscopic pathologic find-

ings are described and an illustrative case report

is given.

Anesthesia in the Presence of

Severe Anemia

Constance L. Graves, MD and Richard M. Allen,
MD, Salt Lake City

A well-accepted and seldom challenged tenet in

anesthesiology is that the patient must have at

least 10.5 gm per cent of hemoglobin before under-

going surgery. In the past few years, while partici-

pating in an active renal transplant program, we
have anesthetized many patients with renal fail-

ure who were extremely anemic but nonetheless

tolerated anesthesia satisfactorily. Feeling that

the above tenet perhaps should be questioned,

we studied the records of all the severely ane-

mic patients we had anesthetized in 1968 in

order to learn whether anemia had altered their

operative or post-operative course in any way.

During 1968 we anesthetized 83 patients whose
hematocrit at the time of surgery was 30 per cent

or less. About one-quarter of these patients were
acutely anemic, requiring emergency surgery; the

balance were chronically anemic and usually un-

derwent elective procedures. One-third were pa-

tients with renal failure undergoing transplants

or related procedures. From this purely retro-

spective study of the anesthetic management,
course, and complications of chronically anemic
patients, we found it is impossible to be dogmatic

^

about the amount of hemoglobin that is neces-

sary for safe anesthesia. In this group there was
little evidence to suggest that they differ from

.

normal patients in their course during anesthesia

and post-anesthesia. The compensatory physiologic
!

responses to the decreased red cell mass with its
^

decreased oxygen carrying capacity are all factors

that tend toward keeping tissue oxygenation at

near normal levels. Hence anemic patients toler-

ate a well-conducted anesthetic—they simply have

a smaller margin of safety.

Cholesteatoma of the Ear—-A Paradox

D. Wilson Hales, MD, Ogden, Utah

Cholesteatoma of the middle ear is a benign

condition—but how can it continue to grow, de-

stroy, and invade the middle ear space? Even
though it is benign, why does it act as an invasive,

destructive lesion in the ear? How can it damage
hearing and why does it require surgery? How
can we explain this paradox?

A cholesteatoma can arise from a retraction

pocket or chronic irritation in the epitympanic

space. It can invade the middle ear from the ear i

canal through a perforation of the drum. It can

arise as the result of chronic infection in the

middle ear, or as a late complication of recon-

structive middle ear surgery.

Cholesteatoma can destroy bone by the ac-

tivity of protein-splitting enzymes in the sub-

epithelial tissue of the matrix in contact with bone.

This allows gradual extension and enlargement

of the cholesteatoma sac by destruction of the bone i'

surrounding it. Vital structures in the area can be
f

exposed or damaged by this lesion. The ear drum i

and ossicles are the most frequent sites of this I

destructive process.
|
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An Unusual Case of Abdominal Apoplexy

Rulon F. Howe, MD and John A. Shaw, MD,
Ogden, Utah

The spontaneous intra-abdominal hemorrhage,

abdominal apoplexy, is an important, rare vascular

catastrophe seen most frequently in elderly hyper-

tensive and arteriosclerotic patiencs, but may
occur in other age groups. A review of the litera-

ture regarding etiology, common signs and symp-
toms, age and diagnosis, and preferred treatment

are discussed. Using selective arteriography the

first case of abdominal apoplexy in which the

bleeding point was actually identified prior to

surgery is reported.

Results of the Surgical Treatment of

Coronary Artery Disease

Harold V. Liddle, MD, Salt Lake City

This report is a review of results of coronary

arterial surgery. Between January 1965 and April

1969, 456 patients were studied by selective cor-

onary arteriography by a single observer. Of 192

patients with arteriographic evidence of coronary
artery disease, 101 had incapacitating symptoms
and severe coronary artery obstruction. Ninety-

one patients were surgically treated by Vineberg
revascularization procedures. Three patients had
direct coronary artery grafts and a Vineberg im-
plant in combination, and one patient had a single

coronary artery vein graft. Five patients had coro-

nary endarterotomy with patch graft, and one had
resection of a ventricular aneurysm.

One hundred and twenty-one arterial implants
done in 91 patients include 30 anterior implants,

31 posterior implants, and 30 double implants.

Overall operative mortality is 5.5 per cent (5 pa-
tients). Fifteen of the operated patients were in

congestive heart failure at the time of surgery and
three of the five operative deaths were of this

group.

Fifty-four patients are 12 to 52 months post-

operative. Thirty-five have had complete fol-

low-up, of whom 25 (71 per cent) have no angina,

eight (23 per cent) have angina with strenuous

exertion, and two (5.7 per cent) have angina with

mild exertion. Of 26 ischemic preoperative exer-

cise electrocardiograms, 13 have reverted to nor-

mal.

Forty-nine implants in 35 patients have been
studied arteriographically. Three implants are

occluded, 44 are open, and 2 implants could not

be visualized for technical reasons.

In the entire operative experience, late myo-
cardial infarction has occurred in 8 patients (8.8

per cent) and two of these were fatal (2.2 per
cent).

Four patients having endarterotomy survived
surgery but one is unimproved. All four patients

with the direct coronary artery grafts are living

and well one to 11 months postoperative.

This review suggests that patients with clinical

myocardial ischemia can be effectively rehabili-

tated by coronary artery surgery, and that the

incidence of late infarction and death are sig-

nificantly reduced by revascularization procedures.

Treatment of Severe Pseudomonas
Infections with Carhenieillin

James O. Mason, MD and Gilbert A. Hill, PhD,
Salt Lake City

Carbenicillin, a new semisynthetic penicillin

(cC carboxybenzyl-penicillin) active against gram-
positive and gram-negative organisms, was used to

treat patients with severe Pseudomonas infections.

This antibiotic, which is not active orally, was
administered to patients not allergic to penicil-

lin by the intravenous or intramuscular route in

doses ranging from 16 to 30 grams per day in

adults and 100 to 300 mg/kg in pediatric patients.

Clinical observations and laboratory tests were
used to monitor the efficacy of the drug and to

identify toxic manifestations. Pseudomonas strains

isolated from patients were studied in vitro using

the disc method to determine their sensitivity to

Carbenicillin.

Nine patients have been studied to date. All

except one improved during treatment. Three of

the patients with a favorable response had been
treated unsuccessfully with Polymyxin imme-
diately before Carbenicillin was administered. No
evidence of drug toxicity was noted even with

the exceedingly high doses of the antibiotic which
were employed.

In vitro testing of the 100 strains of Pseudo-
monas indicated that all were sensitive to Poly-

myxin; while to Carbenicillin 74 per cent were
sensitive, 22 per cent were moderately sensitive,

and 4 per cent were resistant.

Radiation Therapy of Carcinoma of the

Colon and Rectum

Henry P. Plenk, MD, Salt Lake City

Carcinomas of the large bowel were considered

as radioresistant in the past and little experience

has accumulated in treating these lesions until re-

cent years.

Considerable interest in the subject has been

aroused by several series of patients with pre-

operative radiation therapy. Some most gratifying

results have been obtained in operable lesions. The
value of preoperative radiation will be discussed.

The experience at the Radiation Center with in-

operable lesions will be documented by case re-

ports.
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Prognosis and Treatment in Idiopathic

(Bell’s) Facial Paralysis

Richard T. Van Orden, MD, Salt Lake City

Idiopathic facial paralysis or “Bell’s Palsy” is

followed by satisfactory spontaneous recovery in

up to 85 per cent of cases. The early recognition

of those cases which would not recover spon-

taneously has been largely academic until recently

when intratemporal facial nerve decompression

has become a practical and safe reality to the

otologic microsurgeon. The efficacy of the pro-

cedure has not been firmly established because

there are too few opportunities for its application

in the field in early paralyses. It may be con-

sidered a formidable procedure for the patient who
will recover anyhow. But, in its modern form, it

is not too formidable for the patient who has no

other hope. Recognizing him, early, is the crux

of the issue.

A relatively new and simple test available to

the otologist is facial nerve excitability testing.

We believe otologists can perform this test along
with ancillary tests such as electrogustometry
(quantitative evaluation of taste) to recognize the
poor prognosis cases early enough to do something
about them. The tests will be described, explained,
and contrasted with the earlier more difficult and
less informative tests.

Our plea is not for patients on whom to prac-
tice decompression. We wish to see paralyses in

early stages in sufficient numbers, first of all, to

establish the predictability of the testing in the

hands of the otologist in the field. Following this,

the efficacy (or lack thereof) of early intratem-

poral facial nerve decompression in patients with
poor prognosis can be determined.

Prophylaxis is the best treatment—treat ear

infections early, aerate the middle ear rapidly

and look for early epitympanic perforations. Per-

forations of the drum should be closed over early,

using meticulous microsurgical technic. If choles-

teatoma develops, it should be treated by com-
plete surgical removal or exteriorization.

Illustrative cases will be presented.

New hooks received are acknowledged in this

section and such acknowledgment must be re-

garded as sufficient return for the courtesy of the

sender. Selection will be made for review in the

interests of our readers and as space permits.

Books are listed with advance data supplied by

publishers. Prices quoted are not guaranteed. For
further information, address queries to the pub-
lishers. Books here listed are available for lending

from the Denver Medical Society Library.

Recent Acquisitions

Adrenerg:ic Neuro-Transmission: By Ciba Foundation. Boston,
1968. Little. Brown. 123 p. Price: $4.50.

Arteries and Veins of the Human Brain: By Roger B. Stephens
and David L. Stilwell. Springfield, 111., 1969, Thomas. 181 p.
Price: $21.00.

Diseases of Lymphatics and Lymph Circulation: By Michael
Foldi. Springfield, 111., 1969, Thomas. 188 p. Price: $10.50.

Electrical Activity of the Heart: Edited by G. W. Manning and
S. P. Ahuja. Springfield, 111., 1969. Thomas. 341 p. Price: $15.00.

Genetics and Counseling in Medical Practice: By Leonard E.
Reisman. St. Louis, 1969, Mosby. 215 p. Price: $12.75.

Lung Cancer: A Study of 5000 Memorial Hospital Cases: By
William L. Watson. St. Louis. 1968. Mosby. 584 p. Price: $29.50.

Organization and Administration of Health Care: By Richard
L. Durbin and W. Herbert Springall. St. Louis, 1969, Mosby.
248 p. Price: $9.85.

Role of Learning in Psychotherapy: By Ciba Foundation.
Boston, 1968. Little, Brown. 340 p. Price: $12.00.

Symposium on the Spine: By American Academy of Ortho-
paedics Surgeons. St. Louis, 1968, Mosby. 289 p. Price: $19.50.

Therapeutic Radiology: By William T. Moss and William N.
Brand. St. Louis, 1969. Mosby. 564 p. Price: $22.50.

You Can Order

REPRINTS

of any feature or advertisement

appearing in

The Rocky Mountain Medical Journal.

Orders must be placed within 15 days after

date of publication. Minimum charge applies

for 100 copies or less.

The cost is very reasonable.

For further information write to

—

The Rocky Moimtain

Medical Journal

1809 East 18lh Avenue

Denver, Colorado 80218
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Avoids consHpaHon.

an an

an antacid formulated especially
for the constipation-prone patient

* Gelusil-M has been formulated to help

avoid constipation in these patients:

hospitalized/ bedridden/ debilitated/ seden-

tary/ pregnant/ elderly/on a bland diet/

on anticholinergic-antispasmodic drugs/
when straining at stool should be avoided.

• Magnesium content helps maintain intes-

tinal fluid volume and motility.

• Some patients may develop loose stools

while taking Gelusil-M. This condition is

usually dose-related, and usually responds

to dose reduction.

iitfroducmg new

GELUSIi:-M*
each 5 ml. teaspoonful contains:

500 mg. mognesium trisilicate

250 mg, aluminum hydroxide (Warner-Chilcott)

200 mg. magnesium hydroxide
*U.S. Poient No, 3,326.75$

a consistent buffering
anticostivet antacid
tAvoids constipatioh.

See next page for prescribing informqtipn ^
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Gelusif-M Liqyid
especially for the e©iistipatior!-

prone patient

Indications: Gelusil-M is indicated for

prompt and dependable symptomatic

relief of peptic ulcer, gastritis, heart-

burn, hiatal hernia, esophagitis, and

other conditions for which control of

gastric hyperacidity is required.

Preeoufion: Prolonged or intensive

therapy in patients with severe renal in-

sufficiency may lead to hypermagne-

semia.

Dosage: One to two teaspoonfuls (5

ml. to 10 ml.) between meals and at

bedtime or whenever symptoms occur.

Certain conditions, such os acute peptic

ulcer, may require individualized dos-

age. If diarrhea occurs, reduce dosage

or discontinue use.

Supplied: Ge!usil-M (spearmint-fla-

vored)— light green bottles of 12 fl. oz.;

and a special hospital pack. Keep

tightly closed— shake vigorously.

Gefysif Tablets
o unwersel take-along antacid

Easy to take along / easy to take /

pleasantly mint-flavored. An antacid

with adsorbent and demulcent proper-

ties which contains in one tablet: 0.25

Gm. aluminum hydroxide {Warner-

Chllcoft) ond 0.5 Gm. magnesium trisill-

cate (USP).

Dosage: 2 tablets- or more— between
meals and at bedtime, or whenever

symptoms occur. Tablets should be

chewed.

Regular GelysifLiquid
when constipatien is not a problem

Pleasant mint flavor... idea! for hospi-

tal or home. Available in 12 fl. oz. and

6 fl, oz. bottles and a special hospital

pack. An antacid which contains adsor-

bent and demulcent agents in each 4

ml. teaspoonful: 0.25 Gm. aluminum

hydroxide (Warner-Chilcott), 0.5 Gm.

magnesium trisilieate (USP).

D©sage: 2 teaspoonfuls ( 4 ml. each)—
or more— between meals and at bed-

time, or whenever symptoms occur.

Aise A¥®ilable: Gelusil® Flavor-Pack,

Gefusil-Lac®.

WAiNii-CHILCOTT
Morris Plains, New Jersey
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June 27, 1969

To the Editor:

The following information concerning Rho-

GAM In Prevention of Hemolytic Disease of The

Newborn was gleaned from the RhoGAM Seminar

held in New York in April 1969.

Legal counsel from New York, California and

Illinois has advised hospitals in their areas that

all pregnant females admitted to these hospitals

for delivery (full term or earlier in gestation)

have appropriate laboratory tests done to con-

firm or establish whether the patient is Rh Nega-

tive and if so, whether or not she has Rho (D)

antibody in her serum. If anti-D is not demon-
strable up to the time of delivery of the fetus and

past history for presence of anti-D is also negative,

the patient may be a candidate for RhoGAM
therapy at the time of delivery (within 72 hours).

The fetus must be shown to be Rho Positive (D

Positive) at the time of delivery in order for the

mother to be a candidate for therapy with Rho-

GAM or its equivalent. The Rh type of the father

will be of great help in anticipating or determin-

ing the type of the fetus,—thus, if he is Rh nega-

tive, the fetus cannot be Rh Positive (with an Rh
Negative mother) and no further tests would be

necessary; if he is Rh Positive, his probable geno-

type determination will indicate the chances of

the fetus being Rh Positive. If the baby is Rh
Positive, if the mother is Rh Negative and has

no demonstrable anti-D in her serum and no

history of previous sensitization to Rh, the parents

of the baby should be informed that the mother

should be treated with hyper-immune D globulin

(RhoGAM), and notation of this recommendation
should be clearly made on the hospital record

and signed by the attending physician. In the

event of refusal to accept treatment for whatever
reason, this fact should be clearly recorded on
the record; witnessing of the recorded facts on
the record or on an appropriate form by the

signatures of one or both parents is probably
desirable, and advice from the local hospital

attorney should be obtained in this regard. There
exists a remote, but nevertheless real, possibility

that the mother refusing treatment may bear an
erythroblastotic infant that does not die but has
such severe disease that CNS damage is permanent
(in spite of exchange transfusion and good treat-

ment) or has some other bodily defect (stained

bluish teeth). The possibility of that child bring-

ing suit against the hospital and physician when
he reaches maturity does exist. Recent court de-

cisions attesting to the responsibility of the hos-

pital in addition to the professional responsibility

of physicians and nurses have been handed down
in Colorado and Illinois, and although these

cases are not concerned with Rh disease, they

do indicate that cases which might involve Rh
disease of the newborn in the future would be

judged in the same light.

Where the fetus is so premature that its Rh type

cannot be determined, but the mother is Rh Neg-

ative and the father possesses a D gene, RhoGAM
should be advised providing the mother has shown

no anti-D in her serum.

It should be appreciated that the vast majority

of these pregnant women that are potential Rho-

GAM recipients will be primiparae. As time goes

on, many more multiparae will be recipients of

RhoGAM and careful follow-up of these patients

must be performed in order to establish the

efficacy of hyper-immune anti-D globulin in this

group. Most of these multiparae who are eligible

for RhoGAM will have had RhoGAM with the

previous pregnancy.

If treatment is refused on the grounds of in-

ability to afford the cost of the therapeutic pro-

cedure, the hospital may still be held responsible

in case of an unfavorable outcome. One should

explore areas where funds may be available to

cover the cost of the RhoGAM plus the necessary

costs of laboratory work incident to its adminis-

tration. For example, in Colorado, the State Health

Department will cover these expenses (up to

$50.00) in cases where the family’s income is not

above a specified level. In other cases, some finan-

cial aid can usually be provided from other

sources. Regulations of the State Health Depart-

ment regarding coverage of these costs have been

published in the mimeographed periodic report

sent to all physicians, or are available upon re-

quest by telephone.

As in the case of transfusing of red cells into

a recipient, it is believed that laboratory tests

should be perform.ed or confirmed by the institu-

tion where the pregnant female is confined; or

by the laboratory which regularly does this sort

of serological work for that institution. Thus, in

many hospitals outside the Denver metropolitan

area, the antibody determinations relevant to

Rh disease are not done in the hospital laboratory,

but are sent to another laboratory which regularly

does this type of testing at the request of the

particular hospital.

Not infrequently, there occurs an apparent

conflict of results as obtained by the hospital

laboratory and another laboratory which tested

the patient prior to her admission. These discrep-

ancies do not necessarily indicate that gross error
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has been made, but rather that some important

event has occurred which has produced this

“change in the picture”. In this way, these con-

flicting data serve a very useful purpose if their

significance is appreciated. For example, if “a

big bleed” occurs prior to delivery, a situation

where a tear in the placenta allows a relatively

large volume of fetal Rh Positive cells to flood

the maternal circulation, the mother may appear

to change suddenly from Rh Negative to “D“

Positive” (weak Rh Positive). In this situation,

one should immediately examine the maternal

blood for the presence of fetal cells and if fetal

cells are found, then hyper-immune anti-D globu-

lin should be given the mother in relatively much
larger doses that are repeated until the fetal cells

disappear from the circulation. As many as 10

vials of RhoGAM may be necessary in such cases.

Specific instances of legal suits involving fail-

ure to give RhoGAM where indicated cannot be

documented at this time since these cases are in

the process of litigation and no court decisions

have as yet been handed down. However, it was
clear during the RhoGAM Seminar proceedings in

New York City that there are indeed several suits

involving hospitals where it is likely that suits

will be either brought to trial or settlement made
satisfactory to the plaintiffs.

William A. H. Rettberg, MD

To the Editor:

The thoughtful remarks of Dr. 'Wallace B.

Sullivan of Pueblo, Colorado relative to his con-

cern directed toward the training of anaesthetic

technicians and other para-medical personnel are

appreciated. A careful assessment of the needs

and the achievement of these goals will require

studies in depth as is now being carried out by the

Feasibility Committee at the direction of the

House of Delegates of the Colorado Medical

Society.

Our unselfish interests in planning adequate

health care becomes not only our professional re-

sponsibility, but our obligation. We are further

stimulated to seek safe and effective ways to

meet these needs since the passage of the compre-
hensive Health Planning Law by the Federal

government. With our dedication and experience

in the delivery of health care, we must establish

leadership, assess the needs and offer solutions

in duties, responsibilities and training of para-

medical personnel under the direct supervision of

the physician. We cannot afford the luxury of

complacency until all areas are adequately served.

In my original article I did not clarify my
concern relative to the life-saving necessity of

training more skilled hands to clear airways and
do intubations in case of accidents where several

people are involved. The patient with obstructed

airways is a poor candidate for later definitive

treatment. Occupation in the rural areas with

livestock, farm machinery, etc., has always had

a high accident rate. And the accident rate, both
rural and urban, has been multiplied by our
traveling, roving, vacationing population. Espec-
ially in the vacation areas—skiing, hunting, horse-
back riding, boating, etc., add to the accident-
prone hazards. Yes, lives are without doubt lost

because of lack of trained personnel. Many could
be saved by well trained para-medical help.

Decisions relative to the administration of po-
tent drugs by the anaesthetic technician would be
made in immediate consultation with the surgeon
and his assistant based on the vital signs assessed
by the surgical team. The anaesthesiologist in any
setting is not isolated from other knowledgeable
medical persons. He would not be left alone to

meet emergencies that present problems. The po-
tent drugs mentioned by Dr. Sullivan have been
used satisfactorily in the Intensive Care and Heart
Care Units of urban and rural hospitals. This has
also been an area of concern and controversy.

Experience has proven that the trained para-

medical attendants can and must meet urgent
emergencies—many times in the temporary ab-

sence of the house physician or the attending

physician.

Dr. Sullivan made the statement that an anaes-

thesologist is a physician specializing in anae-

thesia. The nine thousand plus physician Board
Anaesthesiologists are not able physically to meet
the needs. The Mayo Clinic, and many of the

Veteran’s Hospitals are using nurse anaesthetists,

without technical problems. It is freely recognized

by the American Society of Anaesthesiology that

the Board plus the fourteen thousand nurses

trained in anaesthesia in University Medical Cen-
ters are not filling the needs.

Dr. Sullivan is concerned about medical care

returning to the Archaic Age. The Flexnor report

and the standardization of medical education was
timely and helpful. Medicine was, with or without

the Flexnor review, emerging from the very in-

fancy of scientific medicine. We need to have little

concern of a regression in medicine, in communi-
cations, in transportation, or any of the many
areas of science or culture. We are serving a well

informed public who will not long tolerate our

inadequacies.

Rural hospital personnel do and must continue

to assume more than one special duty. Perhaps

they are an odd segment of our medical commun-
ity; accepting a living wage and enjoying a rich

feeling of reward for having a part in the many
frontiers of Health Care.

We are not fulfilling our obligations when one

area is doing well and another suffering. The

answers are not simple. The status quo will never

do without change. We must open our minds and

our hearts to the needs, and look to the future

for improvement, and be thankful for the patience,

trust and confidence that our leadership in med-
icine has enjoyed. Henry H. Zeigel, MD
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Theydon’t feel they“suffer”

from hypertension...

that’s the''Buti”part

ofButiserpazide.

The “Buti” part of Butiserpazide—the mildly

sedative action of Butisol acting in concert with the

classic thiazide/reserpine formula—proved

helpful in one study in reducing hypertensive

symptoms in over half the patients.^

Among the symptoms showing “striking” overall

improvement were headache, nervousness,

palpitation and dizziness. Nor is that all there is to

the “beauty” of Butiserpazide. Clinical

comparisons have also shown that many patients

respond with smooth, uniform lowering of blood

pressure^. . . at times below the levels achieved with

previous therapy''^. . . as well as a lowered

incidence of drug side effects. (The usual dosage

is just 1 tablet once or twice a day.

)
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of mouth, syncope, epistaxis, weight gain, and impotence or decreased libido.
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When it’s more than a bad cold

your patient can feel better

>^e he’s gettii^ better

Achroddih
Tetracycline HCl—Antihistamine—Analgesic Compound

Each tablet contains: ACHROMYCIN® Tetracycline HCl 125 mg.; Phenacetin 120 mg.;
Caffeine 30 mg.; Salicylamide 150 mg.; Chlorothen citrate 25 mg.

In tetracycline-sensitive bacterial injection complicating respiratory allergy, ACHROCIDIN
brings the treatment together in a single prescription—prompt relief of headache and conges-

tion together with effective control of the organisms frequently responsible for complications

leading to prolonged disability in the susceptible patient.

For children and elderly patients you may prefer caffeine-free ACHROCIDIN Syrup. Each
5 cc contains: ACHROMYCIN (Tetracycline) equivalent to Tetracycline HCl 125 mg.; Phen-

acetin 120 mg.; Salicylamide 150 mg.; Ascorbic Acid (C) 25 mg.; Pyrilamine Maleate 15 mg.

Contraindications: Hypersensitivity to any compo-
nent.

Warning: In renal impairment, since liver toxicity is

possible, lower doses are indicated; during prolonged
therapy consider serum level determinations. Photo-
dynamic reaction to sunlight may occur in hyper-
sensitive persons. Photosensitive individuals should
avoid exposure; discontinue treatment if skin dis-

comfort occurs.

Precautions: Drowsiness, anorexia, slight gastric dis-

tress can occur. In excessive drowsiness, consider
longer dosage intervals. Persons on full dosage
should not operate vehicles. Nonsusceptible organ-
isms may overgrow; treat superinfection appropri-
ately. Treat beta-hemolytic streptococcal infections

at least 10 days to help prevent rheumatic fever or
acute glomerulonephritis. Tetracycline may form a
stable calcium complex in bone-forming tissue and

may cause dental staining during tooth development
(last half of pregnancy, neonatal period, infancy,

early childhood).

Adverse Reactions: Gastrointestinal—anorexia, nau-
sea, vomiting, diarrhea, stomatitis, glossitis, entero-

colitis, pruritus ani. maculopapular and
erythematous rashes; exfoliative dermatitis; photo-
sensitivity; onycholysis, nail discoloration. Kidney
—dose-related rise in BUN. Hypersensitivity reac-

tions— urticaria, angioneurotic edema, anaphylaxis.

Intracranial—hniging fontanels in young infants.

Tee//:—yellow-brown staining; enamel hypoplasia.

Blood—anemia, thrombocytopenic purpura, neutro-

penia, eosinophilia. Liver—cholestasis at high dosage.

Upon adverse reaction, stop medication and treat

346-8
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Results on skin are final proof of any topical antibiotic’s effectiveness
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Dear Sir:

Surely you remember the arguments of

organized medicine against Medicare. One of

the most important criticisms, advanced

time and time again by the AMA and its

spokesmen, was that the cost would be 2 or

3 times that estimated by Mr. Wilbur Cohen

and the other architects. The corollary, more

common in medical publications, but widely

discussed, was the pre-

diction that when the

inevitable financial di-

lemma could no longer

be hidden from the

people, the politicians

would blame it on the

doctors. In 1965, by
act of Congress, Medicare (Title XVIII of

Social Security Act) became law. A short

time later, with the opposition to federally

financed medical care beaten and emascu-
lated, the Congress surreptitiously passed

the Medicaid Law, a measure with an equally

staggering financial obligation for the gov-

ernment.

The day of reckoning has arrived! The
President has declared that a crisis exists in

the financial operation of the giant health

programs. The Congress is feverishly con-

ducting investigations to find the causes

—

causes long ago obvious to many profes-

sionals.

Although not to be tolerated, abuse of

the program was predictable-—abuse by re-

cipients, administrators, and, yes, unfor-

tunately by doctors. Every federal program
is considered by some of the people as “give

away”, or “free”, or “I’m entitled to it”.

Legislators know this. Legislators knew this

in 1965!

Abuses should be studied. Flagrant abuses
should be exposed. But the TOTAL program
should be analyzed for abuse, and the focus

of the investigation should not be the doctor,

although this is the most profitable angle

for exploitation by the press. Fourteen in-

cidences of abuse by doctors thus far re-

vealed by the congressional committee, and

widely reported by the press, will not bal-

ance the deficit. In fact, abuse in all elements

of the program, although intolerable, will

not be the basis of the financial problem—

a

problem that has too long been whitewashed

or avoided by non-objective or politically

expedient evaluation.

The citizenry is tired of congressional in-

vestigations whose political motivations

override honest analysis of the problems.

Medicare was a political football that bought

a lot of votes for the Congress of 1965. The

Congress of 1969 must find a way to pay for

it. This time the emphasis dare not be on

political considerations!

O NE OF THE MOST INTERESTING of many talks

to visiting physicians from the U. S. to

Equador a few months ago was by Dr.

Nicholas Espinosa, a pediatrician. He was

educated in Spain and had two years of Resi-

dency in Denver in the

early 1950’s; he now
teaches and practices

pediatrics in Quito. Dr.

Espinosa told of his

many problems among newborns. The alti-

tude there is ten thousand feet and the infants

need more sleep and hyperventilation than

they get. The adult population has higher

hemoglobin, but the infants do not; they are

unusually small at birth, apparently in pro-

portion to malnourishment in many of the

mothers. The mortality is about 16 per cent

during the first year, but modern therapy

Abuse.

A Letter

To My

Congressman

Primitive

Wisdom
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hopefully is destined to lower the rate. In-

fants born into the higher socio-economic so-

ciety average approximately 300 grams more
in weight than among the lower elements. Pre-

mature labor occurs more often at the higher

altitudes and among the people of lower in-

come. The latter often develop hypoglycemia

and cannot adjust themselves to a state of

hypoxia. Occasional cold environment in

some areas aggravates many of the problems,

particularly respiratory.

Bones and cartilage seem to be softer in

the young at the high altitudes. For example,

congenital hip dislocations are as much as

100 times as common in Quito as in Guaya-
quil. However, other congenital malformations

which begin early in the period of gestation

are apparently not affected by the altitude.

We recall that in the early days of medical

history in Colorado, many women went, or

were sent, from our higher altitudes such as

Leadville and Cripple Creek, to Denver for

the last part of gestation and delivery. The
brain mass does not appear to be affected,

but other organs significantly are. Babies of

the Andes Indians appear to suffer less than

most of the others in Equador. Apparently

the parents have long since become adapted

and acclimatized.

Visiting physicians are understandably in-

terested in to what extent birth control mea-
sures, as we know them, have been passed

on to the so-called underprivileged people in

South America. The pediatrician answered

the question succinctly: the people listen to

birth control advice and appear to compre-

hend, but nothing happens! At the clinics,

hospitals, and physicians’ offices which we
mentioned in an earlier editorial, the people

are told, instructed, and even given birth

control pills but still, nothing happens. Maybe
they feed the latter to the goats and guinea

pigs, but there are plenty of animals all over

the place—members of the family. We con-

clude, therefore, that the natives are not un-

happy with the way their lives are going now
and have gone for countless centuries. This

argument is on the side of travelers of stu-

dents of sociology who believe that the do-

gooders and others who try to change their

traditional way of life might do humanity a

greater favor by leaving them alone. Let us

re-affirm, however, our leaning toward the

concept that the best we have in the science

of medicine is a basic human right!

It is notable that when one mingles with

the natives in the towns, especially the mar-

ket places, their faces are somber but not

unhappy. One rarely sees a malformed infant

or child; there are many old people but not

crippled or helpless ones. They trudge about,

often carrying heavy burdens, on small but

strong legs and wonderful feet that may or

may not have shoes. One of the speakers made
an interesting comment. He said that the

people, including their medicine men and

Medical Doctors, do not work too hard to

save the malformed infants, nor do they, at

the other end of the life span, resist the Grim
Reaper’s hand when the time has come to

die! Apparently a primitive form of wisdom
prevails. Many people in more civilized and

affluent countries of our Earth assent to

these and other forms of ancient philosophy.

However, upon return from a tour among
primitive people, they express themselves

guardedly, or not at all, lest they incur the

wrath of those who prefer to save, preserve,

and prolong all forms of life to often miser-

able and unrewarding ends!

THE RHODE ISLAND MEDICAL SOCIETY
The Trustees of America’s oldest medical essay competition, the Caleb Fiske

Prize Essay of the Rhode Island Medical Society, announce as the subject for this

year’s dissertation “Medical Education In The Years Ahead’’. The essay must be
typewritten, double spaced, and should not exceed 10,000 words. A cash prize of

$500 is offered. Essays must be submitted by December 15, 1969.

For complete information regarding the regulations write to the Secretary,

Caleb Fiske Fund, Rhode Island Medical Society, 106 Francis Street, Providence,

Rhode Island 02903.

28 Rocky Mountain Medical Journal



splenic hypertension in pancreatitis*

William E. Looby, MD, Pueblo, Colorado, Joseph R. Bennett. MD, Lake Forest, Illinois,

and Abdul Rehman, MD, Pueblo, Colorado

Search of the American Literature failed to

reveal a report of splenic hypertension with

resulting varices and gastrointestinal hemor-

rhage, secondary to pancreatitis. Rignault

et al.,^ describes various degrees of splenic

vein obstruction caused by chronic pancrea-

titis; these were demonstrated by spleno-

portographic changes, but detailed clinical

observations were not presented

In European literature, A. Das and A. K.

Basu^ describe a case of obstruction of the

splenic vein due to chronic pancreatitis

with repeated hematemesis in which a sple-

nectomy was performed; no postoperative fol-

low-up is given. Arner and Fernstrom^ men-
tion obstruction of splenic vein by pancrea-

titis, but again no case histories are presented

in detail. Splenoportography was performed
on 95 patients with inflammatory disease of

the pancreas by Rosch and Herfort.^ Their

conclusion is that various degrees of obstruc-

tion of the splenic vein is caused by pancrea-

titis. No other conclusions are drawn.

Obstruction of the common bile duct by
pancreatitis is a relatively common occur-

rence. In some series it is responsible for this

condition in almost 10 per cent of cases. As
the case to be presented developed both of

the above described complications we felt

that a report of the clinical course and the

end result might be of interest.

*From the Department of Surgery, Colorado State Hospital,
Pueblo, Colo. Dr. Looby is Chief of Surgery, Colorado
State Hospital, formerly Assistant Professor of Surgery,
University of Illinois. Dr. Bennett is a member of the
Active Staff, Lake Forest Hospital, Lake Forest, Illinois.

Dr. Rehman is a second year surgical resident, Colorado
State Hospital.

CASE REPORT
A 57-year-old, married, white male was first

seen by one of us (J.R.B.) on January 16, 1951,

with the following history. His illness began two
and a half years previously and was characterized

by recurrent attacks of well localized mid-epi-

gastric distress which came on after eating and
which varied from a feeling of fullness and heavi-

ness to actual pain. Pressure over the epigastrium

caused a dull aching pain. Recently he began to

experience nausea following ingestion of food

which resulted in vomiting the food taken. This

was most frequent following breakfast. A low

dorsal backache had been noted. His symptoms
caused him to reduce his food intake to a starva-

tion level. Bowel function had been normal except

that his stools were light in color and of small

caliber. There had been no diarrhea. Before the

onset of his illness his normal weight had been

155 pounds. His present weight of 112 pounds in-

dicated a loss of 43 pounds.

He first consulted a physician in April, 1950.

Roentgenologic studies of the gastrointestinal tract

were reported as normal. Exploratory laparotomy

was advised but declined by the patient. In Sep-

tember, 1950 he was hospitalized by a second

physician for “treatment of an ulcer” but ob-

tained no relief in the month he spent in the

hospital. The remainder of his history was nega-

tive except for knowledge of a low grade hyper-

tension. He admitted to a rather copious intake

of beer for several years.

Physical examination revealed a markedly

emaciated man, exhibiting a typical “dyspeptic

facies.” Head and neck and examination of the

fundi were negative except for complete absence

of teeth. Slight left ventricular enlargement was

present. The lungs were clear throughout. The

liver edge was palpable on inspiration, was nor-

mally angular and non-tender. At a point corre-

sponding to the usual location of the gallbladder

there was a palpable, firm, smooth, non-tender,

inspiratory mobile oval mass about the size of
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half a pear. The lower and lateral margins of this

mass were distinct from the liver. The tip of the

spleen was barely palpable on deep inspiration

and the upper limit of splenic dullness was nor-

mal. There was tenderness on deep pressure in

mid-epigastrium. Genitalia, rectal and prostatic

examinations were normal. Musculoskeletal exam-
ination was normal except for evidence of marked
weight loss. Reflexes were present and normal.

Blood pressure 188/120. Blood findings normal.

Urine showed glycosuria 4 + . Prior to this time

the patient was not aware of his diabetic condi-

tion.

He was immediately admitted to the Lake
Forest Hospital for further studies, with a ten-

tative diagnosis of chronic pancreatitis.

The results of laboratory studies were ^s fol-

lows: Urinalysis: sugar 4 + ,
acetone 4+ ,

bile -|-,

specific gravity 1.035, albumin — a trace, micro-

scopic — negative. Blood serology negative, type

O, Rh positive, hematocrit 46 per cent, hemoglobin
14.5 grams ( 93.2 per cent) white blood count 6,200

with a normal differential. Fasting blood sugar

200 mgm. per cent; serum phosphorous 4.3; acid

phosphatase 1.7 and alkaline phosphatase 11.8

Bodansky units; total protein 7.1 grams; amylase
64 units; cephaline flocculation 4+ in 48 hours;

urinary porphyrins negative. The stools were nega-
tive for occult blood, were light tan, and contained

4-f- fatty acid crystals.

A flat film of the abdomen revealed no evi-

dence of soft tissue pathology with particular ref-

erence to pancreatic calculi. Roentgenologic exam-
ination of the colon with opaque media failed to

reveal any pathology. The upper gastrointestinal

tract was negative for evidence of esophageal

varices, the stomach was displaced to the right

and anteriorly, the duodenal loop was normal and
no changes were noted in the small bowel pattern.

The gallbladder failed to visualize, and an intra-

venous pyelogram was normal.

Fig. 1. Appearance of biopsy of pancreas. Com-
plete fibrous replacement of glandular structures

except for Isles of Langerhans.

Fig. 2. Drawing on left reveals findings of obstruc-

tion of common duct by sclerosing pancreatitis.

Drawing on right depicts bypass cholecystoje-

junostomy employing Roux en Y.

On a high protein, high carbohydrate, low fat

quantitative diet and adequate insulin dosage the

diabetes was quickly controlled. After a period of

control and observation it was felt that a surgical

approach to the problem was indicated. An opera-

tion was performed (W.E.L.) on January 29, 1951.

Operative findings

The pancreas was extremely hard and nodular
throughout causing obstruction of the common bile

duct and consequent marked dilatation of the

extrabiliary duct system, including the gallblad-

der. There was no evidence of stones in the ducts

and the dilatation of this system was obviously

the result of the lesion in the pancreas. Explora-
tion of the stomach, duodenum and small bowel
revealed no further pathology. The gastrocolic

omentum was opened and a biopsy taken from the

head of the pancreas. A retrocolic Roux-Y chole-

cystojejunostomy was performed.

The postoperative course was uneventful and
the patient left the hospital February 16, 1951 to

continue the diabetic diet as before with 20 units

of protamine zinc insulin (U-40) each morning,

oral pancreatic extract and supplemental vitamin

therapy.

He was seen at monthly intervals until August

27, 1951 during which time the diabetes had been

well controlled, the stools contained progressively

fewer fatty acid crystals, distress had ceased and
there had been a weight gain up to 140 pounds.

During this time, however, the spleen became
readily palpable and extended four finger breadths

below the left costal rim.

On September 4, 1951 he barely managed to

walk into the office because of marked weakness.

Mental confusion made it impossible to obtain

an accurate history, but it was ascertained that

he had vomited an undetermined amount of blood

and had been passing black colored stools for

two or three days. He was immediately read-

mitted to the Lake Forest Hospital.
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Aside from marked pallor, splenomegaly and

drop of blood pressure commensurate with mas-
‘ sive hemorrhage, there were no changes on phy-

I

sical examination. Laboratory data were as fol-

lows: Hematocrit 18 per cent, hemoglobin 4.1

i

grams (26.6 per cent), white blood count 5,750

^ with 61 segs., 18 lymphocytes, 14 monocytes, and

7 stab cells. Total protein 9.0 grams per cent,

albumin 7.5 grams per cent, globulin 1.5 grams
per cent, A/G ratio 5:1. Urinalysis normal. Cepha-
lin flocculation 1 plus in 48 hours. The first stool

passed was grossly bloody.

Repeated blood transfusions resulted in suf-

ficient improvement to permit roentgenologic

studies of the upper gastrointestinal tract on Sep-
tember 7, 1951. The examination revealed an al-

most imperceptible irregularity of the mucosal
outline of the third and fourth portions of the

duodenum. There was no evidence of esophageal

varices. The stomach and duodenal bulb were
normal. Proctosigmoidoscopy indicated an entire-

ly normal mucosa.

By September 14, 1951 there was no further

evidence of active bleeding, the red blood count

was 3,900,000 with 10.8 grams hemoglobin and it

was felt that exploratory laparotomy, with the

possibility of splenectomy was indicated. On Sep-
tember 17, 1951 a second operation was performed.

Exploration of the abdomen revealed a normal
appearing liver and. a well functioning cholecysto-

jejunostomy. The pancreas was small and stony

hard throughout. The splenic vein lay in the sub-

stance of the pancreas and the fibrosing pancrea-

titis had occluded the vein completely thus pro-

ducing a splenic hypertension. This was mani-
fested by marked dilatation of the veins of the

splenic pedicle and of the vasa brevia. The veins

about the lower end of the esophagus and cardia

of the stomach were markedly dilated. The greater

omentum had attached itself to the spleen and had
developed dilated veins in an attempt to relieve

the splenic congestion. The spleen was approxi-

mately four times normal size. The portal system

Fig. 3. Section of spleen showing marked passive
congestion.

Fig. 4. Appearance for laparotomy showing ob-
struction of splenic vein and marked varices of

stomach and esophagus. Portal system normal.

Fig. 5. Following splenectomy the varices com-
pletely disappeared.

was to all appearances completely normal. The
omentum was freed from the spleen after ligation.

A splenectomy was performed with some diffi-

culty. Following the clamping of the splenic pedi-
cle, the varicosities of the lower end of the esopha-
gus literally melted away and it was assumed that

the cause of his hemorrhage had been relieved.

Postoperative course was again uneventful and
he left the hospital September 30, 1951 to follow

the same medical regimen as before with the

temporary addition of an iron and vitamin Bjg

combination. He had been seen at frequent inter-

vals during that time and he felt and appeared
unbelievably well. He had gained weight to 162

pounds, his diabetes was well controlled and the

stools showed only occasional fatty acid crystals.

Physical examination revealed no abnormalities.

Through the courtesy of the Lake Forest Hos-
pital it was made possible for him to be admitted
solely for follow-up laboratory studies on February

8, 1953, slightly over two years after his initial

hospitalization. The results of these tests are as

follows: Urinalysis: normal. Blood: red blood
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count 5,140,000, hemoglobin 15.6 grams, white blood

count 10,000 with normal differential distribution;

serology negative; prothrombin time 14.5 seconds

(93 per cent of normal); serum amylase 4 units;

icterus index 4; cephalin flocculation 2 plus in

48 hours; brosulphalein 20.5 retention in 45 min-

utes; glucose tolerance (single feeding method)

fasting 150, ¥2 hour 318, 1 hour 406, 2 hours 412,

3 hours 308 and 4 hours 248 mmg. per cent. Stools

contained an occasional fatty acid crystal. Roent-

genological examination of the esophagus, stom-

ach, and duodenum was normal.

This patient was followed until his death

in June of 1959. The cause of death was a

massive coronary occlusion. This was a clin-

ical diagnosis and no autopsy could be ob-

tained. For the six years of his life following

his splenectomy he remained active and pur-

sued his occupation as a delivery man.

Summary

1. A review of the literature is presented.

2. A case of sclerosing pancreatitis which

occluded both the common bile duct and the

splenic vein is reported. The latter caused the

development of varices with severe gastro-

intestinal hemorrhage.

3. Splenectomy was utilized to cure this

condition. The total protein of 7.1 gms. with

an A/G ratio of 5: 1 has not been explained.*
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The aggravated Emg —
A new sign in lumbar disk lesions

Many times, on the basis of the patient’s

complaints, the surgeon suspects a lumbar

disc lesion but finds that symptoms are out

of proportion to signs. In legal and compen-

sation cases, the surgeon may find himself

in court with mainly an opinion based on the

patient’s history and localization of tender-

ness. Controversy arises because of lack of

scientific documentation. The plaintiff’s case

might then go any direction depending on

personalities of the attorneys, surgeons, or

jurors. It is apparent that additional objec-

tive evidence is needed. Also, quantitative

tests would be valuable in documenting pro-

gression of symptoms before surgery as well

as proving efficacy of surgery in the post-

operative period. It is our opinion that the

Naffziger maneuver done with an EMG con-

Charles D. Magill, MD, Denver

nected to muscles of the suspected dermatome

is an objective finding. This finding should be

helpful in complementing the clinical evalua-

tion of lumbar disc lesions.

The JSaffziger maneuver

If one inflates a tourniquet about the neck,

the cerebrospinal fluid pressure will increase

as follows:’

Cuff CSF Clinical

Pressure Pressure Equivalent

mm Hg mm H.,0

0 50

5 75

10 130

20 215 3 coughs

40 275 straining

60 350

80 400

100 550
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Naffziger noted that prolonged jugular

I

compression not only exaggerates signs and

[

symptoms of space consuming lesions of the

1
central nervous system, but frequently elicits

new signs and symptoms.^ Bradford and

,

Spurling felt that the Naffziger sign is posi-

i

tive in about 50 per cent of patients with a

j

herniated lumbar disc.'* The author has used

the Naffziger sign over the past five years

in evaluating lumbar disc lesions. In many
cases, if the sign is negative, surgery is not

indicated, and the patient will respond to an

intensive conservative program as outlined

by Kraus^ or Williams.® Almost all cases of

operated lumbar disc should have this sign

positive, or a positive myelogram or positive

cystometrogram. In other words, there should

be some positive objective test before surgery.

The Naffziger test is performed by wrap-

ping a stayless blood pressure cuff about the

neck and inflating it to 40 mm. of mercury

(analogous to heavy straining). The patient

can be upright or supine. If this reproduces

the patient’s pain syndrome within the next

60 seconds, it is- positive. This test is then

correlated with the clinical evaluation.

Electromyography

The Naffziger sign has been little used

in evaluations because of its subjective char-

acter. Likewise, electromyography has usual-

ly been negative. However, if an electrode

can be inserted into the affected myotome
(such as the peroneals if pain is in the lateral

calf) during the performance of the Naff-

i ziger maneuver, then startling patterns can
' be recorded. These patterns return to normal

i
with deflation of the tourniquet, and are

I

reproductible with reinflation. Following ef-

fective surgery, the patterns will not occur.

The following case reports are illustrative.

CASE REPORTS

;
Case 1: A 31-year-old male laborer twisted his

back at work, 9/28/66. Because of a diagnosis of

a lumbar disc lesion, retraining was recommended

;
in a less demanding job. This was not carried out.

On 8/1/67, he reinjured himself. By 2/19/68, he
was having pain with straining. A Naffziger sign

' was positive into the left little toe. On 3/7/68,

myelogram was negative. He became pain-free in

a plaster cast for four weeks. After the cast was
I removed, he developed pain in the left peroneal
' area on straining. On 5/24/68, the left lumbosacral
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junction was tender to heavy palpation. Straight

leg raising signs were contralaterally positive.

There was spasm in the left hamstrings and weak-
ness of left peroneus longus and left flexor hal-

lucis longus.

On 6/10/68, an aggravated EMG was positive

in the left peroneals. At rest both peronei longi

and the left anterior tibialis and gastrocnemius
were silent. The neck tourniquet was inflated to

40 mm. mercury. At four minutes of inflation,

500 mv. positive resting spike waves developed
in the left peroneus. The other muscles remained
silent. The potentials in the peroneus disappeared

at seven minutes with release of the tourniquet.

The tourniquet was reinflated. At three minutes,

biphasic 200 mv., 6 ms. resting spikes were again

noted in the left peroneus. These increased to 800

mv. triphastic potentials. After deflation, small

potentials persisted for 40 seconds.

On 6/12/68, at surgery, both L4-L5 and L5-S1
disk interspaces accepted over 1.5 cc. saline. Nu-
cleus pulposus was removed from both inter-

spaces on the left. On 7/8/68, the aggravated EMG
was repeated as above and there was electrical

silence of all muscles previously tested, even after

seven minutes of inflation. By 12/2/68, the patient

was almost asymptomatic. Job retraining was in

process.

Case 2: A 37-year-old male water inspector,

had been treated for several months for numbness
and weakness of both lower extremities, but had
continued to work as usual. On 6/6/68, questioning

revealed he had not been urinating more than

twice a day. On 6/13/68, cystometrogram showed
a partial sensory paralytic bladder. By 6/19/68,

he had developed left leg pain. The left Achilles

and patellar reflexes were decreased. Sensation was
decreased along the left lateral calf. Muscle power
was decreasd in the left peroneals, left flexor

hallucis longus, left extensor hallucis longus. There

was clonus in the left hip external rotators. Con-
tralateral straight leg raising signs were positive.

He was tender to heavy palpation at L-4-S1 on

the left.

On 6/20/68, an aggravated EMG was done. At

rest without the tourniquet there was electrical

silence and no pain in the left peroneals and left

quadriceps. The neck tourniquet was inflated to

40 mm. mercury. At two minutes the patient com-

plained of pain in the left lateral calf as polyphasic

and biphasic 300 mv. resting potentials appeared

on the oscilloscope from the left peroneus longus.

The left quadriceps was silent. The potentials

persisted for about 60 seconds after deflation of

the tourniquet.

On 7/6/68, at surgery, the L5-S1 interspace was

so tense that any injected saline immediately

squirted out. The L4-L5 interspace accepted 2 cc.

saline. Nucleus pulposus was removed from both

interspaces on the left. On 8/16/68, the patient
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was asymptomatic and returned to work. On
10/24/68, a repeat aggravated EMG was done and
showed electrical silence, even after five minutes
of inflation. On 11/15/68, repeat cystometrogram
was normal.

Discussion
In evaluating patients with suspected lum-

bar disc lesions, one must first take a history.

Physical signs are then elicited. A Naffziger

maneuver (without the EMG) should be in-

cluded. Routine five view lumbosacral films

should be obtained. A differential diagnosis is

contemplated. A conservative line of treat-

ment is started. Observation of progress is

made. If there is no progress, confirmatory

tests are considered. Discograms and verte-

bral angiograms are not done because of

unreliability, inconvenience, and lack of com-
mon facilities. These are valuable research

tools but of little probable help in manage-
ment of the patient. However, the myelo-

gram, bladder cystometrogram, and aggra-

vated EMG are of value and are done as

indicated by the clinical evaluation. One of

these confirmatory tests should be positive

before surgery.

Indications for the aggravated EMG test

are as follows: (1) Patient with suspected

space occupying lesion such as lumbar disc

lesion, (2) positive Naffziger sign, (3) to

gauge progress of lesion by number of min-
utes to positive response, (4) to test efficacy

of surgery, (5) to support or refute subjec-

tive symptoms in malingerers or for medi-
colegal purposes. A negative test would be
reassuring. A postive test would be highly

reliable. In other words, if cystometrogram,

myelogram, or aggravated EMG is negative,

there is probably not enough disability to

warrant surgery.

Contraindications to the aggravated EMG
are the following: (1) Posterior brain lesions

which might be affected by the increase in

CSF pressure, (2) obvious clinical syndrome
without medicolegal or compensatory con-

siderations, (3) older people with sclerotic

arteries of head and neck; these people should
unlikely have disc lesion anyway. Of 1,192

patients undergoing disc surgery, only 0.7

per cent were over age 60.®

An additional detail should be mentioned.

If a patient complains of pain especially

with prolonged standing or being in the up-

right position, then the confirmatory tests

should also be done in the upright position.

Cystometrograms might be impractical this

way. Radiologists have seen myelographic

defects appear only in the upright position.'^

While tourniquet inflation about the neck
may increase CSF pressure and nerve root

irritability, gravity may be necessary in some
cases to bulge the annulus against the nerve

root.

Summary

A new confirmatory test for space occupy-

ing lesions of the central nervous system has

been described. Electromyographic documen-
tation of the jugular compression test of Naff-

ziger has been shown in two cases of proven

lumbar disc lesions. If the Naffziger sign is

positive in routine physical examination, the

aggravated EMG should be performed. Use
of the test in evaluating progress of lesions,

efficacy of surgery, and to support or refute

subjective signs is outlined. It should not be

performed where 40 mm. (mercury) neck

compression or 300 mm. (water) CSF pres-

sure (heavy straining) would be harmful.*
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Treating vaginitis
is as easy as AVC

three

Trichomonads...Monilia...Bacteria
You can depend on AVC— the comprehensive therapy that acts against al

major vaginal pathogens.

Monilia emerging as a major therapeutic problem —
recant studies report increased incidence, attributed in part to the use of oral

contraceptives,’"^ broad-spectrum antibiotics^'^ and prolonged use of corticosteroids.'^

recent evidence establishes high rate of microbiological and clinical cure with AVC.’'”

Comprehensive — Effective
The published record and more than two
establish the therapeutic value of AVC in

Easy as AVC

decades of clinical experience clearly

vaginitis/cervicitis and vaginal surgery.
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tions for topical and systemic sulfonamides
should be observed because of the possibility of
absorption. Burning, increased local discomfort,
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sulfonamide toxicity are reasons to discontinue
treatment.
Dosoge: One applicatorful or one suppository in-

travaginally once or twice daily.
Supplied: Cream — Four-ounce tube with or with-
out applicator. Suppositories — Box of 12 with
applicator.
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1967, 2. Porter, P. S., and Lyle, J. S.: Arch.
Dermat. 93:402, 1966. 3. Walsh, H.; Hildebrandt,
R. J., and Prystowsky, H.: Am. J. Obst. & Gynec.

93:904, 1965. 4. Voginitis and the Pill: J.A.M.A.
196:731, 1966. 5. Guerriero, W. F.: South. M.J.

56:390, 1963. 6. Seelig, M. S.i Am. J. Med.
40:887, 1966. 7. To-day's Drugs, New York, Grune
& Stratton, Inc., 1965, p. 316. 8. Gray, L. A., and
Barnes, M. L.: Am. J. Obst. & Gynec. 92:125,
1965. 9. Salerno, L. J.; Ortiz, G., and Turkel, V.:

Vaginitis: A Diagnostic and Therapeutic Ap-
proach, Scientific Exhibit, presented at the 115th

Annual A.M.A. Convention, Chicago, Illinois,

June 1966. 10. Walsh, J. C.; Sheffery, J. B., and
Wilson, T. A.: Med. Ann. D.C. 37:358, 1968.

11. Nugent, F. B., and Myers, J. E.: Pennsylvania
Med. 69:44, 1966.

THE NATIONAL DRUG COMPANY
DIVISION OF RICHARDSON-MERRELL INC

PHILADELPHIA. PENNSYLVANIA 19144

AVC SUPPOSITORIES hydroehloridejD.014 Gm., sulfanilamide
1.05 Gm., allantoin 0.014 Gm.)



Trvn^in- lOOOOO N F Unrts, Chymotrypsirt 8,000 N:.F. Units,; equiyatent in tryptic activity to 40 mg, ot N,F. trypsin

DOUBLE STRENGTH

Proteolytic enzyme therapy

specifically indicated

for the rapid resolution of

inflammation and edema i

as adjunctive therapy A
in accidental and
surgical trauma.

1 tablet q.i.d.

provides recommended
therapeutic dose at ^
lower cost. ^

Descriptiori: OREN2YME BITABS offers the therapeutic effects of

trypsin in an orat form as octjunctive therapy for the rapid reso-

fution of inflammation and edema. ORENZYME BITABS is con-

venient to use, promotes potient cooperation ond is ideally

suited for maintenance theropy following porenteral trypsin.

Indications; When used as adjunctive theropy for the rapid res*

olution of inflammation and edemo, good results hove been

obtained in;

Accidental Trauma

Postoperative Tissue Reactions.

Other conventional measures of treatment should be used as

indicated. In infection, appropriate anti-infective therapy

should be given.

Contraindications: ORENZYME BITABS should not be given to

patients with a known sensitivity to trypsin or chymotrypsin.

Precautions: It should be used with caution In patients with

abnormality of the blood clotting mechanism such as hemophilia,

or with severe hepatic or renal disease. Safe use in pregnancy

has not been established.

I|

Adverse Reactions; Adverse reoctions with ORENZYME have

been reported infrequently Reports include allergic manifesta-

tions (rash, urticorio, itching), gostrointestinol upset ond in-

creased speed of dissolution of aniimol-origin surgicol sutures

There have been isolofed reports of anophyloctic shock, albu-

minuria ond hematuria. Increosed tendency to bleed has olso

been reported but, in controlled studies. It has been seen with

equol incidence in placebo-treated groups. (See Precautions.)

it is recommended thot if side effects occur medication be

discontinued.

Dosage: One tablet q.i.d.
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MEDICAL CONFERENCE
from the

UNIVERSITY OF NEW MEXICO
SCHOOL OF MEDICINE

A puzzling case of heart failure*

PARTICIPANTS: James K. Conrad, MD, Assistant Professor of Medicine^

J. E. Goss, MD, Assistant Professor of Medicine

Richard Morehead, MD, Intern in Medicine

Dr. Morehead: A 37-year-old man was ad-

mitted to the Bernalillo County Medical Cen-

ter on August 17, 1968, because of shortness of

breath and swelling of the abdomen and legs

for one week. Four weeks before admission he

had had swelling around the mouth thought to

be due to “sinusitis” or “bad teeth.” A week
later he had eight teeth extracted without

antibiotic coverage. Three days after this

event he developed dyspnea and almost im-

mediately thereafter abdominal swelling and

peripheral edema. He denied orthopnea,

paroxysmal nocturnal dyspnea, cough, chest

pain and fever.

He had always been smaller than his

brothers and had been told in early childhood

that his heart was enlarged but had normal
exercise tolerance and considered himself to

be in good health. At the age of 14 he suf-

fered from malaise and weakness for a month
and at age 16 was told by a specialist that he
had “congenital heart disease.”

*Edited by W. S. Curran, MD, Assistant Scientific
Editor for New Mexico.

tNow Cardiologist, Lovelace Clinic and Adjunct Assistant
Professor in Medicine.

Past history, family history and review

of systems were unremarkable.

On physical examination he was able to

lie flat in bed but had distention of neck

veins to 3 cm above the clavicles when sitting.

Prominent A waves were also present. Exam-
ination of the lungs disclosed moist rales at

both bases and the heart was enlarged with

a left ventricular thrust in the posterior axil-

lary line and a right parasternal heave. The
first heart sound was loud at the apex and

the second sound was loud with a narrow
split at the base. Third and fourth heart

sounds were heard at the lower left sternal

border where there was also a soft diastolic

murmur. The abdomen was protuberant with-

out evidence of fluid, the liver spanned 18

cm and was palpable 18 cm below the right

costal margin. The remainder of the examina-

tion was normal; no cyanosis was noted. Rou-

tine laboratory studies disclosed a hematocrit

of 54 per cent, and 2-j- protein in the urine.

The 24-hour urine protein was 1.9 gms. Serum
albumin was 2.7 per cent. The EKG showed

atrial abnormalities and non-specific ST and
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T wave changes, without evidence of right

ventricular hypertrophy. Chest x-rays and

cardiac fluoroscopy demonstrated both right

and left ventricular enlargement and in-

creased pulsation of the pulmonary arteries.

There was also dilatation of the aortic arch.

Cardiac catheterization was done two days

ago and will be presented by Dr. Goss.

Doctor Conrad: The first symptom the

patient noticed was swelling of his face

and abdomen. At about the same time he

developed shortness of breath, but at no time

did he have orthopnea or nocturnal dyspnea.

He was not excessively tired, nor did physical

exertion bother him until the present symp-
toms began. In addition, he has never ex-

perienced severe chest pain or hemoptysis.

This patient presents an outstanding ex-

ample of the desirability for routine cardiac

catheterization before making a diagnosis of

primary myocardial disease. There are a num-
ber of features about this story which sug-

gested this diagnosis to those of us in the

cardiology section. However, the radiologists

turned out to be correct in their belief that he

had a patent ductus arteriosus. The films

showed an enlarged aortic knob and rather

prominent vascularity. Fluoroscopy at the

time of catheterization showed that there

was expansile pulmonary pulsation; however,

the arteries didn’t darken as well as expand,

as usually occurs in a left to right shunt.

Certainly, pulmonary hypertension was pres-

ent, based on the physical findings, the loud

pulmonary closure, and the palpable right

ventricle. The electrocardiogram rather let

us down.

Nevertheless, our reasons for suspecting

primary myocardial disease were really

pretty substantial. The history was particu-

larly suggestive, although certainly not spe-

cific. As you heard, this is a 37-year-old man
whose primary symptoms had their onset

only three or four weeks prior to admission

and his failure seemed principally right-sided.

He had had cardiomegaly since childhood.

No murmurs had been heard. He had not as

yet had any embolic phenomena nor ex-

perienced any arrhythmias. Embolic phe-

nomena and arrhythmias are well known
accompaniments of primary myocardial dis-

ease, but they most commonly appear later

on in the course of the disease so this did not

bother us greatly. On physical examination
the outstanding finding was one of gross

cardiomegaly without any immediate me-
chanical explanation, either on auscultation

or electrocardiographically. Furthermore, he
had very prominent diastolic sounds, both S3
and S4, which often occur in primary myo-
cardial disease. In retrospect, the faint mur-
mur at the base was probably due to pul-

monic and not aortic insufficiency. Pul-

monic murmurs are unusual in primary myo-
cardial disease as are aortic murmurs. The
x-rays, as stated previously, showed gross

cardiomegaly due to biventricular hypertro-

phy, a prominent aortic knob and left atrial

hypertrophy. Left atrial hypertrophy is very

common in patients with patent ductus, but

it is also common in the overall cardiac en-

largement which occurs in primary myocar-

dial disease. To top it all off, the electrocar-

diogram showed no evidence of right ven-

tricular hypertrophy, but did show left atrial

hypertrophy, a common electrocardiographic

finding in PMD. It was not until catheteriza-

tion that we were convinced that he had

patent ductus.

What I would like to do today, using pat-

ent ductus as an example, is to discuss and

categorize the cardiac shunts according to

their associated level of pulmonary vascular

resistance. I will outline some of the possible

causes of high vascular resistance and the

problems that arise in the medical and sur-

gical management of these patients. What I

will say is generally true of all patients with

intracardiac shunts at any level.

As you know, with regard to pulmonary

vascular resistance, one can use a crude ana-

log of Ohm’s law which states that resistance

E
equals voltage over the current (R=—

).

Mechanically, we translate that to say that

resistance is equal to pressure divided by

flow. In this instance, we are interested in

pulmonary arteriolar resistance so we take

the mean pulmonary artery pressure, subtract

the mean wedge or left atrial pressure, and

divide by the cardiac output in liters per

minute. This gives us units of an arbitrary.
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but very workable, nature called Wood’s units

because they were first described by Dr.

Paul Wood. A normal value is less than three

units. For example, if the pulmonary artery

mean pressure is 15 mm of mercury and the

wedge pressure is 9 mm, that gives us a

difference of 6 mm and if the cardiac output

is 6 liters per minute, we have a final result

of 1 Wood unit of pulmonary arteriolar re-

sistance. An increase in pulmonary resistance

means an increased resistance to flow through

the pulmonary vascular bed or a decrease in

the total cross-sectional area of the pulmon-

ary vascular bed. When the resistance and

pressure in these patients reaches a certain

critical point, the blood which is ejected from

the right ventricle begins to choose the path-

way of lesser resistance. It therefore crosses

through the defect and flow with increasing

volume through the arterial circuit. The

shunt changes then from left to right (as it

was when the pulmonary vascular resistance

was normal) and instead becomes bi-direc-

tional or even predominantly right to left.

This latter situation we call Eisenmenger’s

syndrome regardless of the level of the shunt

in the heart.

There are several postulated causes of

high pulmonary arteriolar resistance and we
don’t have time to discuss all of them, but I

would like to point out a few. The first of

these, and the most prominent and logical, is

that of persistent fetal vasculature. For ex-

ample, when we talk to people with Eisen-

menger’s syndrome we find that they have

had these symptoms since childhood. It would
appear rare for a patient to have had normal

pulmonary vascular resistance for many
years and then suddenly to develop this syn-

drome. This fact has led to the rather wide-

spread acceptance of the theory of “fetal-

vasculature” as the major cause of high pul-

monary resistance. The idea is that in infancy

the pulmonary arterioles are very responsive

and that when there is an increased flow of

blood through the pulmonary circuit, as in

a left to right shunt, a marked degree of vaso-

constriction occurs as a protective mechanism.
This vasoconstriction continues throughout

infancy and childhood and ultimately the
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media of the arterioles becomes hypertro-

phied and scarred. Intimal proliferation also

takes place. This then leads to superimposed

anatomical obstruction which is thought to

be irreversible.

There are other theories as well. A second

suggests that the constrictive reaction of the

pulmonary vascular bed is due to a rise in

pulmonary venous or left atrial pressure, but

this does not hold up well on close examina-
tion. The principal objection is that, when
measured, the pulmonary wedge pressure is

normal. It has also been proposed that if one

subjects the pulmonary circulation to aortic

pressures a sort of “stretch reflex” causes

the constriction at the pulmonary arteriolar

level. Some investigators feel that even a

normal pulmonary vascular bed will respond

to increased pressure with vaso-constriction.

Last, but also important, among these theories

is the concept of hypoxia and decreased pH
as a cause of pulmonary arteriolar constric-

tion. This concept has opened up an entire

field of study of the pulmonary resistance in

patients with left to right shunts who live

at high elevations as compared with those

at sea level.

There are four logical groupings of patent

ductus according to pulmonary resistance and
ductus size. These are important insofar as

they determine our ability to diagnose, treat,

and prognosticate. For practical purposes, we
can make four different diseases out of one
anatomical lesion. The first group is made up
of patients with a small ductus and normal
pulmonary artery resistance. Their pulmon-
ary flow is less than twice systemic, probably

because the ductus is very small. The second

is essentially similar except that the ductus

is large with normal pulmonary resistance

and a big left to right shunt. In group three

the ductus is also large and pulmonary ar-

teriolar resistance is somewhat increased and

because of this, the left to right shunt is re-

duced. This group blends imperceptibly into

the fourth which consists of patients who
again have a large ductus, but now have a

marked increase in pulmonary arteriolar re-

sistance and a predominantly right to left

shunt.
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Now it may not be possible absolutely to

correlate physiological groups with natural

history, but it is tempting to try. Groups one

and two are usually just operated upon with-

out catheterization. We have, therefore, very

little physiologic data to go on. Groups three

and four have some very characteristic fea-

tures which may explain the rather gross

differences in the natural history described

by pathologists on the one hand and clinicians

on the other. In a series of old pathological

studies attempting to describe the natural

history of patent ductus,’ -'* the average age

of death was 24-36 years. These deaths (which

occurred in the pre-antibiotic era) included

53 per cent who died of subacute bacterial

endocarditis and another 25 per cent who died

of congestive heart failure. These figures

make patent ductus look like a pretty ominous

lesion, but one must remember that there is

an inherent selection in any large hospital’s

post-mortem series. Various clinical articles

have been published which give the other

side of the picture. In one interesting series

of 71 patients followed by Cosh^ for 30 years,

37 were operated upon. Presumably these

were the ones with more severe disease, but

they were still operable. The other 34 patients

were followed for up to 30 years and sound

clinically like groups one and two. Only 20

per cent of these patients had any symptoms
at all. Nine per cent had bacterial endo-

carditis. There was no progression in any of

the medically treated patients, either clin-

ically, by x-ray, or by any other parameter.

There were no deaths over the 30 year period

due to the ductus. In another series® 435 pa-

tients operated on at the University of Min-

nesota were studied and it was found that of

those who went to surgery 2 per cent had a

history of SBE, 5 per cent had congestive

heart failure, and 18 per cent had dyspnea on

exertion. In the infants, congestive heart

failure was more common, occurring in 38

per cent of those coming to surgery. The ma-
jority of these patients probably fit into our

groups 1, 2, and 3 (mostly group 2) and ob-

viously are a group different from that de-

scribed in older pathological articles.

Now, with this background I would like

to present examples of patients from each

of the four groups and mention as we go along

the problems that arise in both diagnosis and
treatment. We can deal with groups 1 and 2

fairly quickly. In group 1, as you recall, there

is a small ductus and a small left to right

shunt with normal pulmonary arteriolar re-

sistance. This situation is illustrated by a

23-year-old woman who had had a murmur
known since infancy. This had caused some
concern, but she was totally asymptomatic
and had refused surgery on at least one

occasion. The findings on physical examina-

tion were completely normal except for those

of her heart. Her pulses were not bounding,

the neck veins were normal and palpation

of her precordium revealed no evidence of

right or left ventricular hypertrophy. She had
a long “machinery type” murmur in the left

second interspace shown by phonocardio-

gram to peak in its intensity near the second

heart sound. This peak helps differentiate

the murmur of patent ductus from murmurs
due to A-V fistula or a venous hum in which
the maximum intensities are at different

places in the cardiac cycle. Her electrocar-

diogram was entirely normal and chest x-rays

showed the characteristically prominent

aortic knob. There was no cardiomegaly and

on fluoroscopy there was no evidence of

hilar dance. Her catheterization data (Fig. 1)

showed that pressure in her pulmonary ar-

teries was 18/10 and that there was a “jump
up” of oxygen from 12.7 volumes per cent to

14.06 volumes per cent as the catheter passed

from the right ventricle into the pulmonary
artery. This is diagnostic of a left to right

shunt at the pulmonary artery level. We
calculated that she had a systemic flow of

4.7 liters per minute and a pulmonary flow

of 8.2, or not quite a 2:1 ratio. Her pulmonary

arteriolar resistance was entirely normal. The
ductus was ligated and divided at surgery

with an uneventful recovery. As is obvious

to you, this was a very minimal physiological

insult and this woman was probably one of

those who could have gone on through the

rest of her life without any real trouble as

did most of Cosh’s patients. The possibility

of bacterial endocarditis, although remote,

is, at the present time, the principal indica-

tion for operation upon patients in this group.
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M.L.
Qg = 4.7 L/M

Qp = 8.2 L/M

QL-R = 3.5 L/M
P.A.R. = 1 Unit

Fig. 1.

Now, group 2, as you recall, presents with

a large ductus and a large left to right shunt

with normal pulmonary resistance. An exam-

ple was a patient also 23 years of age who
weighed only 84 pounds when we saw her.

She had had a murmur since birth and long-

standing mild dyspnea on exertion which

had increased greatly with a recent preg-

nancy. She also developed some orthopnea.

On examination she had bounding pulses

with a blood pressure of 110/48, a palpable

left ventricle, and a very typical “machinery”

murmur. The electrocardiogram showed a

classical picture of left ventricular diastolic

overload characterized by prominent Q waves
in the left precordial leads, large QRS voltage,

and high peaked T waves. Her chest x-ray

and chest fluoroscopy showed flooded pul-

monary lung fields, a hilar dance and promi-

nence of the left ventricle. On catheterization

(Fig. 2) she had an oxygen jump from 12.9 in

the right ventricle to 16.9 volumes per cent

in the pulmonary artery. Mild pulmonary
hypertension was present (35/17 mm of mer-
cury) and her pulmonary arteriolar resist-

ance was normal. She was operated on, had
an excellent result, and is now asymptomatic.
The operative results in groups 1 and 2 are

uniformly good, but unfortunately our patient

this morning does not fall into that category.

Group 3, a large ductus with an increased

pulmonary resistance and a bi-directional

shunt which is still predominantly left to

right, is illustrated by the next patient. She
was a 10-year-old girl who had suffered for

years with severe congestive heart failure.

On physical examination she appeared very

ill and could lie flat only with great diffi-

culty. Her neck veins were grossly distended,

her pulses were equal throughout, and both

right and left ventricles were clearly felt

upon precordial palpation. The murmur was
not a “machinery” type. It was holosystolic

and maximum in the fourth left interspace

where its intensity was graded as IV/VI.
Some examiners felt a thrill in this area. In

addition, the pulmonary closure sound was
very loud and there was a pulmonary ejection

click. The electrocardiogram showed slight

right axis deviation and large biphastic volt-

age over the left precordial leads, which
corroborated the x-ray diagnosis of bi-ven-

tricular hypertrophy. She had prominent pul-

monary arteries and grossly congested lung

fields and was obviously a very sick girl. At
this point in the clinical work-up we were

dealing with the differential diagnosis of

K.B.

QS = 3.5 L/M

Qp = 167 L/M

QL-R = 13.2 L/M

P.A.R. = 1 Unit

Fig. 2.
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patent ductus, ventricular septal defect, aortic

pulmonary window, single ventricle and other

similar defects. At catheterization, the ductus

was easily crossed and the descending aorta

entered. Her pulmonary artery pressure was

systemic with a value of 115/70 as compared

with 115/75 in the aorta. The jump in oxygen

content at the pulmonary artery level was

2.6 volumes per cent whereas the drop from

the right brachial artery to the descending

aorta was only 1.3 volumes per cent. Looking

at these oxygen changes you can guess that

the predominant shunt is going to be left to

right and upon calculation it was indeed <
—

1.09 versus 0.7 liters per minute. The pul-

monary flow is a little less than twice the

systemic. She was given priscoline on the

table and her pulmonary artery pressure fell

to 90/60. This technique seems to be helpful

in separating the importance of active vaso-

constriction from that of fixed anatomical

narrowing in patients with elevated pul-

monary resistance. The closure of her ductus

was followed by a 10 pound weight gain in

3 months and a return to full activity without

symptoms. Group 3 is commonly seen in in-

fants and children. They are usually severely

symptomatic with congestive failure, as was

this girl, and the murmur is frequently not

the typical Gibson type of ductus murmur.
The operative results are often very gratify-

ing. To avoid confusion we must then go by
the direction of the predominant shunt. If

one merely evaluates pressures, as many of

the older papers do, then he might have

guessed that this third patient would not

have survived an operation. Tsuji, Magidson,

et al.,® were among the first to emphasize

the importance of the direction of the pre-

dominant shunt in assessing operability of

these patients. They operated on 13 of this

group and 12 had good clinical results. In 11,

pressures returned to normal or close to nor-

mal on postoperative catheterization.

When pulmonary arteriolar resistance in-

creases to the point of causing a balanced or

predominant right to left shunt, (Group 4)

the situation becomes more difficult. This is

probably the situation with the patient pre-

sented here today; although as you will see

the arterial data do not allow exact shunt

Qp = 4.16 L/M

QR-L = .7 L/M

QL-R = 2.09 L/M
P.A.R. = 19 Units

Fig. 3.

quantitation. Such a patient is perhaps more
clearly illustrated by the story of a 19-year-

old girl who had mild dyspnea on exertion,

cyanosis, clubbing for as long as she could

remember; the characteristic long duration of

Eisenmenger’s syndrome as mentioned be-

fore. In the year prior to these studies she

had noted some increasing shortness of breath

with exertion, but she could still work for

12 hours a day as a carhop. On the whole she

was really not very symptomatic despite the

cyanosis and clubbing. She had no hemopty-
sis or chest pain. On examination she looked

very well except for obvious cyanosis and

the fact that her neck veins were slightly

distended. Her pulses were not remarkable.

Palpation of her precordium revealed a gross

right ventricular lift, but auscultation was
not impressive; there was a pulmonory ejec-

tion click, a loud pulmonary closure, ^ soft

decrescendo blow, probably indicating pul-

monary insufficiency, and a soft systolic ejec-

tion murmur also along the left sternal bor-

der. The physical findings could be used to

illustrate any type of a patient with Eisen-

menger’s syndrome. The tip-off here was her

marked differential cyanosis, with very little
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involvement of her fingers and marked cy-

anosis and clubbing of her toes. All this means

is that the blood is finding its way through

the ductus to the systemic circuit downstream

from the vessels taking off from the aortic

arch; a situation which is typical of a patent

ductus. Her electrocardiogram showed right

axis deviation and gross right ventricular

hypertrophy of the “pressure overload type.”

Her chest x-ray showed very ischemic, avas-

cular lung fields, again right ventricular hy-

pertrophy, and prominent pulmonary ar-

teries. There was a suggestion of calcification

in the region of the ductus. Her pulmonary

artery pressures (Fig 4) were virtually sys-

temic—104/69, versus 111/65 in the aorta.

Between the right ventricle and the pulmon-

ary arteries there was a 1.2 volume per cent

jump in oxygen content. Between her right

brachial artery and her descending aorta she

had a 5 volume per cent drop. It was easy

to predict that her shunt was going to be

predominantly right to left. Her pulmonary

flow was less than her systemic and the pul-

monary resistance was an astronomical 29

Wood units. The occurrence of group 4 ducti

is fortunately not very common. Some work-

ers have estimated a frequency of about 15

Qp = 2.47 L/M

QR-L = 2.3 L/M

QL-*R = .32 L/M
P.A.R. = 29 Units

Fig. 4.

per cent®, but others, 35 per cent to 50 per

cent®. One must remember, however, that

patients in groups 1 and 2 often do not get

to the large reporting centers. It might, there-

fore, be fair to say that the actual incidence is

on the low side, i.e., 10 per cent to 15 per cent.

Group 4 is certainly even less common than

group 3. In 1962, Dailey from the University

of Indiana, was able to collect only 47 well-

documented cases of group 4 from the litera-

ture'®. He found that the prognosis was not

as bad as one might expect and he found a

number of these patients living into their

50’s and 60’s. All had a life long history of

dyspnea on exertion, angina, cyanosis, and
some had pulmonary emboli. In all instances,

however, the appearance of congestive failure

was an ominous sign, followed shortly by
death, and 11 patients died during medical

management of this and other complications.

Nine of 11 patients died following attempted

surgical correction, which was the most com-

mon cause of death. Berlind is the only

surgeon I know of who reports with any

enthusiasm a surgical approach to this group
of patients. He operated on three patients

with nearly balanced shunts and one with a

predominant right to left shunt. All of these

patients survived and thrived for reasons

which this Swedish investigator ascribes to

obliteration of the arterial “stretch reflex,”

a theory which I mentioned previously. Most
centers, however, feel that patients in group

4 should not have surgery. We might now ask

Doctor Goss to discuss the catheterization

data on today’s patient and get his opinion

about management.

Doctor Goss: As Doctor Conrad has

already stated, our patient gave us a number
of surprises. One of the most confusing points

on the physical examination was that despite

the fact he had a rather marked left to right

shunt, he had virtually no deformity of his

chest wall. At catheterization when we went
into the pulmonary artery it was quite ob-

vious what the problem was, since the

catheter crossed the ductus, went into the

aorta, and passed easily below the diaphragm.

His mean pulmonary artery pressure was
89 mm of mercury, which is markedly ele-

vated. The mean aortic pressure was 91 mm
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of mercury, which was really no different.

There was no gradient across his right ven-

tricular outflow tract. The oxygen saturation

in his right ventricle was 54 per cent and in

his pulmonary artery 64 per cent. In the

brachial artery and descending aorta satura-

tion was 82 per cent which was a little con-

fusing to us. On a pull-back across the ductal

area there was absolutely no change in pres-

sure. We calculated his pulmonary flow to

1.78 liters per minute per meter squared. The

systemic flow was 3.08 liters. His bi-direc-

tional shunt was therefore 0.76 L/min left

to right and 1.04 L/min right to left. In per-

centages, the right to left shunt was 34 per

cent and the left to right shunt was 30 per

cent, almost completely balanced. His pulmo-

nary arteriolar resistance was 40+ Wood
units which is very high. We were also in-

terested in seeing the effects of hypoxia at

this altitude. Although it isn’t really striking,

there are gross differences in the hemody-

namics of such patients compared to values

obtained at sea level. This has been well

worked out at the Universities of Colorado,

Utah and Stanford. Choosing to take ad-

vantage of this situation, we gave our patients

5 L/min of oxygen for 10 minutes and then

1 mg of Tolazaline (priscoline), a very potent

pulmonary vasodilator. This procedure pro-

duced a decrease in mean pulmonary artery

pressure of only 11 mm of mercury, but none-

theless his pulmonary flow almost doubled

as a result.

Question; Do you think that in view of

the rather serious prognosis of this disorder

an operative trial might be worthwhile?

Answer; (Dr. Conrad) What the doctor

refers to is a rather customary approach to

this problem; that is, the ductus is exposed

and temporarily clamped on the operating

table and the effect on the right ventricular

pressures and cardiac output are observed.

If the hemodynamic situation doesn’t de-

teriorate as a result of the cross clamping, or

if it improves, the ductus is ligated and di-

vided. If the patient does not tolerate the

situation, the clamp is removed. I would

definitely be in favor of such a procedure

here in view of the fact, first, that we have

so little to lose, but second and more impor-

tant, because of the 10 per cent step-up in

oxygen content at the pulmonary artery, and

because of the suggestive response to pris-

coline. The fact that there is no significant

difference in oxygen content between the

brachial artery and the descending aorta is

really very puzzling, and makes exact shunt

quantitation difficult.

Addendum; The patient discussed at this

conference was last seen in May 1969, at

which time he was doing surprisingly well

and working full time. He was not considered

a candidate for surgery.#
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Regional medical programs:
What they can do for you*

William A. Davis, MD, Grand Junction, Colorado

Regional Medical Programs are now in

operation in many parts of the country.

Despite this, there seems to be confusion as

to what they are and what they do.

What do they have to offer the practicing

physician? The purpose of this paper is to

answer that question, with particular refer-

ence to the four programs in the Rocky
Mountain section. But first it is important to

understand their purpose and the law which
established them.

The Law

In 1964 the President created a “Commis-

sion on Heart Disease, Cancer and Stroke

to reduce the incidence of these diseases

through new knowledge and more complete

utilization of the medical knowledge we al-

ready have.” The original commission, with

Dr. DeBakey as chairman, recommended es-

tablishing a national network of diagnostic

and treatment stations and centers. This pro-

posal met considerable opposition, and as a

result, emphasis was changed to developing

programs and cooperative arrangements

among the existing organizations, institu-

tions, agencies, etc. Local initiative, local

decision making, and local control eventually

emerged as essential ingredients of an effec-

tive Regional Medical Program.

Public Law 89-239 was enacted on Octo-

ber 6, 1965. The first section of this law is

quoted below. It is worth careful reading.

Physicians should particularly note that “re-

* From the Veterans Administration Hospital, Grand Junc-
tion, Colorado 81501.

gional cooperative arrangements” were to be

set up to help the medical profession to make
available to their patients the latest advances

in diagnosis and treatment. Also, note that

this was to be done without interfering with

the patterns of patient care or of professional

practice.

“AN ACT”
“To amend the Public Health Service Act to assist

in combating heart disease, cancer, stroke, and

related diseases.

“Be it enacted by the Senate and House of Repre-

sentatives of the United States of America in

Congress assembled, That this Act may be cited

as the ‘Heart Disease, Cancer and Stroke Amend-
ments of 1965’.

“Sec. 2. The Public Health Service Act (42 U.S.C.,

ch. 6A) is amended by adding at the end thereof

the following new title:

“TITLE IX—EDUCATION, RESEARCH, TRAIN-
ING, AND DEMONSTRATIONS IN THE FIELDS
OF HEART DISEASE, CANCER, STROKE, AND
RELATED DISEASES

“Purposes”

“Sec. 900. The purposes of this title are

—

“(a) Through grants to encourage and assist in

the establishment of regional cooperative arrange-

ments among medical schools, research institu-

tions, and hospitals for research and training

(including continued education) and for related

demonstrations of patient care in the fields of

heart disease, cancer, stroke, and related diseases;

“(b) To afford to the medical profession and the

medical institutions of the Nation, through such

cooperative arrangements, the opportunity of

making available to their patients the latest ad-

vances in the diagnosis and treatment of these

diseases; and

“(c) By these means, to improve generally the

health manpower and facilities available to the

Nation, and to accomplish these ends without
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interfering with the patterns, or the methods of

financing, of patient care or professional practice,

or with the administration of hospitals, and in

cooperation with practicing physicians, medical

center officials, hospital administrators, and rep-

resentatives from appropriate voluntary health

agencies.”

The term Regional Medical Program was

defined at length. Abbreviated, it may
be considered “a cooperative arrangement

among a group of public or nonprofit private

institutions . . . engaged in research, training,

diagnosis, and treatment relating to heart

disease, cancer or stroke ... if such group . .

.

is situated within a geographic area . . . con-

sists of one or more medical centers . . . has in

effect cooperative arrangements which the

Surgeon General finds will be adequate for

carrying out the purposes of this title.”

At this point we should note a point

which has confused numerous people. In 1966,

Congress passed Public Law 89-749, “Com-
prehensive Health Planning and Public

Health Services Amendments of 1966,” which

was “to support the marshalling of all health

resources—National, state and local—to as-

sure comprehensive health services of high

quality for every person. ...” This Act has

been confused with the Regional Medical

Program. Actually, the two are quite distinct.

As noted above, the R.M.P. deals with heart

disease, cancer and stroke and naturally

involves some planning. Comprehensive

Health Planning deals with just that—com-

prehensive planning of all health facilities

in a region to avoid wasteful duplication and

assure adequacy of facilities and programs.

The Intermountain Regional Medical Program

The Intermountain Regional Medical Pro-

gram (IRMP)
,
based at the University of

Utah Medical Center in Salt Lake City, was
one of the first programs and is among the

most progressive.

The IRMP began with a committee at the

University of Utah College of Medicine. In

February 1966 a workshop of over 150 repre-

sentatives of health agencies, of the medical

professions, and other organizations was held

to determine whether a program was desired

in the region. They expressed interest in

working together to combat heart disease.

cancer, stroke and allied diseases. An appli-

cation for a grant for planning was submitted

and funded in August 1966. Then began the

recruitment for staff, the development of

cooperative arrangements between individ-

uals and organizations, and planning for the

needs of the region. Emphasis was placed

on the continuing education of doctors,

nurses, technicians and other workers in the

health professions and on the provision of

facilities for the diagnosis and treatment of

heart disease, cancer and stroke.

In general, the program consists of four

parts: (a) Intensive post-graduate training

centered around demonstration units at the

Medical Center; (b) Visiting teaching clinics

to bring continuing education to health work-
ers in small communities; (c) Supportive

services such as a library and telephonic

consultations; and (d) Research.

TRAINING IN HEART DISEASES
The IRMP provides graduate physicians

and nurses with intensive training in the care

of heart disease. This is done in several ways
at the medical center and by consultants in

cardiovascular disease who visit small com-

munities. There are regularly scheduled

training courses in acute coronary care for

physicians. These are of three days duration

and are given at the medical center. Phys-

icians can become familiar with equipment

and learn the operation of a Coronary Care

Unit (CCU) . On request, the IRMP will send

out consultant teams (consisting of a physi-

cian, a nurse, an administrator, and in some
cases, an electronics engineer) to help in the

establishment of a CCU in a community
hospital.

A course in Acute Coronary Care Train-

ing for nurses is similar in purpose to the

course for physicians yet designed expressly

for CCU nursing personnel. Three weeks of

concentrated study is followed by a one-week

refresher course after several months of on-

the-job experience. These courses have

proved so popular that there are more appli-

cants than can be accepted. Core faculty,

nurses and physicians who have trained in

Salt Lake City, are now conducting Acute

Coronary Care training courses at the sub-

regional level in Reno, Pocatello, and Ogden.
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A Clinical Cardiology Training Program

for physicians is designed to provide addi-

tional general training in cardiovascular di-

sease to physicians in the region. This is done

at the university medical center and related

large hospitals. There are two options—one

of two weeks as a refresher for practicing

physicians and one of a year for physicians

who have completed their residency in in-

ternal medicine. However, physicians are

usually accepted for whatever time they can

afford and for a cardiology curriculum which

best fits their needs and experience.

In order to reach physicians in remote

communities, visiting consultant and teacher

clinics have been established. On invitation

from private physicians, a consultant-teacher

goes to see a few patients. This serves to

open up a two-way teaching dialogue with

the referring physicians. Clinics are usually

held in the local hospital or health office.

On request of local physicians, the consultant

offers a seminar at a session separate from
the clinic.

Cardiopulmonary resuscitation training,

designed to reduce the deaths from cardiac

arrest, has been given to physicians, dentists,

and nurses. A separate course was given to

persons affiliated with fire and police depart-

ments, ambulance drivers, and utility safety

instructors. This training has been given in

many communities throughout the region.

Audio-visual aids, demonstrations, exercises

with manikins and the use of defibrillating

devices are included. A main purpose is to

train participants to return to their own
community and train others.

TRAINING IN CANCER
A Cancer Clinic at the Medical Center

deals with diagnosis and chemotherapy.
Practicing physicians may come to it for

experience and to learn the most recent

methods of treatment. Visiting Cancer Teach-
ing Clinics are held in a number of cities

and towns. Some are held monthly, some
only once a year. These and conference phone
consultation clinics are conducted by a mem-
ber of the IRMP staff who is often accompan-
ied by a surgical subspecialist from the

medical school. The format is based on case

presentation. Formal seminars and lectures

on cancer have been held at the Medical
Center and in smaller cities.

A computerized Rocky Mountain States

Cooperative Tumor Registry has been de-

veloped which will provide meaningful feed-

back to physicians. The computer at Salt

Lake provides service to hospitals and physi-

cians through the General Tumor Registry

in the States of Utah, Wyoming, Idaho, Mon-
tana, and Colorado. On request, physicians

may have the computer listing of their

patients. Physicians are also sent a letter

saying when each patient should be followed

up.

Data from the tumor registry serves as

the basis for papers on various types of

concer, made available to all physicians by
their publication in The Rocky Mountain
Medical Journal.

TRAINING IN THE CARE OF STROKES

A Model Demonstration Acute Stroke

Care and Rehabilitation Unit at the Medical

Center is being set up to provide two in-

terrelated units—one for management of the

patient in the acute phase of illness and
another for rehabilitative treatment. Prac-

ticing doctors, nurses, physical therapists,

and other health care personnel can come to

it to obtain additional training, skills and
knowledge on how to reduce disability from
stroke and increase functional recovery.

An in-service trainee program in Neurol-

ogy is available, its length depending on the

needs and available time of the physicians

concerned.

Visiting consultant and teaching clinics

on Stroke have been held in ten communities

to date and many more are scheduled. These

have been attended by physicians in several

different specialties, nurses and other health

professionals. The content of these clinics has

varied from place to place depending on

joint planning by local health profession

contacts and the IRMP staff. Formats have
included formal didactic lectures, after-din-

ner discussions of requested topics, informal

question and answer sessions, patient pre-

sentation, and multiple consultations.
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TRAINING IN “RELATED DISEASES”
The words “and related diseases” after

“heart disease, cancer and stroke” caused

some questions at first. Then it became ap-

parent that many patients had other condi-

tions, such as respiratory distress, related to

their primary disease. Similarly, tumors of

the adrenal gland and lesions of the renal

arteries can cause hypertension which in

turn leads to heart disease or stroke.

The IRMP has set up an Educational Pro-

gram in Respiratory Therapy for physicians

and nurses. Seminars are held at the Medical

Center, short-term workships of one-half to

two days in outlying communities. In gen-

eral, these are given to physicians separately

from nurses, LPN’s, and aides. Video-tapes

related to respiratory therapy are available

on loan.

Model respiratory disease units are to be

set up both at the Medical Center and at

Latter Day Saints Hospital. Physicians,

nurses, and inhalation therapists will be able

to come for intensive training.

SUPPORTIVE SERVICES

“To afford to the medical profession and

the medical institutions . . . the opportunity of

making available to their patients the latest

advances in the diagnosis and treatment” of

heart disease, cancer and stroke, the IRMP
has attempted to bring more facilities to

smaller hospitals.

Properly equipped and staffed Coronary

Care Units represent a major advance in

the treatment of heart disease. However,

they are available to only a small fraction

of patients with acute myocardial infarction.

In order to create a network of strategically

located CCU’s, which will enable 90 per cent

of the population of the region to have access

to this specialied care within two hours after

the onset of symptoms, the IRMP has set

up a program of assistance to small hospitals.

Three-man teams (physician, nurse, adminis-

trator) make visits to hospitals to assist in

the development of a CCU.

A computer-based system for monitoring

physiologic data from remote hospitals has

been developed. Based in the LDS Hospital,

its computer receives data through monitors.

transmitters and receivers for analysis and
return to the bedside station. This immediate
analysis of the patient’s central venous pres-

sure, respirations, heart rate, cardiac output,

arterial pressure, and peripheral resistance

helps to provide better care for patients with

acute myocardial infarctions or those re-

covering from cardiac surgery. This is a

pioneer effort. Changes and improvements
are expected, including the extension of fa-

cilities to other hospitals.

To aid in the early diagnosis of cancer,

a surgical pathology tissue registry has been

developed. This holds monthly slide review

sessions for area pathologists and consulta-

tions. Slide sets with protocols have been

sent to over a hundred pathologists.

A Regional Endocrine Program to provide

laboratory determinations, not currently

available in the area, for certain metabolic

and endocrine diseases related to heart di-

sease and cancer is underway. Emphasis will

be on tests diagnostic of pheochromocytomas,

hyperaldosteronism and renal disease as they

relate to hypertensive cardiovascular disease

and hormone assays as they relate to malig-

nancies of the endocrine glands.

Library consultation is available through

the IRMP. A project for improving library

services to small hospitals throughout the

Intermountain Region is pending.

A two-way radio network for continuing

education brings regular conferences from
the Medical Center into 40 hospitals in the

region. There are separate conferences for

physicians, nurses and medical technologists.

On the spot questions may be asked of the

speakers by radio or by telephone.

RESEARCH AND DEVELOPMENT
Because the entire Intermountain

Regional Medical Program is new, its present

activities are pilot projects. These are all

considered experimental, subject to continual

evaluation and sometimes change. There has

been considerable applied research in their

development. From this have come a number
of publications particularly concerning the

use of electronics and computers for monitor-

ing patients. Developmental research is un-

derway on a routine method for taking elec-
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‘ troencephalograms in small hospitals, trans-

' mitting them over a standard telephone line

I and returning the interpretation promptly

to the physician.

Research more of a clinical nature is also

planned. A project concerning hypertensive

heart disease would include a survey of the

population in a study area, referral of cases

to their private physicians, and evaluation

of the results of treatment.

The Colorado-Wyoming
Regional Medical Program

The Colorado-Wyoming Regional Medical

Program (C-WRMP) has its headquarters in

Denver. Although housed with the Univer-

\ sity of Colorado Medical Center, its basic

I philosophy is that, insofar as possible, its

activities should take place in the local com-

!
munities rather than in the medical center

itself. All seven of the currently operational

: C-WRMP projects are directed toward the

physician, nurse, or others in the community.

Respiratory Care Training is given by a

^

team which goes to local ^hospitals on invita-

: tion. Pediatric Pulmonary Training is also

i given by a team at the medical center be-

cause the equipment is there, is for the doc-

;
tor, nurse, or family member who will be

[

responsible for dialysis in the home. The

I Colorado State Cancer Registry is similar

: to that in Utah, uses the same computers
' and offers the same reports to the physician.

The other three projects help physicians in-

; directly. Technology Training, to prepare

laboratory technicians to carry out proced-

ures in radiation and nuclear medicine,

; should provide more assistants for the doc-

tor. Multi-media Education is designed to

bring graduate education to the community
hospital. The project on Smoking and Health

is aimed at high school students.

The ISeiv Mexico Regional Medical Program
The New Mexico Regional Medical Pro-

gram (NMRMP) is based at the University

of New Mexico School of Medicine in Albu-

querque. Its projects are still in the process

of development. Training is available in Cor-

onary Care and Pediatric Pulmonary Disease

at the medical center; educational programs
on heart disease, cancer, stroke, pediatric

pulmonary disease, cardiopulmonary resus-

citation, and emergency medical care are

brought to communities; services such as

consultation in pediatric pulmonary disease,

rehabilitation of patients with stroke, tele-

phonic consultations on heart disease, cancer,

and stroke, and library facilities are avail-

able.

Training in heart disease will be available

at a model Cardiac Care Unit in the Berna-

lillo County Medical Center with the purpose

of making total rehabilitation services avail-

able as quickly as possible to patients with

stroke. This team began as a pilot project;

its services are now available at the private

hospitals in Albuquerque upon request or

approval by the patient’s physician.

The Circuit Program is designed to pro-

vide continuing education on heart disease,

cancer and stroke to communities throughout

the State. Programs are conducted in the

afternoon by three or more recognized spec-

ialists, and as designed and scheduled in

cooperation with physicians in each com-

munity. Two programs annually are planned

for at least twelve communities.
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The Pediatric Pulmonary Center offers

diagnostic and evaluation service for chronic

non-tuberculous pulmonary disease in chil-

dren. Its services are available for any child

in New Mexico or the surrounding areas.

Training for physicians, nurses, and other

health care personnel is one of its major

functions. Special courses of a week’s dura-

tion are given at the Bataan Rehabilitation

Center in pediatric pulmonary physiology

and inhalation therapy. In addition, teaching

teams are expected to travel throughout the

state giving demonstrations and lectures.

Educational programs on Emergency
Medical Services for hospitals and county

medical societies are planned. Training of

laboratory workers—medical technologists,

laboratory assistants, and cytotechnologists.

—

is to be done at the University of New Mexico

School of Medicine. Physicians who need

such workers, or know a prospective can-

didate for such a job, may get help here.

Mountain States Regional Medical Program
The Mountain States Regional Medical

Program is based in Boulder, Colorado, as

part of the Western Interstate Commission

for Higher Education (WICHE) . Already

in operation is a Coronary Care Training

Center at St. Patrick Hospital in Missoula,

Montana. Doctors and nurses from Montana
and portions of Wyoming and Idaho may go

there for courses.

The Doctor and the Plan

The doctor is naturally interested in what
the plan can do for him; i.e., how it can help

him to give better care to his patients.

The first thing he should ask himself is

just what he does want and how much time

he can afford away from his practice. Can
he take time to go to a medical center for a

longer course? Also, what is the financial

cost of being away? (Stipends are available

to cover living and travel expenses for some
of the longer training plans.) If he does not

feel he can leave his home base, he will want
to know what visiting clinics will be held in

his home town or a nearby hospital. Or he
may want to know what services are avail-

able for his hospital, or library services for

himself.

Having decided what he wants, he should

inquire of one or more of the appropriate

Regional Programs as to what is available

for him. Doctors in Colorado and Wyoming
should address letters to P. R. Hildebrand,

MD, Coordinator, the Colorado-Wyoming
Regional Medical Program, University of

Colorado Medical Center, 4200 East Ninth

Avenue, Denver, Colorado 80220. Doctors in

Utah, Western Colorado, Western Wyoming,
Southwestern Montana, Southeastern Idaho,

and much of Nevada should write C. H.

Castle, MD, Coordinator, the Intermountain

Regional Medical Program. University of

Utah Medical Center, Salt Lake City, Utah
84112. (This program also puts out a monthly

news letter, the “IRMP Reporter,” which tells

of new developments, courses to be held, the

radio-TV broadcast schedule, and other
news.) In New Mexico, inquiries should go to

Reginald Fitz, MD, Coordinator, New Mexico
Regional Medical Program, University of

New Mexico, 900 Stanford Drive, N.E.,

Albuquerque, New Mexico 87106. Doctors in

Montana, Idaho, Nevada, and Wyoming may
also inquire of K. P. Bunnell, MD, Coord-

inator, the Mountain States Regional Medical

Program, University E. Campus, Boulder,

Colorado 80302.

•

TB is still

around.

In 1967 almost 45,000 new active cases were re-

ported. Isn’t that a good reason to make tuberculin

testing with the white LEDERTINE^^ Applicator a rou-

tine part of your physical examinations?

TUBERCULIN, TINE TEST
(Rosenthal) with Old Tuberculin

Precautions: With a positive reac-
tion, consider further diagnostic
procedures. Use with caution in per-
sons with active tuberculosis or
known allergy to acacia. Vesicula-
tion, ulceration, or necrosis may
occur at the test site in highly sen-
sitive persons.

LEDERLE LABORATORIES
A Division si American Cyanamid Company, Pearl River, New York

m-9
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Frontal lobe glioma
presenting as meningitis

A case report

Alan J. Mishler. MD, Pueblo, Colo.

Pleocystosis and reduction in the glucose

content of the spinal fluid are normally

associated with active infection in the cen-

tral nervous system. Similar changes may
also be seen in meningeal carcinomatosis.

In the case described below, the patient had

a demonstrated right frontal glioma, without

visible involvement of the meningeal or

ependymal surfaces. An exhaustive search for

an infecting organism yielded negative re-

sults.

CASE REPORT
This 48-year-old man was referred with a

chief complaint of lethargy, headaches, and fever

of approximately six days’ duration. The history

revealed that the patient had been struck on the

back of his head approximately six days prior

to the present hospitalization. Following this, he

complained of occipital and bifrontal headaches.

No neurologic abnormalities were noted until

approximately three days prior to admission,

when he became febrile and lethargic. Skull and
cervical spine x-rays were reported as normal,

and a subsequent review of the x-rays was in

agreement with that interpretation. A spinal tap

done by the referring physician revealed xantho-

chromic fluid, with a cell count of approximately

5,000 W.B.C.s per cubic millimeter. The spinal

fluid pressure was reported as being over 500 mm.
of water. A sample of spinal fluid was sent with

the patient. Additional laboratory analysis revealed

a protein of 122 mg. per cent, a sugar of 10 mg.

per cent, and chlorides of 106 MEQ/L. No or-

ganisms were seen on smear.

Physical examination on admission revealed a

well-developed, well-nourished, drowsy patient.

The head was normocephalic. There was no

external evidence of injury. There was no evi-

dence of blood behind the ear drums. The neck
was quite rigid and tender. Examination of the

fundi revealed no papilledema. The eyes tended

to deviate outwardly when the lids were closed.

The extraocular movements were intact, without

nystagmus. The pupils were round, regular, and
equal, and reacted well to direct and consensual

light. There was widening of the right palpebral

fissure. The left corneal reflex appeared some-

what diminished as compared to the right. No
other cranial nerve abnormalities were noted.

The deep tendon reflexes were normal and sym-
metrical throughout. The plantar responses were
bilaterally extensor. Kernig’s sign was positive

bilaterally.

Laboratory Work: The admitting hemogram
was normal except for a white count elevated to

14,400, with increased polys and a shift to the

left. Chest x-ray on admission was consistent with

an early bronchopneumonia.

Hospital Course: Shortly following admission,

because of the high white cell count in the spinal

fluid associated with a low sugar, the patient was
started on an antibiotic regimen, including Kef-

lin and Streptomycin. The spinal fluid cell count

rapidly dropped to approximately 350 white cells

per cubic mm. The spinal fluid protein, however,

increased to a level between 350 and 450 mg. per

cent. The spinal fluid glucose reverted to normal.

Because of failure to improve clinically in spite

of the improvement in the spinal fluid findings,

the patient was given a course of Decadron, 4

mg. I.M., every six hours. When an attempt was

made to reduce the Decadron dosage, the patient

deteriorated neurologically. Diagnostic studies

were carried out. An initial brain scan was nor-

mal. A second brain scan showed questionably

increased activity in the region of the right tem-

poral fossa. Bilateral carotid arteriography showed

a minimal rounded or stepped shift of the anterior

cerebral group towards the left. The findings in

this regard were quite borderline. Pneumoen-
cephalography showed dilatation of the left

lateral ventricle, with complete failure of filling

of the right lateral ventricle.

On February 25, 1969, the patient underwent

ventriculography via a right frontal twist

drill opening. The ventriculogram showed

marked dilatation of the right ventricular sys-

tem, with a porencephalic area inferior to and

communicating with the right frontal horn. The

anterior horn of the right lateral ventricle ap-

peared to be displaced towards the left. The tem-

poral horn was markedly dilated, but showed no

evidence of displacement or filling defect. In
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spite of attempts to move air into other portions

of the ventricular system, the gas bubble re-

mained confined to the right lateral ventricle,

suggesting, as had the pneumoencephalogram,

complete obstruction of the right foramen of Mon-
ro. Approximately three hours following the com-
pletion of this ventriculogram, the patient de-

veloped an episode of apnea, and his pupils be-

came dilated and nonreactive. He was treated

immediately with high doses of Decadron and

Osmetrol. A repeat right ventricular tap yielded

grossly clear fluid at a pressure of approximately

50 mm. water. The impression at the time was

that the patient might have a right frontal lobe

abscess, although the possibility of an infiltrating

glioma could not be excluded. The patient was

taken to the operating room for emergency crani-

otomy. A right frontotemporal Dandy flap was

turned. A subtotal right frontal lobectomy was

done. During the course of surgery, the patient

developed massive brain swelling. Exploration

with a brain needle yielded no evidence of abscess

formation. No ventricular fluid could be aspirated.

At the time of closure, the bone flap was omitted

in order to provide the patient with a large ex-

ternal decompression. In spite of the decompres-

sion and vigorous treatment for brain swelling,

the patient expired approximately 18 hours after

surgery.

Pathological Examination: The right frontal

tissue removed at surgery demonstrated massive

replacement of frontal lobe with astrocytoma.

Grade II. There was considerable cerebral edema
noted on the histological specimen. Postmortem

examination revealed massive cerebral edema,

with a considerable degree of subfalcial hernia-

tion. The right temporal lobe was markedly

swollen and necrotic. There was massive intra-

ventricular hemorrhage bilaterally, which in-

volved the basal ganglia and thalamus. Hemor-
rhages were also noted in the midbrain and pons.

The only tumor demonstrable histologically was
that removed at surgery. Because of the gross

distortion due to the hemorrhage and edema, it

was difficult to locate precisely the right foramen

of Monro.

Comment
This patient’s tumor was probably of a

higher grade of malignancy than suggested

by the limited specimen obtained at surgery.

It is likely that the more malignant portions

of the tumor were destroyed at the time of

hemorrhage. The question of whether or not

the ventriculogram contributed to this pa-

tient’s demise is difficult to assess. It is of

note that the ventriculogram was accom-

plished without incident. In spite of complete

obstruction of the right foramen of Monro,

the intraventricular hemorrhage was bi-

lateral. Radiographs taken at the time of

ventriculography showed the needle to be in

proper position, without any crossing of the

midline.

This patient’s course early suggested the

possibility of a space-occupying lesion. The
possibility of a brain abscess was considered.

The development of a very high spinal fluid

protein concomitant with improvement in

other spinal fluid parameters suggested the

possibility of an infiltrating glioma. In spite

of clinical and laboratory evidence to support

the diagnosis of an infectious process, this

latter diagnosis proved correct. The role of

the two minor episodes of head injury pre-

ceding the onset of this patient’s illness

cannot, of course, be assessed with finality.

The likelihood is that these episodes bore no

causal relationship to the patient’s subsequent

course.

Summary
An unusual case of right frontal lobe

astrocytoma has been described. The pre-

senting clinical and laboratory findings were

strongly suggestive of a bacterial meningitis.*
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anorectal

disorder”

includes a range of problems.

For symptomatic relief

in some of these disorders

consider a member of

the Anusol Family. .

.

One suppository morning
and evening and after

each bowel movement. ANUSOC
soothing, palliative relief of minor pain, itching,

burning, and other associated discomforts.

Each ANUSOL suppository contains bismuth subgallate
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Precautions: Prolonged use of Anusol-HC might produce

systemic corticosteroid effects.

One suppository

every 3 to 4 hours, or every 2 hours

if symptoms are severe. ANUGESIG*
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Tumor Conference Edited by Erick R. Ratzer, M.D.

from

University of Colorado Medical Center

PARTICIPANTS : Marlin Bischoff, MD, Assistant Clinical Professor of

Radiology

William A. Borthick, PhD, Speech Pathologist, Senior Instructor in

Otolaryngology

Richard M. Mulligan, MD, Professor of Pathology

John Wagner, MD, Resident in Otolaryngology

Erick R. Ratzer, MD, Assistant Professor of Surgery

Patient Presentation

Dr. Wagner: This patient for today is a 72-

year-old white female with a 6~month history

of progressive hoarseness which had become
worse during the past two months.

For the past 15 years she has been chron-

ically depressed and during the past 12

months she has required institutional care

because of this depression. She has been a

heavy cigarette smoker for many years. She
has also been a known diabetic for the past

five years, adequately controlled on Orinase

and diet.

She was first seen at the University of

Colorado Medical Center in the Head and
Neck Tumor Clinic in late September, 1968

with the above complaint. She was unable

to cooperate for indirect mirror examination

of the larynx, and therefore was admitted for

direct laryngoscopy under anesthesia. This

examination revealed a lesion arising on the

left false cord with direct extension into the

ventricle and onto the epiglottis. Also both

false cords appeared thickened and edema-

tous. Biopsies revealed squamous cell carci-

noma involving the left false cord as well as

carcinoma in-situ involving the right ventri-

cle. There were no masses palpable in either

neck.

In November 1968, total laryngectomy un-

der general anesthesia was carried out. She

had a remarkably good postoperative course,

and was discharged two weeks after surgery.

Dr. Ratzer: Dr. Mulligan, can you tell us

about the pathologic examination of the

larynx.
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Dr. Mulligan: The biopsies taken at the ini-

tial laryngoscopy revealed superficial squa-

mous cell carcinoma from the left false cord

and in-situ carcinoma of the right true cord.

However, the resected larynx revealed deep-

ly invasive squamous cell carcinoma of the

left true and false cords with extension to

and invasion of the base of the epiglottis.

There were also several foci of in-situ car-

cinoma on the right true cord. I think this

is an important point here in favor of doing

the total laryngectomy; that is, the total

laryngectomy gets rid of these in-situ foci

which could become invasive carcinoma at a

later time.

Of course, we received no cervical lymph
nodes, so we can’t say anything about them.

The primary tumors were completely excised

with good margins.

Dr. Ratzer: This patient brings up a few

points in the management of cancer of the

larynx which we should discuss, and in addi-

tion, we have Dr. William Borthick from

speech rehabilitation here to tell us about

speech re-training in laryngectomies.

The first point to mention concerns the

classification of cancer of the larynx. Cur-

rently, the International Committee for Stage

Grouping in Cancer is recommending a TNM
system where T refers to the local lesion, N,

the status of the regional lymph nodes, and

M, sites of distant metastasis. Each of these

letters has 3 or 4 subclassifications to reflect

CANCER OF THE LARYNX

Fig. 1. Cancers arising on the true vocal cords or

in the region of the ventricles are cancers oj the

intrinsic larynx; cancers arising on all other struc-

tures of the larynx are cancers of the extrinsic

larynx.

INTRINSIC LARYNGEAL CANCER
(EARLY)

VARIATION IN ANATOMIC DISTRIBUTION OF
EARLY INTRINSIC LARYNGEAL CANCER
AS VIEWED VIA LARYNGEAL MIRROR.

Fig. 2. Intrinsic laryngeal cancers cause inter-

ference with normal vocal cord function. This loss

of the ability to approximate two sharp cord edges

results in hoarseness. Hoarseness in an adult which
lasts longer than three weeks is an indication for

vi.mal examination of the larynx.

the different clinical settings that can occur

in each area. A master key has been set up
for all cancers of the head and neck as well

as for cancers of other body regions. Classi-

fication in this manner is considered neces-

sary so all lesions can be uniformly staged

and the end results of therapy properly

evaluated, regardless of the center reporting.

I recognize the need of this staging, but

must confess that for the larynx, I prefer

for the local tumor the simple classification

of intrinsic or extrinsic laryngeal (Fig. 1)

cancer and for cervical lymph node metastasis

a positive or negative designation. Intrinsic

larynx cancers (Fig. 2) arise on the true cords

and ventricles, and account for 75-80 per cent

of all larynx cancers, cause hoarseness as an

early symptom, are usually small when first

diagnosed, and have a favorable prognosis.

Extrinsic larynx cancers (Figs. 3 and 4)

arise on the other structures in the larynx

(for example the false cords, ary-epiglottis

fold, epiglottis, pyriform sinus) account for

20-25 per cent of all larynx cancers, do not

have early symptoms, are usually advanced

when first diagnosed, and have a relatively

poor prognosis.

Intrinsic larynx cancers rarely have cer-

vical lymph node metastasis when first treat-

ed, while extrinsic larynx cancers usually

have lymph node metastasis when first

treated.

With these statements in mind, the ques-

tion of therapy for larynx cancer should be

discussed. Actually, it is for the intrinsic
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EXTRINSIC LARYNGEAL CANCER
(EARLY)

VARIATION IN ANATOMIC DISTRIBUTION OF
EARLY EXTRINSHC LARYNGEAL CANCER AS
VIEWED VIA LARYNGEAL MIRROR.

Fig. 3. Early extrinsic laryngeal cancers do not

involve structures that interfere with normal

laryngeal function (phonation)

.

As a result they

attain large size before diagnosis.

cancers that the proper treatment may be a

matter of preference. That is surgery, or

radiation therapy. Dr. Bischoff, what are

your arguments for the use of radiation ther-

apy for intrinsic cancer of the larynx, and

what are your end results?

Dr. Bischoff: The main argument for radia-

tion therapy in intrinsic laryngeal cancers is

that the voice is saved. This is especially im-

portant for someone who makes his living

using his voice—for example a school teacher

or a salesman. I think that this is a very po-

tent argument for radiation therapy, especial-

ly since the cure rate for intrinsic cancers

is between 80-95 per cent, which is the same
as surgery.

In addition, if the cancer recurs after

irradiation, it very frequently is still amen-
able to surgical removal with a very re-

spectable cure rate.

Dr. Ratzer: How much morbidity is associat-

ed with radiation therapy?

Dr. Bischoff: We usually give these patients

a minimum of 6,000 rads over a 6-8 week
period. They usually develop a severe reac-

tion on their true cords so that toward the

end of the treatment period they become so

hoarse that they are unable to speak for a

while. In addition, they develop marked
discomfort and difficulty swallowing, so much
in fact, they may have trouble maintaining

LARYNGEAL CANCERS ADVANCED

Fig. 4. Advanced extrinsic laryngeal cancers may
achieve a large size without interfering with vocal
cord 'motion. Once they become large, ulceration

often occurs. With ulceration, secondary infection
develops and this produces pain, (sore throat).

Persistent sore throat may be a symptom of ex-
trinsic laryngeal cancer and, especially in an adult,

may be an indication for visual examination of
the larynx.

their nutrition and hydration. However, once

we’re finished, this reaction subsides within

a couple of weeks, and they do fine.

Dr. Ratzer: What kind of a voice do they

have?

Dr. Bischoff : A very satisfactory voice. In

my experience, however, they almost always
have some residual hoarseness. That is, they

no longer have a normal voice.

Dr. Ratzer: Surgery for intrinsic larynx can-

cer doesn’t nece.ssarily mean loss of the voice.

Laryngofissure and removal of the true cord

leaves the patient with a functional voice,

albeit hoarse. The arguments in favor of

surgery can be listed:

1. Surgical excision margins can be con-

firmed microscopically.

2. Duration of treatment a week to 10

days. The patient needs a tracheostomy for 2

or 3 days, and then it can be removed, and
he can go home in another 1-2 days.

Actually, since the end results in intrinsic

laryngeal cancers are the same using radia-

tion therapy or surgery, the choice probably

depends on availability of trained personnel

and patient preference.

For extrinsic laryngeal cancers, I would
advise laryngectomy and radical neck dis-

section for operable patients. The salvage,

depending on the extent of the disease,

ranges from 15-30 per cent. Radiation therapy

as the only therapy for cure in these lesions
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does not seem warranted in light of past ex-

periences, but preoperative radiation therapy

may very well have a definite place.

The patient today had extension to the

epiglottis and involvement of the false cord.

This classifies her as having an extrinsic

laryngeal cancer and 60 per cent plus of these

patients will have cervical lymph node me-

tastasis at some stage of their illness, many
of them at the time of their initial examina-

tion. It is for this reason we believe in elec-

tive or prophylactic radical neck dissections

for extrinsic laryngeal lesions. In this patient,

however, because of her associated mental

problems we elected to do only the laryngec-

tomy and follow her at monthly intervals

for possible development of cervical lymph
node metastasis. This is admittedly a com-

promise with what is considered the best

form of treatment. However, it is not known
for sure whether radical neck dissection at

the time lymph nodes become palpable in

larynx cancer gives significantly less salvage

than elective radical neck dissection. Every-

thing would indicate it would not, but we
don’t know for sure.

To change the subject, the current prob-

lem this patient has is communication. Dr.

Borthick, our speech pathologist, is with

us and will tell us about speech re-training

in laryngectomies.

Dr. Borthick: There are two different meth-

ods of speech you can teach a laryngectomee

—the esophageal method, and the pharyngeal

method. The esophageal method sound is

made more or less below the upper esophageal

sphincter, and it sounds like a watery after

dinner burp. It doesn’t sound too good, but

if this is the only way they can learn how to

say a few words, why alright.

The other way is the pharyngeal method

which produces the sound by blocking the

back of the throat with the tongue. I prefer

to teach this way of speaking. One of the

several ways to teach these patients is to

ask them to pretend they are gargling in a

way to keep the water from going down. The

sound is produced in the same area by the

tongue trapping air.

A problem in pharyngeal speech patients

is to stop the blowing from their tracheal

stoma while talking. The stoma blowing is

usually as loud, or louder than their speech,

and therefore people listening are more inter-

ested in how they are trying to talk rather

than what they are saying. This is true of

anyone with abnormal speech—the listener

becomes preoccupied with how they are say-

ing it rather than what they are saying.

Dr. Ratzer: How soon after the operation can

you start teaching a laryngectomee to speak?

Dr. Borthick: Just as soon as the surgeon

assures me nothing will break loose. So far,

this has been 10 to 14 days after the operation.

The two most important factors in re-

habilitating a laryngectomee is intellect and

motivation. Intelligent and well motivated

people are usually speaking well after just

one day. We don’t worry about volume until

we have their new speech more fluent.

Pharyngeal voice often sounds better than

normal voice over the telephone because in

the normal voice more filtering (frequency

loss) takes place.

There are a lot of sounds laryngectomees

can’t say without a lot of practice—M, N, and

ing sounds. It take a lot of effort to “throw”

the sound up through their nose and get any

type of nasal quality to it at all.

One thing I have found out, it is easier

to teach a man pharyngeal speech than a

woman. It is a social thing—women are less

likely to burp than men.

Dr. Ratzer: How many words can a laryn-

gectomee get out in a unit of time—what is

their rate?

Dr. Borthick: If possible, I like to talk to

patients before surgery to get an idea of what

their speech is like, their rate, and so forth.

With pharyngeal speech, they can talk just

about as fast as before surgery, but it does

take a little time to build up to this same

rate. If they talk too fast, they lose volume.

It is best to strike a happy medium between

rate and volume, and this takes time and

practice. Another reason to see the patient
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before surgery is to try and get them to make
the pharyngeal sound preoperatively.

Dr. Ratzer: What is the electrolarynx made
by the telephone company?

Dr. Borthick: Basically, it is a vibrator that

produces the sound necessary for communica-

tion. It is held against the neck, and with

the mouth and pharynx as an echo chamber,

the tongue and lips are used to form the

words. There are many variations in this

type of appliance, but basically all are vi-

brators for the production of the sound. The
most undesirable thing about an electro-

larynx is the patient’s inability to hear them-

selves talk due to the loud sound made by

the vibrator—this is the most common com-
plaint anyway. It also has a very monotonous,

irritating sound. I recommend them only as

a last resort. Most patients who try them
give them up, and return to pharyngeal

speech. •

International College of Surgeons

MANUSCRIPT AWARD FOR 1970

The Obstetrics and Gynecology Specialty Group

of the International College of Surgeons is pleased

to announce a competition for an award to be

given the author of a manuscript selected by the

Prize Committee of the Group. This award will

consist of an invitation to present the winning

paper at our meeting Paris, France, including a

round-trip ticket, hotel expenses and $10.00 per

diem.

The rules of the competition are as follows:

Fellows of the International College of Sur-

geons are not eligible. Contestants must be in-

terns, residents or graduate students in the field

of obstetrics and/or gynecology. Contestants

must hold the degree of Doctor of Medicine from

an accredited college of medicine.

Manuscripts are to represent only original

work by the author without co-authorship.

Manuscripts are not to exceed 5,000 words. They

should be typewritten on one side of each sheet

only, double-spaced and with generous margins,

in English, French, German or Spanish. Illus-

trations, if indicated, should accompany the

manuscript. Original drawings or glossy photo-

graphic prints should be numbered on the back

and legends for the illustrations should be pro-

vided. A mark of identification, or the author’s

nom de plume, should be penciled on the back

of each illustration. Tables should be numbered

and submitted on separate sheets. References

should be listed at the end of the article and

numbered, naming the author of the reference.

the pages on which the article was printed and

the year of publication.

To conceal the identity of the author, manu-
scripts must be submitted under an assumed

name. The manuscript must be accompanied by

a sealed envelope, containing a card bearing the

assumed name of the author, the title of the

manuscript and the true name of the author, his

degrees, titles and address. An original and

three copies of each manuscript (carbon, photo-

static, mimeographic or other) and illustrations

must be submitted on or before January 15, 1970

to Doctor Eduard Eichner, Chairman of the Prize

Committee, 10605 Chester Avenue, Cleveland, Ohio

44106.

The Committee on Prizes, under its rules and

regulations, shall judge the merits of each manu-

script, select the winner of the award and submit

the name and address of the author to the Chair-

man of the Obstetrics and Gynecology Specialty

Group before February 7, 1970.

The Chairman of the Group shall notify the

winning author by February 15, 1970. If no sub-

mitted manuscript is deemed acceptable by the

Committee on Prizes, no award shall be made.

The successful contestant will be asked to ap-

pear in person to participate in the regular scien-

tific program of the Group on Obstetrics and

Gynecology at the Biennial Meetings of the Inter-

national College of Surgeons in Paris, France,

April 20-24, 1970.
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PATIENT: A 74-year-old woman with an acute

anterior myocardial infarction. She gave a 7-year

history of paroxysmal rapid heart action and had

been on Digitalis for three years.

TRACINGS: The above four ECG tracings were

taken over a 24-hour period with bipolar chest

leads. They are not continuous.

Sinus bradycardia is the dominant rhythm in

all of the tracings; the sinus rate varies from 42

to 58 per minute. PR intervals vary widely from

0.20 to 0.50 seconds, indicating a variable first

degree AV block. In each tracing there is a PAUSE
terminated by complexes (indicated by arrows)

whose QRS morphology has right bundle branch

block configuration and is different from the dom-
inant QRS. These are ESCAPE BEATS which arise

from a lower pacemaker because the dominant

pacemaker has failed to do its job.

Each tracing has a different mechanism pro-

ducing the pause:

1. Marked sino-atrial node slowing.

2. Non-conducted atrial premature extrasys-

stole. Note the lonely premature P-wave
following the third QRS Complex.

3. Ventricular extrasystole. Because the next

expected P-wave is delayed, one suspects

retrograde atrial activation even though it

cannot be seen as an inverted P-wave. Note

that two successive escape beats are seen

in this tracing (fourth and fifth QRS).

4.

Second degree AV block. The fourth P-wave
is not followed by a QRS (“dropped beat”).

COMMENT: Long before engineers designed a

“demand” or “standby” electronic pacemaker the

heart had developed its own built-in escape mech-
anism to prevent long pauses in cardiac activity.

The escape focus may be in either the AV junc-

tion or the ventricular conducting system and it

is often difficult to define its origin precisely. In

this case an AV junctional focus is suspected.

Careful inspection of the first tracing shows

that the PR intervals of the second, third, and

fourth QRS are short, and that the RR intervals

of these beats are constant. This suggests that

beats two to four are all escape beats, and that

only beat four, with abnormal QRS morphology,

is conducted to the ventricle aberrantly.

THERAPEUTIC IMPLICATIONS: Don’t try to

abolish escape extrasystoles with drugs as you

attempt to do with premature extrasystoles. There

is a certain comfort in knowing that a “friendly

lower pacemaker” will take over when the nor-

mal pacemaker is tired or upset. Rather, con-

centrate your efforts on treating the cause of the

pause.
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Parafon Forte tablets help to relieve pain,

restore mobility. . . stop pain-spasm feedback

by providing

:

i
o nonsalicylate analgesic equal to aspirin for the relief

of pain,i"2 yet unlikely to produce the irritation to the

;!
gastric mucosa so often associated with salicylate

i
therapy®

:
and a skeletal muscle relaxant shown to have up to a

6-hour span of action^... to retain effectiveness even

on continued administration^... but not likely to have

the central effects of tranquilizing compounds.®

Prescribe Parafon Forte for effective spasmolysis

and analgesia in sprains, strains, myalgias, low back

pain, bursitis and other musculoskeletal disorders.

Your patients will appreciate the restored comfort

and freedom of movement it usually provides.

!

Picture of

low back pain

treated with

Parafon Forte®T«LETs
Paraflex® (chlorzoxazone)* 250 mg.

Tylenol® (acetaminophen) 300 mg.

Contraindications: Sensitivity to either component. Precautions:

Exercise caution in patients with known allergies or history of

drug allergies. If a sensitivity reaction or signs or symptoms sug-

gestive of liver dysfunction are observed, the drug should be

stopped. Adverse Reactions: Occasionally, drowsiness, dizziness,

lightheadedness, malaise, overstimulation or gastrointestinal

disturbances may be noted; rarely, allergic-type skin rashes,

petechiae, ecchymoses, angioneurotic edema or anaphylactic

reactions. In rare instances, Paraflex (chlorzoxazone) may pos-

sibly have been associated with gastrointestinal bleeding. While
Paraflex (chlorzoxazone) and chlorzoxazone-containing prod-

ucts have been suspected as being the cause of hepatic toxicity

in approximately eighteen patients, it was not possible to state

that the dysfunction was or was not drug induced. Usual Adult

Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets,

imprinted “McNEIL”— bottles of 100.

References: 1. Batterman, R. C., and Grossman, A. J.: Fed. Proc. f.4:316,

1955. 2. Goodman, L. S., and Gilman, A., ed.: The Pharmacological Basis of
Therapeutics, ed. 3, New York, The Macmillan Company, 1965, p. 331. 3. Roth,

J. L. A., et al.: Gastroenterology .4^*146,

1963. 4. Berman, H. H., et al.i Dis. Nerv.
Syst. .25:430, 1964. 5. Friend, D. G.: Clin,

Pharmacol. Ther. 5:871, 1964.

McNEIL LABORATORIES, INC., FT. WASHINGTON, PA. 19034 IHJ.S. PATENT NO. 2,695,977
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Training Programs

—

High school graduates in the Rocky Mountain

area are being interviewed now for training pro-

grams in radiation therapy and nuclear medicine

technology. These programs are designed to help

reduce the extreme shortage of well-trained

people working in these fields.

Radiation therapy is the medical specialty

which uses ionizing radiation to treat cancqr and
allied diseases. The use of nuclear radiation for

the diagnosis of illness is referred to as nuclear

medicine. Both specialties are relatively new in

the medical profession and opportunities are un-

limited for growth and advancement in both fields.

The programs require two years of study, with

the first year composed of classroom and labora-

tory work at Denver Community College. During
the second year, classroom and laboratory work
at the University of Colorado Medical Center is

combined with clinical training in various Denver
hospitals. College credit is given for all parts of

the training programs. Students completing either

of the two-year programs will be awarded an
Associate Degree by the Denver Community Col-
lege. Furthermore, graduates will be eligible for

examination and certification in radiation therapy
or nuclear medicine technology by the American
Registry of Radiologic Technologists. The second
year of the program is available to persons ex-
perienced in diagnostic radiologic technology.

From thirty to forty first-year students will be
accepted in the programs by September of this

year. Upon graduation, a, placement service will

help students find interesting, rewarding positions.

Information for the radiation therapy training
is available from Mrs. Ann Miller, 303-394-8200,
4200 E. 9th Avenue, box 2364, Denver, Colorado,
80220. Information about the training program
in Nuclear Medicine is available from Miss Elaine
Cuklanz, at the same address.

Grand Junction Physician Named
RMP Area Coortlinator

Dr. Charles E. Wilson. Grand Junction, Colo-
rado dermatologist, has been appointed Western
Colorado coordinator for the Continuing Education
Division of the Colorado-Wyoming Regional Medi-
cal Program (RMP).

The RMP is a program designed to improve the
quality and availability of diagnosis and treat-
ment of heart disease, cancer, stroke and related
diseases for the more than two million people in
the two-state area.

Dr. Wilson will serve as a liaison between the
RMP’s Continuing Education Division and West-
ern Slope medical personnel to aid in designing
and implementing the program. His RMP staff

appointment is on a part-time basis to enable him
to continue his private practice. Dr. Wilson is a

1954 graduate of the University of Colorado, and
received his doctor of medicine degree from the

CU School of Medicine in 1958. He holds member-
ships in the Mesa County Medical Society, the

American Academy of Dermatology and the Pa-
cific, Southwestern, Rocky Mountain and Colorado
Dermatological Societies.

Interesting Survey

The average age of the Officers, Council and
Committee members of the Colorado Medical

Society is under 50. A survey just completed
indicates that 18.7 per cent are under 40; 16 per

cent are between 40-45; 26 per cent are between
45-50 and 44.6 per cent are over 50. A total of 475

positions were reviewed.

Painting Available

Reproductions of LAUGH KILLS LONESOME
which appeared on the cover of the May Rocky
Mountain Medical Journal are still available from
the Journal office. The 18”x30” DeLuxe is $13.00

and the 18”x30” oil-on-canvas is $25.00. This is

the third Rocky Mountain Medical Journal cover

that has featured Mr. Russell’s famous Western
paintings. The others were FREE TRAPPERS and
INDIAN HUNTER’S RETURN. Unfortunately we
must make an additional charge of $5.50 for air

express charges, unless you wish to pick up your
reproduction at the Colorado Medical Society

office.

RMP Grant

A $271,604 grant which has been awarded by
‘

the Division of Regional Medical Programs, to

the WICHE Mountain States Regional Medical ^

Program will fund two programs designed to
,

improve patient care in heart, cancer, stroke and
related services to patients in Idaho, Montana,

Nevada and Wyoming, announces Dr. Alfred M.
'

Popma, regional director.
^

Of this amount, $155,860 will be allocated for

the implementation of tumor registries in the four r

states, and $115,744 will fund a continuing edu- |

cation program for all health professionals in I

Montana and adjacent areas of the Mountain W
States. A
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Each state will organize its own system for

transmitting data to a central computerized tumor

registry located at the University of Utah, focal

point for a Rocky Mountain States Cooperative

Tumor Registry which is under development.

The multi-state registry, which will assist the

physician by providing a systematic feedback of

cancer patient data, will involve six states (Colo-

rado, Idaho, Nevada, Montana, Utah and Wyom-
ing) and three RMPs (Mountain States, Colo-

rado/Wyoming and Intermountain), Dr. Popma
explained.

In Montana, a coordinated program is being

developed for continuing education opportunities

for physicians, dentists, hospital administrators,

registered nurses, medical and radiologic technol-

ogists, physical therapists, licensed practical

nurses and other interested health professionals.

Dr. Popma explained that this proposal was
initiated following an early MS/RMP survey

which revealed that continuing education was the

uppermost need and desire of the health profes-

sionals living in this geographical area.

U.S. DEPARTMENT OF
HEALTH, EDUCATION, AND WELFARE

Office of the Secretary

Washington, D.C. 20201

June 30, 1969

Secretary of Health, Education and Welfare

Robert H. Finch today announced he is issuing

a new regulation limiting fees paid to physicians,

dentists, and other individual providers of medical

services under Medicaid.

The iHEW regulation will limit payments to

providers participating in State Medicaid pro-

grams to those received in January, 1969, unless

payments are below the 75th percentile of cus-

tomary charges.

The Department’s action on fees becomes ef-

fective July 1, 1969, and remains in effect until

July 1, 1970.

Secretary Finch said “HEW is determined to

hold the line on medical costs.”

To be published in tomorrow’s Federal Reg-

ister as an interim policy, the new regulation does

not cover payments for prescription drugs, nurs-

ing home services, hospital care, or other services.

Comments on the regulation may be made in

the next 30 days before it is published as final

policy.

States whose payment structures provided pay-
ments below the 75th percentile of customary
charges on January 1, 1969, may request permis-

sion from the Secretary of Health, Education, and
Welfare to raise payments to that level.

States whose payment structures provided fees

above the 75th percentile of customary charges

must adjust their payments so that they do not

exceed reasonable charges as determined under
Title XVIII-B of the Social Security Act (Med-
icare).

After July 1, 1970, States may request permis-

sion to increase fees paid to physicians and den-

tists only if two conditions are met:

(1) The average percentage increase requested

above the 75th percentile of customary charges

on January 1, 1969, may not exceed the percentage

increase in the all-services component of the Con-
sumer Price Index (adjusted to exclude the medi-

cal component) or in an alternate index desig-

nated by the Secretary of Health, Education, and
Welfare.

(2) Evidence must be clear that the providers

and the States have cooperatively established

effective utilization review and quality control

systems.

Regardless of which payment level was in

effect in FY 1970, in a given State, the 75th per-

centile of customary charges will provide the

floor above which allowable CPI increases will be

measured.

The new regulation requires States to revise

their State Medicaid plans to include descriptions

and details of their payment structures. A State

that wishes to revise its payment structure for

practitioners’ services or change the payments
authorized under it may not do so until the pro-

posed changes have been approved by the Secre-

tary of Health, Education, and Welfare or his

representative.

States that begin their Medicaid programs after

July 1, 1969, must arrange their payment struc-

tures so that fees do not exceed the 75th percentile

of customary charges. (Alabama, Alaska, Arizona,

Arkansas, Florida, Indiana, Mississippi, New
Jersey, North Carolina, and Tennessee do not yet

have programs. Virginia’s Medicaid program be-

gins to operate on July 1.)

The new regulation implements Secretary

Finch’s budgetary decision to set Federal stand-

ards for vendor payments to physicians, dentists,

and other medical practitioners to control escalat-

ing Federal and State expenditures for the pro-

gram.
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University of Colorado School of Medicine,

Postgraduate Medical Education

General Practice Review

August 11-16, 1969

Hospital Medical Staff Conference

(Estes Park, Colorado)

September 29-October 3, 1969

Oral Cancer Seminar

October 27, 1969

Emergency Service Procedures

November 19-21, 1969

Sixteenth Annual
General Practice Review

January 18-24, 1970

High Risk Infant Care (Limited)

October 6-10, 1969

February 2-6, 1970

April 6-10, 1970

NOTE; The above dates are subject to change.

Detailed programs will be available about six

weeks before the course date and may be obtained

by writing to; The Office of Postgraduate Medi-

cal Education, University of Colorado School of

Medicine, 4200 East Ninth Avenue—Denver, Colo-

rado 80220.

31st Midsummer Radiological Conference

Rocky Mountain Radiological Society

Brown Palace Hotel—Denver, Colorado

August 21-23, 1969

Thursday, August 21

Intrinsic Lesions of the Larynx
A. Zuppinger, M.D., Bern, Switzerland

Pitfalls in the Treatment of Hodgkins Disease

Giulio J. D’Angio, M.D., New York, N.Y.

Trauma to the Urinary Tract

Harry Z. Mellins, M.D., Brooklyn, N.Y.

Borderlines in Ulcerative and Granulomatous

Colitis

Alexander R. Margulis, M. D., San Francisco,

Calif.

Practical Considerations in Contrast Material

Reactions

Elliott C. Lasser, M.D., LaJolla, Calif.

Mitral Stenosis

Richard G. Lester, M.D., Durham, N.C.

Luncheon speaker; Robert W. McConnell, M.D.,

Dallas, Texas

Tumors of the Oral Cavity
A. Zuppinger, M.D.

Panel Discussion on Carcinoma of the Breast
Drs. A. Zuppinger, Alexis E. Lubchenco, Paul
K. Hamilton, Jr., Wendell P. Stampfli, Ber*
nard T. Daniels

Friday, August 22

Commemorative Program Honoring Dr. Harold

O. Peterson

Diagnosis of Pulmonary Tuberculosis

Eugene Gedgaudas, M.D., Minneapolis, Minn.

Bronchiolo-alveolar Cell Carcinoma of the Limg
Leo G. Rigler, M.D., Los Angeles, California

Problems at the Esophagogastric Junction

Richard Schatzki, M.D., Brookline, Mass.

Remedial Radiology

Sadek Hilal, M.D., Ph.D., New York, N.Y.

Recent Advances in Nuclear Medicine

Merle Loken, M.D., Minneapolis, Minn.

New Concepts in the Treatment of Wilms Tumor
Giulio J. D’Angio, M.D.

Advancements in X-ray Technique at the

University of Minnesota

Kurt Amplatz, M.D., Minneapolis, Minn.

Natural History of Ureteral Reflux

Harry Z. Mellins, M.D.

Improved Pneumoencephalographic Techniques

Stephen A. Kieffer, M.D., Minneapolis, Minn.

Contrast Studies in Acute Abdomen
Alexander R. Margulis, M.D.

The Nonvisualized Gall Bladder

Elliott C. Lasser, M.D.

Ventilation Studies in Pulmonary Embolism

Philippe L’Heureux, M.D., Minneapolis, Minn.

Selective Bronchography
Richard G. Lester, M.D.

Large Volume Myelography

Harold O. Peterson, M.D., Minneapolis, Minn.

Saturday, August 23

Application to Pulmonary Function

Merle Loken, M.D.

The Radiology of Stroke

Stephen A. Kieffer, M.D.

The Histocyte in Radiology

Bert L. Pear, M.D., Denver, Colorado

Management of Pelvic Tumors in Girls

Giulio J. D’Angio, M.D.

Preoperative Treatment

A. Zuppinger, M.D.

Annual Meeting—^Rocky Mountain Chapter,

American Society of Nuclear Medicine,

Guest Speaker—Merle Loken, M.D:

Non-member Registration Fee $20.00. (No fee for

speakers on program, physicians in training, mem-
bers of Armed Services, and scientific and tech-

nical exhibitors. No fee for nonradiologists who
are guests of a member.)
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Fourth Annual Conference

On Cardiovascular Diseases

Sahara Hotel, Las Vegas, Nevada

October 23-25, 1969

Additional information may be obtained from

Nevada Heart Association, 704 So. 6th Street, Las

Vegas, Nevada 89101.

Mountain States Regional Medical Programs,

Coronary Care Training, Symposium for

Physicians

Missoula, Montana

September 15-18, 1969

Seminar, Care of the Ventilator Patient

Montana Deaconess Hospital, Great Falls, Montana

October 18, 1969

Laryngology and Bronchoesophagology
Chicago, Illinois

November 3-14, 1969

The Department of Otolaryngology of the Illi-

nois Eye and Ear Infirmary and the College of

Medicine of the University of Illinois at the Med-
ical Center, will conduct a postgraduate course in

Laryngology and Bronchoesophagology from No-
vember 3 through 14, 1969. This course is limited

to 15 physicians and will be under the direction

of Paul H. Holinger, MD. It will be held largely

at the new Illinois Eye and Ear Infirmary, 1855

West Taylor Street, Chicago, and will include

visits to a number of Chicago hospitals. Instruction

will be provided by means of animal demonstra-
tions and practice in bronchoscopy and esopha-

goscopy, diagnostic and surgical clinics, as well

as didactic lectures.

Interested registrants will please write directly

to the Department of Otolaryngology, College of

Medicine, University of Illinois at the Medical
Center, Postoffice Box 6998, Chicago, Illinois 60680.

UNIVERSITY OF CALIFORNIA AT BERKELEY

Postgraduate Courses for 1970

The Division of Maternal and Child Health of the University of California

School of Public Health at Berkeley announces the following postgraduate programs

for pediatricians, obstetricians, and other physicians interested in receiving training

in the field of Maternal and Child Health. These programs all lead to the degree of

Master of Public Health. Tax-exempt fellowship support is available.

Maternal and Child Health. A 9-month program in planning, organizing and

operating comprehensive health services for mothers and children.

Family Planning. A 9-month academic program providing intensive work in

family planning as part of the general graduate preparation of maternal

and child health specialists.

School Health. A 9-month academic program providing intensive work in

school health as part of the general graduate preparation of maternal and

child health specialists.

The Multiply-handicapped and Mentally Retarded Child. A 21-month aca-

demic and clinical program in planning, organizing, and operating community
services for children with multiple handicaps, including mental retardation.

Career Development Programs. Three-year academic and residency programs
consisting of one year of academic training leading to the degree of Master

of Public Health combined with residency training in Pediatrics or Obstetrics-

Gynecology.

Applications are now being accepted for the group entering in July or

September, 1970. For information, write to Helen M. Wallace, M.D., School of

Public Health, University of California, Berkeley, California 94720.
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Convalescing . . . but still a bng way to go.

Anxietycan make iteven longer.

Convalescence following medical or surgical procedures may be almost

endless to an anxious patient. And, indeed, anxiety with some patients

actually retards progress—for example, by inducing insomnia and reducing

cooperation.

As physicians have found during nearly 15 years of widespread use, Equanil

may be a beneficial part of aftercare. It helps relieve anxiety and tension,

thus often aiding your primary therapy.

Indications: For use in management of
anxiety and tension occurring alone or as
accompanying symptom complex to med-
ical and surgical disorders and pro-
cedures. Though not a hypnotic, fosters
normal sleep through antianxiety and
related muscle-relaxant properties.
Contraindications: History of sensitivity

to meprobamate.
Important Precautions: Carefully super-
vise dose and amounts prescribed, espe-
cially for patients prone to overdose
themselves. Excessive prolonged use has
been reported to result in dependence or
habituation in susceptible persons, as
alcoholics, ex-addicts, and other severe
psychoneurotics. After prolonged exces-
sive dosage, reduce dosage gradually to
avoid possibly severe withdrawal reac-
tions. Abrupt discontinuance of excessive
doses has sometimes resulted in epilepti-
form seizures.
Warn patients of possible reduced alcohol
tolerance, with resultant slowing of reac-
tion time and impairment of judgment and
coordination.
Reduce dose if drowsiness, ataxia or
visual disturbance occurs; if persistent,
patients should not operate vehicles or
dangerous machinery.
Side Effects include drowsiness, usually
transient: if persistent and associated with
ataxia, usually responds to dose reduc-
tion; occasionally concomitant CNS stim-
ulants (amphetamine, mephentermine
sulfate) are desirable. Allergic or idio-

syncratic reactions are rare, but such
reactions, sometimes severe, can develop
in patients receiving only 1 to 4 doses who
have had no previous contact with mepro-
bamate. Previous history of allergy may
or may not be related to incidence of
reactions. Mild reactions are charac-
terized by itchy urticarial or erythematous
maculopapular rash, generalized or con-
fined to groin. Acute nonthrombocyto-
penic purpura with cutaneous petechiae,
ecchymoses, peripheral edema and fever
have been reported. One fatal case of
bullous dermatitis following intermittent
use of meprobamate with prednisolone
has been reported. If allergic reaction
occurs, meprobamate should be stopped
and not reinstituted. Severe reactions.

observed very rarely, include angioneu-
rotic edema, bronchial spasms, fever,

fainting spells, hypotensive crises (1 fatal

case), anaphylaxis, storhatitis and proc-
titis (1 case) and hyperthermia. Treat
symptomatically as with epinephrine, anti-

histamine and possibly hydrocortisone.
Aplastic anemia (1 fatal case), thrombo-
cytopenic purpura, agranulocytosis and
hemolytic anemia have occurred rarely,

almost always in presence of known toxic

agents. A few cases of leukopenia, usually
transient, have been reported on con-
tinuous administration.
Meprobamate may sometimes precipitate

grand mal attacks in patients susceptible
to both grand and petit mal. Extremely
large doses can produce rhythmic fast

activity in the cortical pattern. Impairment
of accommodation and visual acuity has
been reported rarely. After excessive
dosage for weeks or months, withdraw
gradually (1 or 2 weeks) to avoid recur-
rence of pretreatment symptoms (insom-
nia, severe anxiety, anorexia). Abrupt
discontinuance of excessive doses has
sometimes resulted in vomiting, ataxia,

tremors, muscle twitching and epilepti-

form seizures. Prescribe very cautiously
and in small amounts for patients with
suicidal tendencies. Suicidal attempts
have resulted in coma, shock, vasomotor
and respiratory collapse and anuria. Ex-
cessive doses have resulted in prompt
sleep; reduction of blood pressure, pulse
and respiratory rates to basal levels; and
occasionally hyperventilation. Treat with
immediate gastric lavage and appropriate
symptomatic therapy. (CNS stimulants
and pressor amines as indicated.) Doses
above 2400 mg. /day are not recom-
mended.
Composition: Tablets, 200 mg. and 400
mg. meprobamate. Coated Tablets,
WYSEALS® EQUANIL (meprobamate) 400
mg. (All tablets also available in

REDIPAK® [strip pack], Wyeth.) Contin-
uous-Release Capsules, EQUANIL L-A
(meprobamate) 400 mg.

EQUANIL
(meprobamate)
Wyeth Laboratories Philadelphia, Pa.
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Colorado

Dr. Darius W. Darwin of Denver, died June

21, 1969 at Presbyterian Hospital after a brief

illness.

A native of Evansville, Tennessee, he attended

grade and high school there. He was graduated

from the Tennessee University School of Medicine

in 1929 after which he took an internship at the

Shreveport, Louisiana Charity Hospital. He mar-

ried Miss Merle Whitman in Shreveport in 1931.

Dr. Darwin took postgraduate training in sur-

gery at Jefferson Medical School, Philadelphia.

He was licensed to practice m.edicine in Tennessee

in 1929, in Oklahoma in 1931 and in Colorado in

1947. He practiced in Englewood, Colorado from
1948 to 1952 and since that time in Denver, limit-

ing his practice to general surgery. He was certi-

fied by the International College of Surgeons.

Dr. Darwin was a member of several medical

societies including the American Medical Asso-

ciation, the Colorado Medical Society, the Denver
Medical Society, the Southwestern Surgical Con-
gress, the International Congress and the Inter-

national College of Surgeons. He was also active

in fraternal and civic affairs and was a member
of the Masons, the Colorado Consistory and El

Jebel Shrine, Phi Chi Medical Fraternity, Kappa
Sigma Social Fraternity and the Denver Country
Club.

He is survived by his widow, and a son,

Darius W. Jr. of Denver; a daughter, Mrs. Dana
Mellett, of the Canal Zone, Panama and three

sisters.

Montana

John Vernon Henry Neville, MD, Columbus,

Montana, died in a Billings hospital on May 29,

1969. Doctor Neville was born in Winnipeg, Mani-
toba, Canada, April 1, 1902. He received his M.D.

degree from the University of Manitoba Faculty

of Medicine in 1928. He engaged in the general

practice of medicine in Dickinson, North Dakota,

until 1934, when he moved to Forsyth, Montana.
In 1940 he moved to Columbus, where he was
engaged in the general practice of medicine until

his untimely death. Doctor Neville was an active

member of The Montana Medical Association and
of the American Medical Association through
the Yellowstone Valley Medical Society.

University of Colorado Medical Center

Dr. Herbert Kaplan has been promoted to

assistant clinical professor of medicine on the

volunteer faculty of the University of Colorado

School of Medicine. He had held an appointment

as clinical instructor since 1963.

In 1963-64 he was a staff physician at the

Denver Veterans Administration Hospital, and

since 1964 has been in private practice in Denver.

He served in the U. S. Army Medical Corps 1959-

62 with the rank of captain and was assistant chief

of the medical service for the Army hospital in

Munich, Germany.

Dr. Kaplan is a diplomate of the American

Board of Internal Medicine and a member of

Alpha Omega Alpha.

Dr. Stanley W. Strunk, pathologist at St.

Joseph Hospital, Denver, has been appointed an

assistant clinical professor of pathology on the

volunteer faculty of the University of Colorado

School of Medicine. He was a former assistant

professor of pathology in the University of Texas

Southwestern Medical School, Dallas, and joined

the St. Joseph staff last September.

Dr. Strunk was an instructor in pathology in

the University of Washington School of Medicine

in 1963-64 and served as a captain at the Armed
Forces Institute of Pathology in Washington

1964-66. He is a diplomate of the American Board

of Pathology.

Dr. Irman D. Bayne of Littleton has been ap-

pointed an assistant clinical professor of obstetrics

and gynecology on the volunteer faculty of the

University of Colorado School of Medicine. He
received his B.S. degree in 1949 and his M.D. in

1953, both from Louisiana State University. He
interned at Grace Hospital in Detroit 1953-54 and

took his residency in obstetrics and gynecology

at Detroit Receiving Hospital 1954-58. Dr. Bayne

is a diplomate of the American Board of Obstetrics

and Gynecology.
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Mte«ise ferm)

(diethylpropion hydrochloride)
THE NATIONAL DRUG COMPANY
DIVISION OF RtCHARDSON-MERRELL INC.

PHILADELPHIA. PENNSYLVANIA 19144 i,s, pAtiitT 3, 001, tie

% /'W'

TEPANIL-“the right start in support of the

weight-control program yoij recommend. It

reduces the appetite. Doesn’t kill it. Weight

loss is significant—gradual—yet there is a

rilatively low incidence of CNS stimula-

tion. Because TEPANIL works on the

appetite, not on the "nerves."
Conlraindications; Concurrently with AAAO Irthlbitors, In potisnts

hypersensitive to this drugr in emottencilly unstable patients

susceptible to drug abuse.

Warning: Althaugh generally safer than the awpHetamfnes,

use with great caution in patients with severe hypertension ar

severe cardiovascular disease. Do not use during first trimester af

pregnancy unless potential benefits outweigh potentiol risks.

Adverse fteocttons: Rarely severe enough to require discontinuation of ther-

apy, unpleasant symptoms with diethylpropion hydrochloride hove been reported

to occur in relatively tow incidence.

As is chorocteristic of sympathomimetic agents, it may occasionally cause CNS effects such os

insomnia, nervousness, dizziness, anxiety, and jitteriness. In contrast, CNS depression has been

reported. In o few epileptics on increase in convulsive episodes hos been reported.

Sympathomimetic cordiovoscu/or effects reported include ones such os tachycardio, precordial

pqin, arrhythmia, palpitation, and increased blood pressure. One published report described

T-wove chonges in the ECG of a healthy young mole after ingestion of diethylpropion hydro-

chloride; this V./QS on isototed experience, which has not been reported by others.

Allergic phenomeno reported include such conditions os rash, urticaria, ecchymosis, and erythema.

Gostrolntestinol effects such os diarrhea, constipation, nouseo, vomiting, and abdominal discom-

fort hove been reported.

Specific reports on the hematopoietic system include two each of bone marrow depression,

agranulocytosis, and leukopenia.

A variety of miscellaneous adverse reactions have been reported by physicians. These include

complaints such os dry mouth, heodoche, dyspnea, menstrual upset, hair loss, muscle pain,

decreased libido, dysuria, and polyuria.

Convenience of two desoge forms: TEPANIL Ten-tab tablets; One 75 mg. tablet daily, swallowed

whole, in midmorning (10 o.m.); TEPANIL; One 25 mg. tablet three times daily, one hour before

meals, tf desired, on odditionoi tablet may be given in midevening to overcome night hunger.

Use in children under 12 years of age is not recommended.



Colorado Medical Society

OFFICERS 19G8-C9—Terms of Officers and Committeemen
expire at the Annual Session of the year indicated. Where no
year is indicated the term is for one year only and expires at
the 1969 Annual Session.

President: William M. Covode, Denver.
President-elect: John M. Wood, Englewood.
Vice President: Joseph S. Pollard, Colorado Springs.
Treasurer: Edward B. Liddle, Colorado Springs, 1971.

Constitutional Secretary: Marvin E. Johnson, Denver, 1969.

Delegates to the American Medical Association: Kenneth C.
Sawyer, Denver, Dec. 31, 1970 (Alternate: Robert E. McCurdy,
Denver) : Harlan B. McClure, Lamar, Deceased, E)^. 13,
1968, (vacancy to be filled): (Alternate: Vernon B. Bolton,
Colorado Springs); Gatewood Milligan, Englewood, Dec. 31,
1969, (Alternate Ray G. Witham, Craig).

Speaker, House of Delegates: Robert G. Bosworth, Jr., Denver.
Vice Speaker, House of Delegates: Harlan B. Huskey, Fruita.
Foundation Advocate: James P. Rigg, Sr., Grand Junction.
Historian: Richard Whitehead, Denver.
Historian Emeritus: Bradford Murphey, Denver.
Scientific Editor for Colorado and Chairman of the Editorial
Board, Rocky Mountain Medical Journal: Douglas W.
Macomber, Denver.

Assistant Scientific Editor for Colorado, Rocky Mountain
Medical Journal: Carl H. McLauthlin, Denver.
Executive Secretary: Donald G. Derry, 1809 E. 18th Ave.,
Denver, Office Telephone 399-1222 ( 303).

Montana Medical Association

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Mark B. Listerud, Wolf Point
President-Elect: Oscar A. Swenson, Sidney
Vice-President: Richard L. Peterson, Hamilton
Secretary-Treasurer: John A. Newman, Butte
Assistant Secretary-Treasurer: Robert P. Yost, Missoula
Delegate to the A.M.A.: Herbert T. Caraway, Billings

Alternate Delegate to the A.M.A.: Robert W. Thometz, Butte
Executive Committee: Mark B. Listerud, Wolf Point, Chair-
man; Herbert T. Caraway, Billings; John A. Newman, Butte;
Richard L. Peterson, Hamilton; Oscar A. Swenson, Sidney;
Robert P. Yost, Missoula; Robert W. Thometz, Butte; Alfred
M. Fulton, Billings; Albert L. Vadheim, Bozeman,
Scientific Editor, Rocky Mountain Medical Journal: Warren
D. Bowman, Jr., Billings

Associate Editor, Rocky Mountain Medical Journal: L. Russell
Hegland, Billings

Executive Secretary: L. Russell Hegland, 1236 North 28th St.
<P. O. Box 1692) Billings 59103. Office Telephone 259-2585

Nevada State Medical Association
OFFICERS-—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Harry J. McKinnon, Jr., Las Vegas.
President-elect: V. A. Salvadorini, Reno.
Secretary-Treasurer: John P. Sande, Reno.
Delegate to A.M.A.: Leslie A. Moren, Elko.
Alternate Delegate to A.M.A.: Kenneth E. Turner, Las Vegas.
Immediate Past President: Richard A. Petty, Carson City.
Scientific Editor for Nevada, Rocky Mountain Medicai Journal:
Harry J. McKinnon, Las Vegas.
Assistant Scientific Editor for Nevada, Rocky Mountain Medical
Journal: Wesley W. Hall, Reno.
Associate Editor, Rocky Mountain Medical Journal: Nelson B
Neff. Reno.
Executive Secretary: Mr. Nelson B. Neff, 3660 Baker Lane,
Reno. Telephone 323:6788.

New Mexico Medical Society

-Awa- iu— X erms- duu cuiiuimlegmen
expire at the Annual Session in the year indicated Whereno year is indicated the term is for one year only and
expires at the 1970 Annual Session.

President: Hugh B. Woodward, Albuquerque.
President-Elect: Harry D. Ellis, Santa Fe.

Secretary-Treasurer: James R. Gay, Albuquerque.
Immediate Past President; Earl B. Flanagan, Carlsbad.
Speaker, House of Delegates: Ronald V. Dorn, Albuquerque.
Vice Speaker, House of Delegates: William J. Hossley, Deming.
Delegate to A.M.A.; Allan L. Haynes, Clovis.

Alternate Delegate to A.M.A.: Emmit M. Jennings, Roswell.
Scientific Editor for New Mexico, Rocky Mountain Medical
Journal; Marcus J. Smith, Santa Fe.

Assistant Scientific Editor for New Mexico: William S.
Cuiran, Albuquerque.

Associate Editor for New Mexico: Ralph R. Marshall, Albu-
querque.

Executive Secretary; Mr. Ralph R. Marshall, 3010 Monte Vista
Blvd., NE, Albuquerque; Telephone 265-8494, area code 505.

Utah State Medical Association

OFFICERS 1968-69 — Terms of officers and committeemen
expire at the Annual Session in tlie year indicated. Where
no year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President; Homer E. Smith, Salt Lake City

President-eleet: John H. Rupper, Provo
Secretary ’70: Alan E. Lindsay, Salt Lake City

Treasurer ’69: Ralph C. Richards, Salt Lake City

Additional Trustees; Box Elder County Medical Society, W. R.
Merrell, Brigham City; Cache Valley Medical Society, Merrill
C. Daines, Logan; Carbon County Medical Society, Roy W
Robinson, Price; Central Utah Medical Society, Gene E.
Speakman, Mt. Pleasant; Davis County Medical Society, Noali
Z. Tanner, Layton; Salt Lake County Medical Society, Russell
M. Nelson, SMt Lake City; Southeastern Utah Medical So-
ciety, Paul R. Mayberry, Moab; Southern Utah Medical So-
ciety, L. V. Broadbent, Cedar City; Uintah Basin Medical
Society, Terry M. Buxton, Roosevelt; Utah County Medical
Society, W. Doyle Cranney, Orem; Weber Cotmty Medical
Society, L. D. Nelson, Ogden.
Past President: Drew M. Petersen, Ogden
Delegate to AMA: Drew M. Petersen, Ogden
Alternate Delegate to AMA: Merrill C. Daines, Logan
Chairman of the Board, Blue Shield of Utah: Wallace S.

Brooke, Salt Lake City.

Speaker, House of Delegates: J. Clare Hayward, Logan
Vice Speaker, House of Delegates: William R. Christensen,
Salt Lake City

Scientific Editor for Utah, Rocky Mountain Medical Journal:
Alan E. Lindsay, Salt Lake City.

Associate Editor, Rocky Mountain Medical Journal: Mr.
Hoyt W. Brewster, Salt Lake City.

Executive Secretary: Mr. Hoyt W. Brewster, 42 South Fifth
Blast, Salt Lake City, telephone EL 5-7477.

Wyoming State Medical Society

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Henry N. Stephenson, Newcastle.

Pres’dcnt-elect: John J. Corbett, Casper.

Vice President: Fenworth M. Downing, Sheridan.

Secretary: William G. Erickson, Lander.

Treasurer: Duane M. Kline, Cheyenne.

Delegate to AMA: Harlan B. Anderson, Casper.

Alternate Delegate to AMA: Thomas A. Nicholas, Buffalo.

Speaker of the House; Roy W. Holmes, Casper.

Vice Speaker of the House: Goode R. Cheatham, Jr., Casper.

Scientific Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Francis A. Barrett, Cheyenne.

Associate Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Mr. Arthur R. Abbey, Cheyenne.

Legal Counsel; Byron Hirst, Cheyenne.

Public Relations Consultant: Mr. Bill Anderson, Cheyenne.
Executive Secretary; Mr. Arthur R. Abbey, Box 2266, Chey-
enne 82001. Office telephone 632-5525.
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Hoechst is proud to be able to offer

nearly 100 years of patient-centered research

to “bridge” the sometimes awesome chasms of medicine.

1

''Life is short and art is long;

the crisis is fleeting,

experiment risky,

decision difficult."

HOECHST PHARMACEUTICAL COMPANY, Cincinnati, Ohio 45229

Division of American Hoechst Corp.

I

Major discoveries of Hoechst world-wide research include



WANT ADS
STUDENT HEALTH SERVICE: Excellent opiK>rtunity for
physician to join full time staff of health service. Write

Director, Student Health Service, University of Wyoming,
Laramie, Wyoming 82070 . 769-4-3B

INTERNIST, 9 years in group practice in Midwest. Seeking
to relocate in Colorado. Prefer near Eastern slope of

Rockies. Will consider group, association, or individual office.
Write Box 669-4-38, Rocky Mountain Medical Journal, 1809
E. 18th Avenue, Denver, Colorado 80218. 669-4-3B

OPPORTUNITY FOR CAREER in occupational medicine with
large corporation. Multiple locations. Salary plus fringes.

Immediate openings in three locations. Give resume. Write
P. O. Box 669-3-3B, Rocky Mountain Medical Journal, 1809
E. 18th Avenue, Denver, Colorado 80218. 669-3-3B

RADIOLOGIST DESIRES to locate in Rocky Mountain area.
Prefer Colorado. Interested in practicing in rural area

where there is winter and summer sports. Would consider
a resort area. Desire solo practice only. Presently I am
Director of Radiology in a large hospital situated in a metro-
politan area. Board Certified in Radiology and Nuclear Medi-
cine. I desire to move out of the big city. Address all replies
to box number 669-8-3B, Rocky Mountain Medical Journal,
1809 E. 18th Avenue, Denver, Colorado 80218. 669-8-3B

DISTRICT AND EMERGENCY ROOM PHYSICIANS—The
Amarillo Hospital District has positions open for District

and Emergency Room Physicians. We operate a 275-bed gen-
eral hospital and a 100-bed adult psychiatric hospital. Com-
pensation is open and may be engaged on a retainer or
contractural basis. Contact: Mr. Don Pipes, Personnel Di-
rector, Northwest Texas Hospital, P. O. Box 1110, Amarillo,
Texas 79105. 669-1-TFB

FOR SALE: Hill-top home and office of former Medical
Doctor (now deceased), by owner. Ample parking, re-

tirement community and needs services of another M.D. For
information write Box 319, Williamsburg, New Mexico 87942.

769-7-6B

PATHOLOGY RESIDENCIES AND INTERNSHIPS avaUable
in 600 bed general hospital. FuUy approved four year pro-

gram in anatomical and clinical Pathology. Average annua!
specimens and tests—348,587. Interns—$6,300; residents—^,100
up. Board and laundry. Charles B. Mitchell. M.D., Director
of Laboratories, Harris Hospital, 1300 West Cannon, Fort
Worth, Texas 76104. 169-7-12B

SPECIALISTS NEEDED to round out comprehensive health
facilities in delightful medium sized medically isolated great

plains community. We have surgeon and pediatrician. Need
internist, OB-GYN, ENT, eye, radiologist, urologist and
orthopedist. We need men willing to pioneer. Call collect or
write B. S. Bordman, M.D. 336-7423, Lamar, Colorado.

769-9-3

ANESTHESIOLOGY RESIDENCIES avaUable—FuUy approved
two year program in 600 bed general hospital includes

neurosurgery, thoracic, and cardiovascular surgery. Annual
anesthetics administered—over 13,000. Stipend—$8,100 and
$9,300. Board and laundry. A. N. Heinrichs, M.D., Director,
Department of Anesthesia, Harris Hospital, 1300 West Can-
non, Fort Worth, Texas 76104. 169-8-12B

WANTED: A general practitioner to practice in a town of
10,000 with a new 110-bed hospital. Independent clinic with

$15,000 annual salary plus free furnished office for six months.
Pleasant, stable community in northern Rocky Mountain area
with good schools and communications. Write: W. H. Randall.
M.D., Miles City Clinic, MUes City, Montana 59301. 369-6-6

GENERAL PRACTICE AVAILABLE: Albuquerque, New
Mexico. Leaving for residency: net income $150,000; office

to lease; immediate possession. Call (505) 265-6900. 769-6-2

WANTED: G. P. to join Fort Morgan Medical Group, Fort
Morgan, Colorado 80701. Opportunity for full partnership.

Write: Box 369-2-6, Rocky Mountain Medical Journal, 1800
E. 18th Avenue, Denver, Colorado 80218. 369-2-6

WANTED: General Surgeon for association with an established
group near Denver. Opportunity for full partnership.

Write: Box 369-1-6, Rocky Mountain Medical Journal, 1809
E. 18th Avenue, Denver, Colorado 80218. ^9-1-6

CENTRALLY LOCATED
For the medical and dental professions

REPUBLIC BUILDING CORPORATION

Here, in the heart of down-
town Denver, the Repubhc Build-

ing is the best-known Medical-

Dental Center in the Rocky
Mountain West, complete with

24-hour operation, X-ray; patho-

logical and dental laboratories,

pharmacy, drug and supply

stores.

With the completion of the

new 500-car, self-service parking

facility, the Republic Building

—

designed and operated for the

medical and dental professions

—

offers the ultimate in patient-con-

venience and medical facilities.

Space is available. Ask for

illustrated brochure.

1624 TREMONT PLACE, DENVER, COLORADO 80202
PHONE 534-5271

72 Rocky Mountain Medical Journal



GENiaiAL PRACTICE AVAILABLE. We wish to make it

known that the practice, office, and equipment of the de-

ceased Dr. Frank A. Cutler (general practitioner, surgeon and
obstetrician), is available. Any qualified doctor wishing to

take advantage of this wonderful opportunity is welcome to

inquire with the doctor’s secretary at 710 East 2nd South,

Salt Lake City, telephone 359-7391. 669-10-3

HEALTH OFFICER—for El Paso City-County Health Depart-

ment. Headquarters—Colorado Springs, Colorado. Position

requires M.P.H. Salary open depending upon qualifications.

Requires physician with public health experience. Contact

Director of Administrative Services Division, Colorado De-
partment of Health, 4210 East 11th Avenue, Denver, Colorado

80220. 869-5-2B

OPHTHALMOL<3GIST, NEUROSURGEON OR 7—1200 Square
foot Suite set up for two tenants. In effect use of 800 Sq. Ft.

but only charged for 600 Sq. Ft. In new addition to the Cherry
Hills Medical Arts Building, 3535 So. Lafayette, Englewood.
Colo. Minutes from two fine hospitals and the new Englewood
Shopping Center. Complex consists of 25 MD’s, 6 DDS’s and
1 PhD. For information call (303) 761-2543, (eves 985-1909) or

write Richardson & Co., 300 East Hampden, Englewood,
Colo. 80110 869-4-lB

GENERAL SURGEON. YOUNG certified or eligible with mil-

itary obligation fulfilled. Salary to start, leading to partner-

ship with 44-year-old certified, established surgeon in town
of 14,000 with drawing area of 40,000. 2 hrs. from Denver.
140 bed JCHA accredited county hospital. 869-2-3

UNIQUE COMBINATION OF INDUSTRIAL MEDICINE and
general practice. Located in heart of Colorado Rockies.

Challenging and rewarding position with progressive corpor-
ation. Write Personnel Department, Climax Molybdenum
Company, Climax, Colorado. 80429 869-1-lB

OPPORTUNITY IN THE HEART OF LAKEWOOD, COLO-
RADO—Shopping Center location, across from bank. Recep-

tion room and six consultation rooms. Perfect for general
practitioner or other. No other doctors close. L. L. Kitchel,
9490 W. 10th Ave., Lakewood, Colo. 80215 303-233-6685.

869-3-lB

THE EMORY JOHN BRADY HOSPITAL
401 Southgate Road COLORADO SPRINGS, COLORADO 80906 MElrose 4-8828

t

j

i

E. JAMES BRADY, M.D., Medical Director CAMPBELL F. RICE, Superintendent

I
For the care and treatment of Psychiatric disorders.

I' Individual and Group Psychotherapy and Somatic Therapies.

Occupational, diversional and outdoor activities.

^

X-ray, Clinical Laboratory and Electroencephalography.

Francis A. O’Donnell, M.D.
RoI)ert W. Davis, M.D.
Richard L. Conde, M.D.
Gilbert 0. Horn, M.D.
Paul A. Draper, M.D.
Charles W. McClellan, M.D.
James E. Edwards, M.D.
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Newton Optical

Company
Catering to

Medical Profession Patronage

309 16th Street

Denver 80202

Telephone

534-8714

ARTIFICIAL EYES
Plastic eyes and glass eyes

specially made to fit the most

difficult cases. An expert eye-

maker is in our office at all

times lo give your patients the

satisfaction they must have.

In business since 1906.

Write or phone for full details.

DENVER OPTIC COMPANY
330 University Bldg. • 16th and Champa • 825-0229

Denver, Colorado 80202

PROFESSIONAL BUILDING OFFICE SPACE

In attractive N.E. Colorado Springs now leas-

ing in Academy Fair, distinctive new shopping

center.

Ideal for DDS— 850 sq. ft. adjacent to pedo-

dontist, orthodontist and general practitioner of-

fices.

Ideal for MD— up to 1500 sq. ft. adjacent to

general practitioner office.

m REAL ESTATE
MANAGEMENT CORPORATION

Colorado Springs Tel: 473-0812 or 596-5513

Oe! Madsen

INVESTOR
CUSTOMER

oriented

PubUp
Company

v

PICKER X-RAY
3890 ELM STREET— TEL. 388-5731 — DENVER, COLORADO 80207

Offices also in:

Colorado Springs, Colorado

2236 Clenwood Circle, 635-8768 Medical X-Ray Equipment

Salt Lake City, Utah Accessories & Film
21 Kensington Street, 487-7519

Albuquerque, New Mexico
113 Sierra Dr., S.E., 255-1288
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SEE THE LATEST

DEVELOPMENTS IN

Surgical

and

Medical

Equipment
AT OUR DISPLAY DURING THE

ANNUAL SESSION OF THE

COLORADO MEDICAL SOCIETY

BROADMOOR HOTEL
COLORADO SPRINGS, COLORADO
SEPTEMBER 17-20- BOOTH 48

Ceo. Berbert 6c. Sons, Inc.
1717 Logan Street

Denver, Colorado 80203

Telephone 255-0408

1903 - 1969'— Our 66th Anniversary
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Have you
protected
your most
valuable

asset?
You've insured your life, your home, your car. But

hove you insured your most valuable asset —~ your

earning power?

If you were disabled tomorrow by a serious illness or

accident how would your family be able to meet

your financial obligations — the payment on your

home, the grocery bill, the numerous other bills that

are a regular part of everyday living?

Be sure they have the cash they need with Colorado

Medical Society's Disability Income Plan that can

pay you as much as $1,000.00 a month when you're

sick or hurt and can't work.

For full details on this primary insurance protection,

complete and mail the coupon below today.

IVIutual^^

The Oampanq that fai/s

Life Insurance Affiliate: United of Omaha

MUTUAL OF OMAHA SNSUBANCF COMPAHV HOME OFFICE: OMAHA, NliBASKA

I
Vincent Anderson Agency

|

I
Mutual of Omaha I

I 2nd Floor, Railway Exchange Bldg. I

j
Denver, Coio. 80202

I
Please rush me full details on the Colorado Medical Society's

j

1
Disability Income Protection Plan.

|

I
I

I
I

j

Address -
|

I
City State ZIP I

!
7-8-9-69 !

ACHROMYCIN*V
TETRACYCLINE HCl

481 D-9

WHAT jS LEASING??

1. Minimum Cash Outlay.

2 . Tax Advantages.

ALL MAKES— ALL MODELS.

EXCEPT THiS ONE!

Let one of our Lease Consultants

give you the Facts with

No Obligation.

Call Collect 388-5401 — Ask for

Chuck Kocsis.

ST. CLAIRE MOTOR LEASING
6950 E. Colfax Avenue

Denver, Colorado
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Laboratories Divisioia^^^

:^^olace)& Tierii^^c., Rochester, IC^;

purpose

(Resin corh|)ie)ces of Hydrocodpne and Phenyltoloxamine)

. it -works
(usually

for 10 to 12
hours^)

TUsstoNEX suspension/tablets: Each teaspoonful (5 cc.) or

tablet of TUSSIONEX contains 5 mg. hydroaxlone (Warning;

exchange resin complexes of Sulfonated polystyrene.

Class B narcotic ™ oralRx where state laws permit.

INDICATIONS : Coughs associated with respiratory infections

including chronic sipusitis, colds, influenza, bronchitis, and cough
resulting from measles, puknon^ tuberculosis, bronchiectasis,

and bronchogenic carcinoma, r'

dos.age; Adults: 1 teaspoonful (Scc.J or tablet eyery 8-12 hours.

Children: Under 1 year: 1/4 teaspoonful every 12 hours.

,
From ir5 years: 1/2 teaspoonful every 12 hours. Over 5 years

:

1 teaspoonful every 12 hours.

SIDE EEFEdtsr-May.i^ude mild constipation, nausea, facial

pruritus, of drowjsine$s.%ij -

^

Forcomplete detf^dli^^rinnridn, refer to package insert or



BROMSULPHALEIN® IN A STERILE, DISPOSABLE, ECONOMICAL UNIT

r ^

The Bromsulphalein test Is a

convenient, sensitive, reliable test of

liver function.

The precalibrated syringe contained

in the BSP Disposable Unit makes

weight calculations unnecessary,

providing proper dosage regardless of

patient-weight. Each unit contains

complete directions for use, precautions

and contraindications.

The all-inclusive BSP Disposable Unit

provides economic unit dispensing.

Complete literature available on

HYNSON, request.

WiSTCOTT &
DUNNING, INC

Baltimore, Maryland 21201

CESPa4l



ROCKY AfOUNTAIN AfEDlCAL
TiUe Registered U. S. Patent Office

SEPTEMBER 1969

Volume 66, Number 9

Editorials

23 University of New Mexico School of Medicine—A Progress Report

24 Contribution by a Medical Student

Articles
27 Presidential Address

30 Cystitis Due to Candida Pseudotropicalis

33 Cyst of the Seminal Vesicle

37 Arteriovenous Fistula—a Complication of

Surgery of Intervertebral Disc

40 A Study of the Refractive State of a Group of

American Pueblo Indians

43 Acute Intermittent Porphyria

4S Metastatic Plasma Cell Myeloma in Testis

51 Atrial Fibrillation with Transient Complete
A-V Block in Myocardial Infarction

55 Medical Conference from the University of

New Mexico School of Medicine

Hypergammaglobulinemia in a Young Woman

61 Pseudocyst of the Ureter

65 Maternal Deaths in New Mexico, 1956-1966

73 Hereditary Onycho-Osteodysplasia

75 Post-streptococcal Acute Glomerulonephritis

80 Hyperglycemic, Hyperosmolar Coma

JOURXAl
Editorial and Business Offiee
1809 East 18th Avenue
Denver, Colorado 80218
Telephone 399-1222 (area code 303))

Publication Offiee

1830 Curtis Street
Denver, Colorado

Address all correspondence re-
lating to subscriptions, advertis-t
ing or address changes to Edi-

torial and Business Office.

Address all manuscripts, organi-
zation and other news items
relating to editorial content to
appropriate state editor, see

below.

E. B. Flanagan, MD, Carlsbad, New Mexico

Ulton G. Hodgin, Jr., MD, Albuquerque, New Mexico

A. H. Franzblau, MD, Carlsbad, New Mexico

WaJdemar /. Wa/szczuk, MD, Frank M. Mowry, MD, and •

John G. Whitcomb, MD, Albuquerque, New Mexico 1

Walter
J.

Levy, MD, Santa Fe, New Mexico, and

Francis
J.

Wall, PhD, Albuquerque, New Mexico

Charles S. Smith, MD, Albuquerque, New Mexico

Stanley Weitzner, MD, Albuquerque, New Mexico

Jochen Thormann, MD, WaJdemar
J.

Wa/szczuk, MD, and

Richard R. Pvle, MD, Albuquerque, New Mexico

Edited bv William S. Curran, MD,
Albuquerque, New Mexico

Ace Gibson Powers, MD, Albuquerque, New Mexico, and .(

Bernard L. Harden, MD, Oakland, California

Judith B. Vaughan, MD, Albuquerque, New Mexico
j.

Robert H. Smalley, MD, and Donald A. Wolfel, MD,
Albuquerque, New Mexico

Carol C. Ceil, MD, William R. Kilgore, MD,
John W. Olds, MD, Ann E. Pressman, MD, and

E. A. Mortimer, Jr., MD, Albuquerque, New Mexico i

Robert Whang, MD, Albuquerque, New Mexico

84
91

3
82

92
93

Organization
New Mexico—Proceedings of the House of Delegates

Colorado

Features
Letters to the Editor

A Medical Potpourri Compiled by Andrew M. Babey, MD,
Las Cruces, New Mexico

OUR COVER PHOTO
The Brazos River in northern New
Mexico near Chama, is a fisherman’s
paradise, and a scenic area of unsur-
passed beauty. The Brazos cliffs pro-
vide the backdrop for a pretty water-
fall during- the runoff period of late
spring. Color photo is by John White-
side.

Medical School Notes 93 Book Corner 96 Want Ads

Obituaries 94 Meetings 99 Index to Advertisers

editorial board
Colorado; Douglas W. Macomber, M.D., Scien-
tific Editor, 1800 High St., Denver (Chairman
of the Board); Carl H. McLauthlin, M.D., As-
sistant Scientific Editor, 510 RepubUc Bldg.,

Denver.

Montana; Warren D. Bowman, M.D., Scien-
tific Editor, 2802 Ninth Avenue, Billings;

L. Russell Hegland, Associate Editor, 1236
North 28th Street, BilUngs.

Donald G. Derry, Managing Editor

Nevada; Harry J. McKinnon, M.D., Scientific
BMitor, 3196 Maryland Pkwy. S., Las Vegas;
Wesley W. HaU, M.D., Assistant Scientific

Editor, 607 N. Arlington Ave., Reno; Nelson
B. Neff, Associate Eklitor, 3660 Baker Lane,
Reno.

New Mexico; Marcus J. Smith, M.D., Sci-

entific Editor, Coronado Bldg.’, Santa Fe; Wil-
liam S. Curran, M.D., Assistant Scientific Edi-
tor, 920 Stanford NE, Albuquerque; Ralph R.
Marshall, Associate Editor, 3010 Monte Vista

Blvd., NE, Albuquerque.

Geraldine Caldwell, Assistant Managing Editor

and Business Manager

Utah; Alan E. Lindsay, M.D., Scientific Edi'.

699 East South Temple, Salt Lake City; Hj
W. Brewster, Associate Editor, 42 South Fijfc

Blast Street, Salt L^ke City. I

Wyoming: Francis A. Barrett, M.D., Scienti

Editor, 1616 E. 19th St., Cheyenne; Arthurl

Abbey, Associate Editor, P. O. Box 2266, Ch-

enne.

Pauline Woodworth, Editorial Assistant
|

Ownership and Sponsorship: The Rocky Mountain Medical Journal is

owned by the Colorado Medical Society and is published monthly as a

nonprofit enterprise for the mutual benefit of the organizations which
jointly sponsor it. It is published under the direction of the Board
of Trustees of the Colorado Medical Society, assisted by an Editorial
Board representing the sponsoring organizations. It is the Official

Journal of the Rocky Mountain Medical Conference and those medical
societies who are represented on the Editorial Board listed above.

Advertising: National representative: State Journals West, 693 Sut,’

Street, San Francisco, California 94102.

Subscription; $5.00 per year In advance, postpaid in the United Stas

and its possessions; single copy 50c plus postage. Subscription is
-

eluded in medical society dues of sponsoring state medical organr-

tions.

Copyright: This Journal is copyright, 1969, by the Colorado MedU
Society. Requests for permission to reproduce anything from K
columns of this Journal should be addressed to the Journal Office. I



I am somewhat concerned by your editorial

in your December, 1968 issue of the Rocky Moun-
tain Medical Journal. As a member of the House

of Delegates of the Colorado Medical Society, 'l

voted for the new philosophy of ancillary workers,

specifically, the Pediatric Associate Program.

In newspaper reports, as well as your editorial,

it is stating that “the new practitioners should be

ready to see patients after five years as compared

with the present 11 years for a pediatrician and

nine for a general practitioner now prevailing.”

I feel that a study of the majority of the general

practitioners in Colorado, as well as the adjacent

states, will reveal that most of these young doc-

tors entering a practice have had the four years

of undergraduate work, the four years of medical

education, one year of internship, plus anywhere
from one to three years of general practice resi-

dency. It bothers me, not a small degree, to see

the status of the general practitioner further im-

peded through editorials in our own journals.*

Robert N. Humphrey, MD
Fort Collins, Colorado

‘The editorial implied no disrespect for general prac-
titioners. It was an unbiased commentary concerning a
newspaper reporting and not meant to lower the status
of our many fine general practitioners. We must not be
intolerant to any answers to the shortage of physicians

—

even computers, if they come up with constructive help!
—Ed.

HOSPITAL

LIFE

DISABILITY

•

GROWING
WITH THE

ELEVEN

WESTERN STATES

Henry V, too,

suffered anorectal pain.

Henry V, hero of Agincourt, suffered severe

anorectal pain due to a fistula in ano, for

which the folk remedies and nostrums of the

day provided little relief.*

Among the most common afflictions of man,

anorectal disorders affect seven out of ten

adults at some time during their lives.

I.Bano>.L.-. South. M.J. 57: 328-331 (Marchl 1964.

for symptomatic relief of initial

inflammatory anorectal distress . .

.

Anusol-HC
hemorrhoidal suppositories with hydrocortisone

one suppository morning and

evening for 3 to 6 days

Each Anusol-HC suppository contains bismuth subgallate, 2.25*^;

bismuth resorcin compound, 1.75^; benzyl benzoate, 1 . 2%;

Peruvian balsam. 1.895-; zinc oxide, 1 1.095- ; boric acid, 5.095-
; and

hydrocortisone acetate, 10 mg., plus the following inactive ingredi-

ents: bismuth subiodide, calcium phosphate, white wax and color-

ing in a cacao butter and hydrogenated vegetable oil base.

Precautions: Prolonged use of Anusol-HC might produce systemic

corticosteroid effects. Symptomatic relief should not delay de-

finitive diagnosis or treatment.
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symptoms ormixed anxiety-depression are rareiy ciear-cut..

but they are often a clear indication Tor

Mellaril*
(thioridazine)
25 mg. t.i.d.

effective in mixed anxiety-depression and in moderate to severe anxiety

Before prescribing or administering, see Sandoz
literature for full product information, including

adverse reactions reported with phenothiazines. The
following is a brief precautionary statement.

Contraindications: Severe central nervous system
depression, comatose states from any cause, hyper-

tensive or hypotensive heart disease of extreme degree.

Warnings: Administer cautiously to patients \who have
previously exhibited a hypersensitivity reaction (e.g.,

blood dyscrasias, jaundice) to phenothiazines. Pheno-
thiazines are capable of potentiating central nervous
system depressants (e.g., anesthetics, opiates, alcohol,

etc.) as well as atropine and phosphorus insecticides.

During pregnancy, administer only when necessary.

Precautions: There have been infrequent reports of

leukopenia and/or agranulocytosis and convulsive

seizures. In epileptic patients, anticonvulsant
medication should also be maintained. Pigmentary
retinopathy may be avoided by remaining within the
recommended limits of dosage. Administer cautiously

to patients participating in activities requiring

complete mental alertness (e.g., driving). Orthostatic

hypotension is more common in females than in males.
Do not use epinephrine in treating drug-induced
hypotension. Daily doses in excess of 300 mg. should
be used only in severe neuropsychiatric conditions.

Adverse Reactions: Central Nervous System-
Drowsiness, especially with large doses, early in

treatment; infrequently, pseudoparkinsonism and
other extrapyramidal symptoms; nocturnal confusion,
hyperactivity, lethargy, psychotic reactions,

restlessness, and headache. Autonomic Nervous
System—Dryness of mouth, blurred vision, constipation,

nausea, vomiting, diarrhea, nasal stuffiness, and pallor.

Endocrine System—Galactorrhea, breast engorgement,
amenorrhea, inhibition of ejaculation, and peripheral

edema. S/c/n—Dermatitis and skin eruptions of the
urticarial type, photosensitivity. Cardiovascular
System—Changes in the terminal portion of the

electrocardiogram have been observed in some
patients receiving the phenothiazine tranquilizers,

including Mellaril (thioridazine). While there is no
evidence at present that these changes are in any way
precursors of any significant disturbance of cardiac
rhythm, several sudden and unexpected deaths
apparently due to cardiac arrest have occurred in

patients previously showing electrocardiographic
changes. The use of periodic electrocardiograms has
been proposed but would appear to be of questionable
value as a predictive device. Other—

A

single^
”

case described as parotid swelling. A
SANDOZ PHARMACEUTICALS, HANOVER, N.J. SANDOZ 69-384



jantlwBMt »!««# feffBf

(diethylpropion hydrochloride)
THE NATIONAL DRUG COMPANY
DMSION OF RICHAROSON-MERRELL INC

PHILADELPHIA, PENNSYLVANIA 19144 T-SJiSA u.s Patent WO, s/i#

TEPANIL—the right start in support of the

weight- control program you recommend. It

reduces the appetite. Doesn’t kill it. Weight

loss is significo^nt—gradual— yet there Is a

\ relatively low incidence of CNS stimuta-

tion. Because TEPANIL works on the

\
' \ appetite, not on the "nerves."

% \ Contraindications: Concurrently with AAAO inhibitors, ift patisnts

' \ \ ‘ hypersensitive to this drug; in emotionally oristoW# potisfits

\ h susceptible to drug abuse.

Warning; Although generolly safer than the omphthJWinsSi,
’ use with great caution in patients with severe hypeftenifoji or

severe cardiovoscular disease. Do not use during first trimester of

pregnancy unless potential benefits outweigh potential risks.

Adverse IteactionS: Rarely severe enough to require discontinuotton of ther*

opy, unpleasant symptoms with diethylpropion hydrochloride have been reported

to occur in relotively low tincidence.

As is characteristic of sympathomimetic ogents, it may occasionally cause CNS eifects such as

insomnio, nervousness, dizziness, anxiety, and jitteriness. In contrast, CNS depression has been

reported. In a few epileptics an increase in convulsive episodes has been reported.

Sympathomimetic cardiovascular effects reported include ones such os tachycardia, precordiql

pain, arrhythmia, palpitotion, and increosed biood pressure. One published report described

T-wove changes in the CCG of a healthy young mole after ingestion of diethylpropion hydro-

chloride; this wos on isolated experience, which has not been reported by others.

Allergic phenomena reported include such conditions as rash, urticaria, ecchymosis,and erythema.

Gastrointestinal effects such as diarrheo, constipation, nausea, vomiting, and abdominal discom-

fort hove been reported.

Specific reports on the hematopoietic syilem include two each of bone marrow depresslort,

agranulocytosis, and leukopenia!.

A variety of miscelloneous adverse reactions have been reported by physicians. These include

complaints such os dry mouth, headache, dyspnea, menstrual upset, hair loss, muscle pain,

decreased libido, dysuria, and polyuria.

Convenience of two dosoge forms: TEPANIL Ten-tab tablets-. One 75 mg. tablet daily, swallowed

whole, in midmorning (10 o.m.); TEPANIL: One 25 mg. tablet three times dally, one hour before

meals, If desired, an additional tablet may be given in midevening to overcome night hunger.

Use in children under 12 years of age is not recommended.
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cope

thanks to

BvatiIs01 SODIUMS

the ^^daytime sedative’’ for

everyday situational stress

When stress is situational—environmental pressure,

worry over illness—the treatment often calls for an
anxiety-allaying agent which has a prompt and
predictable calming action and is remarkably well

tolerated. Butisol Sodium (sodium butabarbital)

meets this therapeutic need.

After 30 years of clinical use . . . still a first choice
among many physicians for dependability, safety and
economy in mild to moderate anxiety.

Contraindications: Porphyria or sensitivity to

barbiturates.

Precautions: Exercise caution in moderate to severe
hepatic disease. Elderly or debilitated patients may
react with marked excitement or depression.
Adverse Reactions: Drowsiness at daytime sedative
dose levels, skin rashes, “hangover” and systemic
disturbances are seldom seen.

Warning: May be habit forming.

Usual Adult Dosage: As a daytime sedative,

15 mg. gr.) to 30 mg. [}/^ gr.) t.i.d. or q.i.d.

Available for daytime sedation: Tablets, 15 mg. (14 gr.),

30 mg. (14 gr.); Elixir, 30 mg. per 5 cc. (alcohol 7%).
BUTICAPS® [Capsules Butisol Sodium (sodium butabarbital)]

15 mg. (H gr.), 30 mg. (H gr.).

McNEIL

)

McNeil Laboratories, Inc., Fort Washington, Pa.



Smiles speak louder than words
for the good taste of Soyalac

Milk-free, hypo-allergenic Soyalac has a pleasing taste that

is eagerly accepted by most infants. It’s similar to mother’s

milk in composition and assimilation, much like cow’s milk

In consistency and completely free of fibre. Extensive clini-

cal data support Soyalac’s value in promoting growth and

development. Soyalac is also excellent for growing children

and adults.

(3)^ 'S&GkM^ojnd

A request on your professional letterhead or prescription form

will bring to you complete information and a supply of samples.

Concentrated Liquid or Powdered

Soyalac
a product of

LOMA LINDA FOODS
MEDICAL PRODUCTS DIVISION

RIVERSIDE, CALIFORNIA
Mount Vernon, Ohio, U.S. A.





lerraniyciii
oxytetracycline)
Fire victim. Examination reveals second degree burn of lower

leg. To combat shock, restore circulatory volume and replace

protein loss, plasma is administered. Local pressure dressing

applied. Limb elevated to limit the flow of lymph. About 36

hours after admission the patient develops an elevated tem-

perature and complains of pain at the site of the lesion.

Dressing removed. A suppurating slough area has developed

over part of the burn. A swab specimen is taken for culture

and the slough area is debrided. Antibacterial treatment is

begun with Terramycin LM. Days later, recovery is progress-

ing, and the laboratory report shows a mixed infection with a

predominance of susceptible coliform bacteria, confirming the

therapeutic choice. Terramycin therapy is continued until all

signs of infection disappear.

Experience has shown that Terramycin offers special

advantages in treating bacterial infections complicating burns,

when strains of causative organisms are susceptible. Broad-

spectrum antibacterial coverage. Activity unaffected by peni-

cillinase. Rapidly achieved therapeutic blood levels. Proven

tissue toleration.

Terramycin LM. is the only preconstituted broad-

spectrum antibiotic designed specifically for intramuscular

use. Requires no refrigeration. Remains stable for at least two

years. Available for immediate use in Isoject,® a disposable

injection unit. In difficult as well as routine cases, when tests

reveal susceptible organisms, consider Terramycin. One of

the world’s most widely used broad-spectrums.

TerramycinLlM.
(oxytetracycline)

Contraindicated: In individuals hypersensitive to any
of the components of this drug.

Warnings: If renal impairment exists, even usual

doses may lead to excessive systemic accumulation and
possible liver toxicity. In such patients, lower than
usual doses are indicated and for prolonged therapy
oxytetracycline serum level determinations may be
advisable.

Terramycin may form a stable calcium complex in any
bone-forming tissue with no serious harmful effects re-

ported thus far in humans.
Use of oxytetracycline during the last trimester of

pregnancy, neonatal period and early childhood may
cause discoloration of teeth. This effect occurs mostly
during long-term use of the drug, but it has also been
observed in usual short-treatment courses.

During treatment with tetracyclines, individuals sus-

ceptible to photodynamic reactions should avoid direct

sunlight. Discontinue therapy at first evidence of skin

discomfort.

Note: With oxytetracycline, phototoxicity is not be-

lieved to occur and photoallergy is very rare.

Precautions: Use of broad-spectrum antibiotics occa-

sionally may result in overgrowth of nonsusceptible

organisms. Where such infections occur, discontinue

oxytetracycline and institute specific therapy.

As with all intramuscular preparations, Terramycin
Intramuscular Solution should be injected well within

the body of a relatively large muscle. Adults: The
preferred sites are the upper outer quadrant of the but-

tock (i.e., gluteus maximus), or the mid-lateral thigh.

Children: It is recommended that intramuscular in-

jections be given preferably in the mid-lateral muscles

of the thigh. In infants and small children the periphery

of the upper outer quadrant of the gluteal region

should be used only when necessary, such as in burn
patients, in order to minimize the possibility of dam-
age to the sciatic nerve.

The deltoid area should be used only if well developed

such as in certain adults and older children, and then

only with caution to avoid radial nerve injury. Intra-

muscular injections should not be made into the lower

and mid-thirds of the upper arm. As with all intra-

muscular injections, aspiration is necessary to help

avoid inadvertent injection into a blood vessel.

Increased intracranial pressure with bulging fontanelles

has been observed occasionally in infants receiving

therapeutic doses of the drug, but such signs and
symptoms have disappeared rapidly on cessation of

treatment with no sequelae.

Adverse Reactions: Subcutaneous and fat-layer in-

jection may produce mild pain and induration which
may be relieved by an ice pack. Very mild gastro-

intestinal disturbances, not requiring discontinuance

of the drug, may occur occasionally. Allergic reactions,

including anaphylaxis, rarely have been observed.

Dosage: Adult: The optimal dosage varies, depending

on the type and severity of infection. Unless otherwise

specified, a dose of 100 mg. every 8 to 12 hours, or a

single daily dose of 250 mg. should be adequate for the

treatment of most mild or moderately severe infections.

In severe infections, 100 mg. every 6 to 8 hours, or 250

mg. every 12 hours may be necessary.

Serum levels obtained by the recommended dosages

are comparable to those provided by the oral dosage

of 1 to 2 Gm. daily in adults. Antibiotic therapy

should be continued for at least 24 to 48 hours after

all symptoms and fever have subsided.

In certain diseases specific courses of therapy may be

recommended as a general guide. In primary and sec-

ondary syphilis for example, the daily administration

of 2 Gm. oxytetracycline, orally, in divided doses for

two weeks has given good results. In cases of gonococ-

cal infection two intramuscular injections of 250 mg.
each, or one intramuscular injection of 250 mg. com-
bined with one gram given orally as a single dose, will

usually suffice, but repetition of this therapy will be

required in an occasional case.

In the treatment of hemolytic streptococcal infections,

therapy should continue for at least 10 days to prevent

development of rheumatic fever or glomerulonephritis.

In the treatment of staphylococcal infections indicated

surgical procedures should be carried out in all cases.

Pediatric: A dosage of 3 mg./lb./day in two doses has

been found satisfactory in the treatment of most mild

to moderately severe infections. For more severe infec-

tions, higher dosages may be indicated and should be
adjusted accordingly.

Terramycin Intramuscular Solution provides maximum
absorption and patient toleration with minimal local

irritation.

Supply: Terramycin (oxytetracycline) Intramuscular

Solution: available in single dose, prescored glass am-
pules containing 100 or 250 mg. oxytetracycline/ 2 cc.,

Isoject® syringes containing 100 or 250 mg. oxytetra-

cycline/ 2 cc. and 10 cc. multiple dose vials containing

50 mg. oxytetracycline/ cc.

More detailed professional information available on request.
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broad Polycillin
(ampicillin trinydrate)

spectrum...

StAPHVUOCOCC*

...you have
a lot going for you

in the wide
range of bacterial

infections.

PRESCRIBING INFORMATION. For complete
information consult Official Package Circular.

Indications: Infections due to susceptible strains

of Gram-negative bacteria (including Shigellae,

S. typhosa and other Saimonellae, E. coli, H. in-

fluenzae, P. mirabilis, N. gonorrhoeae and N.

meningitidis) and Gram-positive bacteria (in-

cluding streptococci, pneumococci and nonpeni-
cillinase-producing staphylococci).
Contraindications; A history of allergic reac-

tions to penicillins or cephalosporins and infec-

tions due to penicillinase-producing organisms.
Precautions. Typical penicillin-allergic reactions

may occur, especially in hypersensitive pa-

tients. Mycotic or bacterial superinfections may
occur. Experience in newborn and premature
infants is limited and caution should be used
in treatment, with frequent organ function eval-

uations. Safety for use in pregnancy is not estab-
lished. In gonorrheal therapy, serologic tests

for syphilis should be performed initially and

monthly for 4 months. Assess renal, hepatic
and hematopoietic function intermittently dur-
ing long-term therapy.

Adverse Reactions: Skin rash, pruritus, urti-

caria, nausea, vomiting, diarrhea and anaphy-
lactic reactions. Mild transient elevations of

SGOT or SGPT have been noted. Black tongue
has been noted in some patients receiving the
Chewable Tablets.
Usual Dosage: Adults—250 or 500 mg. q. 6 h.

(according to infection site and offending or-

ganisms). Children—50-100 mg./ Kg./day in 3
to 4 divided doses (depending on infection site

Polydililf
(ampicillin tri hydrate)

and offending organisms). Bacterial meningitis

-150-200 mg./ Kg./day in 6 to 8 divided doses.

Children weighing more than 20 Kg. should be
given an adult dose when prescribing orally.

In parenteral administration, children weighing
more than 40 Kg. should be given an adult dose.

Beta-hemolytic streptococcal infections should)
be treated for at least 10 days.
Supplied: Capsules—250 mg. in bottles of 24 and
100. 500 mg. in bottles of 16 and 100. For Oral

Suspension—125 mg./ 5 ml. in 60, 80 and 150
ml. bottles. 250 mg./ 5 ml. in 80 and 150 ml.

bottles. Chewable Tablets—125 mg. in bottles

of 40. Injectable—for I.M./I.V. use—vials of

125 mg., 250 mg., 500 mg., and 1 Gm. Pediatric

Drops—100 mg./ ml. in 20 ml. bottles.

ll>l/2/69 A.H.F.S. Category 8:12.16

BRISTOL LABORATORIES
Division of Bristol-Myers Co.

Syracuse, New York 13201
BRISTOL

The penicillin you use like a broad-spectrum antibiotic
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heavenly relief
for unearthly cough

Benyliii
EXPECTORANT

Each fJuidounce contains: 80 mg.
Benadryl® (diphenhydramine
hydrochloride, Parke-Davis);

12 grains ammonium chloride;

5 grains sodium citrate;

2 grains chloroform; 1/10 grain

menthol; and 5% alcohol.

An antitussive and expectorant for

control of coughs due to colds or

of allergic origin, BENYLIN
EXPECTORANT is the leading

cough preparation of its kind.

BENYLIN EXPECTORANT
tends to inhibit cough reflex...

soothes irritated throat membranes.
And its not-too-sweet, pleasant

raspberry flavor makes BENYLIN
EXPECTORANT easy to take.

PRECAUTIONS: Persons who
have become drowsy on this or

other antihistamine-containing

drugs, or whose tolerance is not
known, should not drive vehicles

or engage in other activities re-

quiring keen response while using
this preparation. Hypnotics, seda-

tives, or tranquilizers if used with
BENYLIN EXPECTORANT

should be prescribed with caution

because of possible additive effect.

Diphenhydramine has an atro-

pine-like action which should be
considered when prescribing

BENYLIN EXPECTORANT.
ADVERSE REACTIONS: Side
reactions may affect the nervous,

gastrointestinal, and cardiovascu-

lar systems. Drowsiness, dizziness,

dryness of the mouth, nausea, ner-

vousness, palpitation, and blurring

of vision have been reported. Al-

lergic reactions may occur.

PACKAGING: Bottles of 4 oz.,

16 oz., and 1 gal.

Parke, Davis & Company
Detroit, Michigan 48232



bulcolaxr..so predictable

you can almost set patients by

Dulcolax works so effectively that the time of bowel
evacuation can often be predicted.

Dulcolax tablets taken at night will usually result in a con-
venient bowel movement the following morning. Dulcolax
suppositories generally work within 15 minutes to an hour.

Dulcolax may be given to the aged, pregnant or nursing
women, and children. It may be particularly helpful in con-
ditions in which straining should be avoided. The drug,

however, is contraindicated in the acute surgical abdomen.

Dulcolax’ bisacody!

UNDER LICENSE FROM BOEHRINGER INGELHEIM G.M.B.H. GEIGY PHARMACEUTICALS. DIVISION OF GEIGY CHEMICAL CORPORATION, ARDSLEY. NEW YORK 10502



Picture of

painful myositis

treated with
Parafon ForteVETs

Paraflex® (chlorzoxazone)* 250 mg.

Tylenol® (acetaminophen) 300 mg.

rafon Forte tablets help to relieve pain,

store mobility. . . stop pain-spasm feedback

providing:

lonsalicylate analgesic equal to aspirin for the relief

pain, 1-2 yet unlikely to produce the irritation to the

3tric mucosa so often associated with salicylate

irapy2

d a skeletal muscle relaxant shown to have up to a

lour span of action^... to retain effectiveness even

continued administration^.., but not likely to have

i central effects of tranquilizing compounds.®

escribe Parafon Forte for effective spasmolysis

d analgesia in sprains, strains, myalgias, low back

in, bursitis and other musculoskeletal disorders,

ur patients will appreciate the restored comfort

d freedom of movement it usually provides.

Contraindications: Sensitivity to either component. Precautions;

Exercise caution in patients with known allergies or history of

drug allergies. If a sensitivity reaction or signs or symptoms sug-

gestive of liver dysfunction are observed, the drug should be

stopped. Adverse Reactions: Occasionally, drowsiness, dizziness,

lightheadedness, malaise, overstimulation or gastrointestinal

disturbances may be noted; rarely, allergic-type skin rashes,

petechiae, ecchymoses, angioneurotic edema or anaphylactic

reactions. In rare instances, Paraflex (chlorzoxazone) may pos-

sibly have been associated with gastrointestinal bleeding. While

Paraflex (chlorzoxazone) and chlorzoxazone-containing prod-

ucts have been suspected as being the cause of hepatic toxicity

in approximately eighteen patients, it was not possible to state

that the dysfunction was or was not drug induced. Usual Adult

Dosage: Two tablets q.i.d. Supplied; Scored, light green tablets,

imprinted “McNEIL”— bottles of 100.

References: 1. Batterman, R. C., and Grossman, A. J.: Fed. Proc. 14:316,

1955. 2. Goodman, L. S., and Gilman, A., ed.: The Pharmacological Basis of

Therapeutics, ed. 3, New York, The Macmillan Company, 1965, p. 331. 3. Roth,

J. L. A., et al.: Gastroenterology 44:146,

1963. 4. Berman, H. H., et al.: Dis. Nerv.
Syst. 25:430, 1964. 5. Friend. D. G.: Clin.

Pharmacol. Ther. 5:871, 1964.

U.S. PATENT NO. 2,895.877

A liCX V.1 VO, CU. cjf .A. liv

( McNEIL

)

MCNEIL LABORATORIES, INC., FT, WASHINGTON, PA. 19034



when it’s late in life

and anxiety

and depression
coexist.**

initial therapy

Triavil4-10
Each tablet contains 4 mg. of perphenazine and 10 mg. of

amitriptyiine hydrochioride

maintenance therapy

Triavil 2-10
Each tabiet contains 2 mg. of perphenazine and 10 mg. of

amitriptyline hydrochloride.

appropriate

therapy in an
appropriate

dosage



During the years of declining strength and in-

creasing infirmity, many patients are more sen-

sitive to both the desired response and the

unwanted effects of some drugs. That’s when
low-dosage therapy is needed. And that’s when
Triavil 4T0, as initial therapy, and Triavil

2-10, for maintenance, can prove particularly

useful.

Starting with Triavil 4-10 should help mini-

mize possible dose-related side effects in the

geriatric patient with coexisting anxiety and
depression. And, subsequently, Triavil 2-10

can increase flexibility in adjusting maintenance

dosage.

Activities made hazardous by diminished alert-

ness should be avoided. You will want to inform

your patients that the effects of alcohol may be

potentiated. Because of the potentiation of

other drug effects possible withMAO inhibitors,

such agents should not be given concomitantly

with Triavil. However, therapy with Triavil

can be initiated cautiously two weeks or more
after withdrawal of the MAOI drugs. And,
until significant remission is observed, close

supervision of any seriously depressed patient

is, of course, essential to guard against possible

suicide. The drug is contraindicated in glau-

coma, in patients expected to experience prob-

lems of urinary retention, in drug-induced CNS
depression, and in bone marrow depression.

Triavil 4-10 &c 2-10—tranquilizer-antidepres-

sant therapy especially appropriate for the

elderly patient so often intolerant to medica-

tion in high dosages.

Tri^e
containing perphenazine and amitriptyline HCi

TRANQUILIZER-ANTIDEPRESSANT

for moderate to

severe anxiety

with coexisting

depression

For additional prescribing information, please see following page.



TRWIL
TRANQUILIZER-ANTIDEPRESSANT

TRIAVIL4'10: Each tablet contains 4 mg. of perphenazine

and 10 mg. of amitriptyline hydrochloride.

TRIAVIL 2-25: Each tablet contains 2 mg. of perphenazine

and 25 mg. of amitriptyline hydrochloride.

TRIAVIL 4'25: Each tablet contains 4 mg. of perphenazine

and 25 mg. of amitriptyline hydrochloride.

TRIAVIL 2-10: For use in adjusting maintenance dosage.

Each tablet contains 2 mg. of perphenazine and 10 mg. of

amitriptyline hydrochloride.

for moderate to severe anxiety with coexisting depression

INDICATIONS: Patients with moderate to severe anxiety

and/ot agitation and depressed mood; patients with depres-

sion in whom anxiety and/or agitation are severe; patients

with depression and anxiety in association with chronic

physical disease; schizophrenics with associated depressive

symptoms.

CONTRAINDICATIONS: Central nervous system de-

pression from drugs (barbiturates, alcohol, narcotics,

analgesics, antihistamines); bone marrow depression; uri-

nary retention; pregnancy; glaucoma. Do not give in com-

bination with MAOI drugs because of possible potentiation

that may even cause death. Allow at least 2 weeks between

therapies. In such patients therapy with TRIAVIL should

be initiated cautiously, with gradual increase in the dosage

required to obtain a satisfactory reponse.

WARNINGS: Patients should be warned against driving

a car or operating machinery or apparatus requiring alert

attention, and that response to alcohol may be potentiated.

PRECAUTIONS: Suicide is always a possibility in mental

depression and may remain until significant remission

occurs. Supervise patients closely in case they may require

hospitalization or concomitant electroshock therapy. Un-
toward reactions have been reported after the combined

use of antidepressant agents having various modes of

activity. Accordingly, consider possibility of potentiation

in combined use of antideptessants. Not recommended for

use in children. Mania or hypomania may be precipitated

in manic-depressives (perphenazine in TRIAVIL seems to

reduce likelihood of this effect). If hypotension develops,

epinephrine should not be employed, as its action is blocked

and partially reversed by perphenazine. Caution patients

about errors of judgment due to change in mood.

SIDE EFFECTS: Similar to those reported with either

constituent alone. Perphenazine: Should not be used

indiscriminately. Use caution in patients with history of

convulsive disorders or severe reactions to other pheno-

thiazines. Likelihood of untoward actions greater with

high doses. Closely supervise with any dosage. Side effects

may be any of those reported with phenothiazine drugs:

blood dyscrasias (pancytopenia, thrombocytopenic put-

pura, leukopenia, agranulocytosis, eosinophilia); liver

damage (jaundice, biliary stasis); extrapyramidal symptoms
(opisthotonos, oculogyric crisis, hyperreflexia, dystonia,

akathisia, dyskinesia, parkinsonism) usually controlled by
the concomitant use of effective antiparkinsonian drugs and/

MERCK SHARP* DOHME
Division of Merck & Co.. Inc. West Point Pa 19486

where today's theory is tomorrow's therapy

or by reduction in dosage, but sometimes persist after discon-

tinuation of the phenothiazine; severe, acute hypotension

(of particular concern in patients with mitral insufficiency or

pheochromocytoma); skin disorders (photosensitivity, itch-

ing, erythema, urticatia, eczema, up toexfoliative dermatitis);

other allergic reactions (asthma, laryngeal edema, angio-

neurotic edema, anaphylactoid reactions)
;
peripheral edema;

reversed epinephrine effect; endoctine disturbances (lacta-

tion, galactorrhea, disturbances of menstrual cycle); grand

mal convulsions; cerebral edema; altered cerebrospinal

fluid proteins; polyphagia; paradoxical excitement; photo-

phobia; skin pigmentation; failure of ejaculation; EKG
abnormalities (quinidine-like effect); reactivation of psy-

chotic processes; catatonic-like states; autonomic reactions

such as dryness of the mouth, headache, nausea, vomiting,

constipation, obstipation, urinary frequency, blurred vision,

nasal congestion, and a change in the pulse rate; hypnotic
effects; pigmentary retinopathy; corneal and lenticular pig-

mentation; occasional lassitude; muscle weakness; mild

insomnia; significant unexplained rise in body temperature

may suggest intolerance to perphenazine, in which case

discontinue. Antiemetic effect may obscure signs of toxicity

due to overdosage of other drugs or make diagnosis of other

disorders such as brain tumors or intestinal obstruction

difficult. May potentiate central nervous system depressants

(opiates, analgesics, antihistamines, barbiturates, alcohol),

atropine, heat, and phosphorous insecticides. Amitriptyl-

ine: Careful observation of all patients recommended.
Side effects include drowsiness (may occur within the first

few days of therapy); dizziness; nausea; excitement; hypo-

tension; fainting; fine tremor; jitteriness; weakness; head-

ache; heartburn; anorexia; increased perspiration; inco-

ordination; allergic-type reactions manifested by skin rash,

swelling of face and tongue, itching; numbness and tingling

of limbs, including peripheral neuropathy; activation of

latent schizophrenia (however, the perphenazine content

may prevent this reaction in some cases); epileptiform

seizures in chronic schizophrenics; temporary confusion,

disturbed concentration, or transient visual hallucinations

on high doses; evidence of anticholinergic activity, such as

tachycardia, dryness of mouth, blurring of vision, urinary

retention, constipation, paralytic ileus; agranulocytosis;

jaundice. The antidepressant activity may be evident with-

in 3 or 4 days or may take as long as 30 days to develop

adequately, and lack of response sometimes occurs. Re-

sponse to medication will vary according to severity as well

as type of depression present. Elderly patients and adoles-

cents can often be managed on lower dosage levels.

Before prescribing or administering, read product cir-

cular with package or available on request.



unwelcome bedfellow for any patient-

including those with arthritis, diabetes or PVD
One thing patients can sleep without,

particularly patients with chronic disease con-

ditions such as arthritis, diabetes or PVD, is

painful night leg cramps. Although seldom the

presenting complaint, night leg cramps can tie

your patients up in painful knots. Now, just one

tablet of QUINAMM at bedtime can usually

bring an end to shattered sleep and needless

suffering. Your patients will sleep restfully—

gratefully— with QUINAMM, specific therapy to

prevent painful night leg cramps.

Prescribing Information — Composition: Each white, beveled, com-

pressed tablet contains; Quinine sulfate, 260 mg., Aminophylline, 195

mg. Indications: For the prevention and treatment of nocturnal and

recumbency leg muscle cramps, including those associated with ar-

thritis, diabetes, varicose veins, thrombophlebitis, arteriosclerosis and

static foot deformities. Contraindications: QUINAMM is contraindi-

cated in pregnancy because of its quinine content. Precautions/Ad-
verse Reactions: Aminophylline may produce Intestinal cramps In

some instances, and quinine may produce symptoms of cinchonism,

such as tinnitus, dizziness, and gastrointestinal disturbance. Discan-

tinue use if ringing in the ears, deafness, skin rash, or visual distur-

bances occur. Dosage: One tablet upon retiring. Where necessary,

dosage may be increased to one tablet following the evening meal

and one tablet upon retiring. Supplied: Bottles of 100 and 500 tablets.

THE NATIONAL DRUG COMPANY
DIVISION OF RICHARDSON-MERRELL INC.

PHILADELPHIA, PENNSYLVANIA 19144

Qumamm
(quinine sulfate 260 mg., aminophylline 195 mg.)

Specific therapy for night leg cramps
L



Treating atrophic vaginitis

complicated by infection...

is as easy as AVC/Dienestrol
Dienestrol helps restore estrogen-deficient vaginal mucosa.
It is the particular ingredient in AVC/ Dienestrol that improves cell maturation counts’-^— helps stimulate the restoration of normal vaginal epithelium to resist infection.
Two recent studies reconfirm AVC/Dienestrol efficacy.'-^ AVC/Dienestrol is proven

effective against monilial, trichomonal, nonspecific bacterial vaginitis, and mixed
infections.’-^ AVC/Dienestrol combats infection, helps restore tissue resistance to reinfection.

So even in complex cases, the treatment can remain the same. Comprehensive. Effective
Easy os AVC/D.

Contraindications: Known s@nsifivity to sulfonamides; diog*
nosis or familial history of carcinoma of the genital tract or
breosts; precarcinomatous lesions of the vagina or vulva; palpa-
ble uterine fibromyomo; mammary fibroadenoma; depressed
liver function.

^^®^®^^*®^s/Adverse Reactions: The usual precautions for
topical and systemic sulfonamides should be observed because
of the possibility of absorption. Burning, increosed local dis-
comfort, skin rash, urticaria or other monifestotions of sulfon-
omide toxicity or sensitivity are reasons to discontinue treot-
ment. The use of AVC/ Dienestrol does not preclude the
necessity for coreful diagnostic measures to eliminate the
possibility of neoplosia of the vulva or vogino. Monifestotions
of excessive estrogenic stimulation through dienestrol absorp-
tion may occur. These include uterine bleeding, breost tender-
ness, exacerbation of menstrual irregularity and provocation of
serious bleeding in women sterilized because of endometriosis.

Endometrial withdrawal bleeding may occur if use is suddenly
discontinued.

Dosa9 G: One applicatorful or one suppository introvoginally
once or twice doily.

Supplied: AVC/Dienestrol Cream'— Four ounce tube with
applicator. AVC and AVC/Dienestrol Suppositories'— Box of
12 with applicotor.

References: (1) Salerno, L. J.; Ortiz, G., and Turkel, V.:
Voginifis: A Diognostic and Therapeutic Approach, Scientific
Exhibit, presented at the 115fh Annual A.M.A. Convention,
Chicago, Illinois, June 1966. (21 Nugent, F. B., and Myers,
J. E.: Pennsylvania Med. 69:44, 1966.

THE NATtONAL DRUG COMPANY
DIVISION OF RICHARDSON MERRELL INC

PHILADELPHIA, PENNSYLVANIA 19144

^C/Dienestrol
Creom Idienestrol .01%, sulfonilamide 15.0%, aminocrine hydrochloride 0.2%, allontoin 2.0%!

Suppositories Idlenesrrol 0.70 mg., sulforrllomide 1.05 Gm., omlnocrlne hydrochloride 0.014 Gm., ollonloin 0.14 Gm.)

I

TRADEM ARK: A V C AV-920A 7/69



CONTROL FOOD AND MOOD ALL DAY LONG WITH A SINGLE MORNING DOSE

AMRAR *2
One Ambar Extentab before breakfast can XJLLT J / % M%
help control most patients’ appetite for up T~7 I ^T~? 1^ I TJ Q!
to 12 hours. Methamphetamine, the appe- J—/.Z\. X J_-/X n kJ tional reactions to dieting. Contraindica-

tite suppressant, gently elevates mood and methamphetamine hci is mg
, tions: Hypersensitivity to barbiturates or

helps overcome dieting frustrations. Pheno- (Warning: may be habit forming). sympathomimetics; patients with advanced

barbital, the sedative in Ambar, controls irritability and renal or hepatic disease. Precautions: Administer with cau-

BRIEF SUMMARY/Indications: Ambar
® suppresses appetite and helps offset emo-

anxiety. .. helps maintain a state of mental calm and equa-

nimity. Both work together to ease the tensions that erode

the willpower during periods of dieting.

Also available; Ambar #1 Extentabs®— methamphetamine

hydrochloride 10 mg., phenobarbital 64.8 mg. (1 gr.) (Warn-

ing: may be habit forming).

tion in the presence of cardiovascular disease or hypertension.

Side Effects: Nervousness or excitement occasionally noted,

but usually infrequent at recommended dosages. Slight drows-

iness has been reported rarely. See package insert for further

details. a. h. robins company.
/j'|-('|^OBINS

A. H. ROBINS COMPANY,
RICHMOND, VA. 23220
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Theydon’t feel they“suffer”

from hypertension...

that’s the''Buti”part

ofButiserpazide.

The “Buti” part of Butiserpazide—the mildly

sedative action of Butisol acting in concert with the

dassic thiazide/reserpine formula—proved

helpful in one study in reducing hypertensive

symptoms in over half the patients.^

Among the symptoms showing “striking” overall

improvement were headache, nervousness,

palpitation and dizziness. Nor is that all there is to

the “beauty” of Butiserpazide. Clinical

comparisons have also shown that many patients

respond with smooth, uniform lowering of blood

pressure^. . . at times below the levels achieved with

previous therapy^’®. . . as well as a lowered

ncidence of drug side effects. (The usual dosage

s just 1 tablet once or twice a day.

)

You have a choice of 2 strengths:

lutiserpazi(le^25
RESTABS®* Tablets

*

UTisoL® (butabarbital) 30 mg.f; hydrochlorothiazide

5 mg.; reserpine 0.1 mg.

}utiserpazide-50
’RESTABS®* Tablets *

lUTisoL® (butabarbital) 30 mg.f; hydrochlorothiazide

•Omg.; reserpine 0.1 mg.

..owers blood pressure
0 smoothly that patients are
)ften untroubled by either

he disease ... or therapy

learning: May be habit forming.

5 mg. of Butisol (butabarbital), plus the other

igredients, in outer layer; 15 mg. of Butisol in a

pecially coated core for delayed release, to approximately

qualize duration of action for all components.

Contraindications: Sensitivity to any component, porphyria, peptic ulcer, ulcer-

ative colitis, mental depression, renal impairment or shutdown. Warnings:

Consider the possibility of sensitivity reactions in patients with history of

allergy or bronchial asthma. Coated potassium tablets, sometimes administered

in conjunction with antihypertensive therapy, may be associated with small

bowel lesions, which have led to obstruction, hemorrhage and perforation.

Surgery has frequently been required and deaths have occurred. Such tablets

should be used only when indicated and when adequate dietary supplementation

is not practical. They should be discontinued immediately if abdominal pain,

distention, nausea, vomiting, or g.i. bleeding occur. Use in Pregnancy: Exercise

caution, since thiazides cross the placental barrier and may cause fetal or

neonatal hyperbilirubinemia, thrombocytopenia or altered carbohydrate metab-

olism; adverse reactions seen in the adult may occur in the newborn. Use

reserpine in women of childbearing age only vrhen essential to patient welfare.

Increased respiratory secretions, nasal congestion, cyanosis, and anorexia may

occur in infants born to reserpine-treated mothers. Precautions: Butisol

(butabarbital)—Exercise caution in moderate to severe hepatic disease. Elderly

or debilitated patients may react with marked excitement or depression.

Hydrochlorothiazide— induce electrolyte imbalance; when used with digi-

talis or one of its glycosides and in patients with severe hepatic insufficiency,

cardiac arrhythmias or symptoms of impending hepatic coma may occur. Dis-

continue and institute appropriate countermeasures if prolonged use produces

hypokalemia or (likely with sodium restriction) hyponatremia and hypochlore-

mic alkalosis. (Ammonium chloride, used to reverse hypochloremic alkalosis,

is contraindicated in hepatic disease.) May produce elevated serum uric acid

levels (and, infrequently, gout) or reduce glucose tolerance, altering insulin

requirements in diabetics, /fese/yrme— Observe for signs or symptoms of peptic

ulcer or ulcerative colitis. Discontinue at first sign of mental depression;

keep in mind possibility of suicide. Exercise extreme caution in history of

mental depression. May produce cardiac arrhythmias when used with digitalis

and quinidine, or may precipitate biliary colic in patients with gallstones.

Discontinue 1 to 2 weeks before surgery; inform the anesthetist in event of

emergency surgery. Exercise caution in history of epilepsy. Discontinue 1 to

2 weeks before ECT. General —Ixetc'ise caution in coronary artery disease.

Adverse Reactions: Dizziness, drowsiness, weakness, nasal congestion, leg

cramps, nausea, palpitations, superficial skin bruises, palmar erythema, head-

ache, dehydration, skin rash, “hangover,” systemic disturbances, diarrhea,

itching, vomiting, paresthesia, photosensitivity, pancreatitis, jaundice, xan-

thopsia, purpura, thrombocytopenia, leukopenia, agranulocytosis, aplastic

anemia, anorexia, gastric irritation, abdominal cramping, constipation, glycos-

uria, vertigo, cutaneous vasculitis, orthostatic hypotension (potentiated by

alcohol, barbiturates, or narcotics), increased salivation and gastric secretion,

increased intestinal motility, loose stools, angina-like syndrome, arrhythmias,

bradycardia, flushing, hypotension, nervousness, paradoxical anxiety, rarely

atypical Parkinsonian syndrome, central nervous system sensitization (mani-

fested by dull sensorium, deafness, glaucoma, uveitis, optic atrophy), dryness

of mouth, syncope, epistaxis, weight gain, and impotence or decreased libido.

Usual Adult Dosage: BUTlSERPAZlDE®-25 or BUTISERPAZIDE®-50: 1 tablet daily

or b.i.d. When used with other antihypertensive agents reduce dosage of both

drugs about 50% and observe carefully for changes in blood pressure. Before

prescribing or administering, see package insert. References: 1. Coodley, E L Curr

Ther kes. 4:460 (Sept.) 1962. 2. Johnson, H. J., Jr.:Penn Med. J. 67:35 (May) 1964.

McNeil Laboratories, Inc.

McNEIL •on Washington, Pa. 19034



Darvon*
Compound-65
Each Pulvule® contains 65 mg. propoxyphene
hydrochloride, 227 mg. aspirin, 162 mg. phenac-
etin, and 32.4 mg. caffeine.

Additional information

available upon request.

Eli Lilly and Company
Indianapolis, Indiana 46206.900a52



X HE University of New Mexico School of

Medicine begins its sixth year of teaching

this fall. Its budget amounts to more than

$7-million a year. In 1969-1970, 125 students

will be enrolled. So far, 34 have received the

M D. What does this

cost a state like New
Mexico and what does

it get in return?

The state contrib-

utes $1.5-million a

year to the budget, which the school then uses

as “seed money” to bring another $6-million a

year into New Mexico via federal grants and
I research funds. This is federal tax money

which would never return to New Mexico if

, the state had no medical school,

j

In addition to teaching students and pay-
: ing faculty and staff, the medical school’s

total budget of $7,357,302 is used in these

I ways:

• —the million-dollar federal grant for New

I

Mexico Regional Medical Program (RMP),
[

which is housed in medical school buildings

j
and pays a portion of the salary for a number

[
of medical school professors.

—the Estancia “family nurse practitioner”

clinic; the only one of its kind in the nation.

A registered nurse, specially trained at UNM,
sees patients at the clinic. She either acts on
standing orders from the doctors or picks up
a direct-line phone to the medical school to

receive further instructions Faculty doctors

I

are at the clinic two days each week.

—providing more doctors for New Mexico
through the intern and residency programs

! supervised by the medical school at Bernalil-
lo County Medical Center (BCMC) and at
Veterans Administration (VA) Hospital.

I

Fifty-five doctors who were interns and
residents at BCMC under UNM supervision
from 1964 to 1968 are now practicing phy-
sicians in Eunice, Portales, Roswell, Los

Alamos, Hobbs, Las Vegas, Alamogordo,

Santa Fe, Shiprock, Farmington, Las Cruces,

Raton, Clovis, Lovington, Carlsbad and Al-

buquerque. New Mexico’s own medical school

has graduated two classes of doctors, who
are just now serving their internships and
so are not yet able to return to New Mexico
to practice—although most of them say they

intend to do so.

The medical school also:

—trains paramedical personnel in four

fields greatly needed nation-wide: radiologic

technologists, medical technologists, certified

laboratory assistants and cytotechnologists.

With RMP, the medical school feels a respon-

sibility for improving health care in New
Mexico in addition to educating new doctors.

—operates a 24-hour poison control center.

—has started a Maternal and Infant Care
Project aimed at cutting down New Mexico’s

high mother and baby death rate.

—runs a convulsive disorder unit which
sees patients throughout the state.

—staffs and supervises the new six-build-

ing Bernalillo County Mental Health Center,

which made 4,330 patient contacts during its

second month of operation.

—operates a renal dialysis unit for kidney

patients.

—will open, this year, a burn and trauma
unit that is attracting attention nation-wide.

—conducts cancer detection clinics in

lower-income Albuquerque areas and on In-

dian reservations

—holds about a dozen symposiums each
year for New Mexico doctors to help them
keep up-to-date on new developments in

medicine. Between 50 and 150 practicing phy-
sicians attend each “continuing education”

session.

—provides staff for the annual General
Practitioner’s meetings in Ruidoso.

—has opened, with RMP, a coronary care

unit at BCMC in connection with the medical

University of

l\ew Mexico School

of Medicine— A
Progress Report
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school’s active open-heart surgery program.

The unit is being used as a training center

for doctors and nurses throughout the state,

offering intensive classes in the newest meth-
ods of heart care.

—sends stroke rehabilitation teams from
RMP to many New Mexico towns, teaching

at workshops for nurses and consulting with

New Mexico’s physicians.

—operates a computerized tumor registry,

which keeps track of tumor patients for more
than 200 physicians in nine New Mexico hos-

pitals through RMP.
—has a toll-free number at the medical

school library where New Mexico doctors can

dial in and hear a six-minute RMP refresher

course on any of 268 medical topics.

—operates a pediatric pulmonary center

at Lovelace Clinic, financed by RMP, which
recorded 80 patient visits from 15 New Mex-
ico towns during its first few months and
which has held a 20-lecture series on cystic

fibrosis.

—has given an RMP first-aid refresher

course to Albuquerque policemen and taught

advanced medical techniques in workshops
for New Mexico’s nurses and physical ther-

apists.

Last year, 65 per cent of the total student

body was from New Mexico and 95 per cent

was from western states. Nine of this year’s

15 graduates are from New Mexico. The Dean
and some department chairmen earn salaries

in the $30,000 bracket. A national survey re-

cently showed that the Dean has the second-

lowest salary of the 13 medical schools in the

West
The medical school has provided jobs

for hundreds of New Mexicans, who in turn

spend their money in the state. Their salaries

provide additional benefits from state and
federal income taxes. In addition to teaching,

faculty doctors treat patients at the 550-bed

VA Hospital and at the 204-bed BCMC which
will add another 110 beds next year. VA pays
part of many faculty salaries.

The chairman of the medical school’s De-
partment of Pediatrics, for instance, also is

Chief of Pediatrics at BCMC and is respon-
sible for all children who are patients in the
hospital. Fees charged are returned to the
medical school fund, not to the faculty. Many

faculty members are engaged in research

projects which brought another $1.7-million

into New Mexico last year. They also travel

throughout the state as consultants at the

request of other New Mexico physicians.

A medical school does cost money. But the
returns are substantial!

1_^LSEWHERE IN THIS ISSUE is H paper by Dr.

Judith B. Vaughan, written while still a

medical student at the University of New
Mexico. She reviews 10 years of maternal

deaths in New Mexico, and concludes that

there are higher death

Contribution rates in older mothers

by a Medical and in those from eco-

Student nomically poor areas

and minority groups.

Furthermore, maternal deaths are probably

underestimated — and significant, because

many are preventable.

It is possible to challenge these conclu-
,

sions, primarily because data gleaned from

death certificates may not be entirely ac-

curate indicators of causes of death or even
i

the ethnic background of the individual. But

the author is also aware of these limitations,
|

and one of her references reveals that 12 per
j

cent of diagnoses on death certificates have

been changed after case investigations. It

might also be pointed out that in a previous

article (September, 1967) in the RMMJ,
Voute mentioned the correlation of good pre-

natal care with healthier newborns, and the

poor prenatal care in the Indian population

in New Mexico. Perhaps such statistics can-

not be evaluated for maternal deaths.

But one cannot challenge the excitement

inherent in an article written by a person

young in the profession. It has been a long

time since I have read an article by a medical

student. The barrage of the communications
media seems to carry the implication that our

young students can use establishment type

words only to print on signs of dissent or to

chant in repetitive slogans But here is evi-

dence that established types of prose and sta-

tistical methods can be used by the young
for worthwhile purposes.
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But perhaps more is involved. Many of

the papers that I read, or receive, or some that

I write, begin with a stilted apology—the

purpose of this paper is to present another

case of, or a series of so and so, a review of

such and such, an analysis of this or that, a

contribution to our knowledge, or a new ob-

servation or complication or authentication

or condemnation or refutation or assessment

or commentary or methodological improve-

ment.

Nothing wrong with these purposes; the

science moves ahead, albeit ponderously.

But how much more direct, forthright,

refreshing, and indicative of our goal, some-

times obscured by problems of patients and

our paramedical milieu, and by the techno-

logic morass into which we sink more deeply

each microsecond, is the reason given by Dr.

Vaughan for collecting her material. She re-

views recent experience in New Mexico in

order to “further reduce deaths due to ma-
ternal causes.”

And I almost deleted this because of the

split infinitive.

Marcus J. Smith, M.D.

INTERNATIONAL SURGERY JOURNAUSM AWARD FOR
SURGICAL RESIDENTS

International Surgery, official journal of the International College of Surgeons,

is announcing a cash award of $500.00 for the best scientific paper submitted by a

surgical resident. The award is being made available through a grant from Carroll J.

Beilis, MD. Dr. Beilis is a Fellow of the International College of Surgeons and

practices general surgery in Long Beach, California. Topics should stress the

clinical aspects of surgical science.

Scientific articles being entered must be original and must not have appeared

elsewhere in print. Articles must be typewritten, double-spaced and submitted in

duplicate.

Bibliographies should be presented alphabetically, cover all references cited

in manuscript and contain the following information: Names and initials of all

authors; full title of article or book; name of book’s publisher, city and year

published; name of periodical, volume number, page and year of publication.

All illustrations should have the following on the back: Author’s name, figure

number and the top clearly indicated. Captions must accompany illustrations and

the approximate position in the text for the illustrations should be indicated. Slides

are not acceptable. Captions for photomicrographs should give magnification and

stain.

DEADLINE: November 30, 1969.

For further information contact: Surgical Resident Award Program, International

Surgery, 1516 N. Lake Shore Drive, Chicago, Illinois 60610.
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Results on skin are final proof of any topical antibiotic’s effectiveness

No in vitro test can duplicate a clinical situation on living skin. ‘Neosporin’ (polymyxin 6
— bacitracin — neomycin) Ointment has consistently proven its effectiveness in thousands of

cases of bacterial skin infection. The spectra of the three antibiotics overlap in such a way
as to provide bactericidal action against most pathogenic bacteria likely to be found topically.

Diffusion of the antibiotics from the special petrolatum base is rapid since they are insoluble

in the petrolatum, but readily soluble in tissue fluids. The Ointment is bland and non irritating.

Caution: As with other antibiotic preparations, prolonged use may result in overgrowth of nonsuscep-
tible organisms and/or fungi. Appropriate measures should be taken if this occurs. Articles in the
current medical literature indicate an increase in the prevalence of persons allergic to neomycin.
The possibility of such a reaction should be borne in mind.
Contraindications: This product is contraindicated in those individuals who have shown hyper-
sensitivity to any of its components.
Supplied; Tubes of 1 oz., Vz oz. with applicator tip, and Vs oz. with ophthalmic tip.

Complete literature available on request from Professional Services Dept. PML.

'NEOSPORIir
brand

POLYMYXIN B-BAGITRACIN-NEOMYCiN
OINTMENT

BURROUGHS WELLCOME & CO. (U.S.A.) INC.,Tuckahoe, N.Y.
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Presidential address*

E. B. Flanagan, MD, Carlsbad, New Mexico

The United States of America cannot af-

ford to be the healthiest country in the world.

And in our present concept of health, its peo-

ple might just as well forget it if they expect

to gain such health in the manner it is being

pursued today. We hear the hue and cry that

America is only the 6th healthiest nation in

the world, that our infant mortality is piti-

fully high, that we have malnutrition and
starvation right in the lap of plenty. We hear
our political aspirants rant and rave that the

A.M.A. is the cause of all this, that the medi-
cal community is the tyrant trodding on the
poor and unhealthy people of our land. They
say the A.M.A. can’t solve this problem, that

we should step aside and let someone else

do it! Who? Big, benevolent Uncle? Of course,

this is Who they mean. But let us see who
big Uncle is and what he has done for health

to the present. Yes, the cost of medical care
is high.

I’m sorry to subject you to personal ex-
perience, but this is the best way I know to
illustrate my points. During the past 16 years
in the community in which I practice, the
story goes something like this: Hospital room
rates in 1953 were about 11-13 dollars per
day for a private room. The facilities were
old and the people of the community de-
manded better. So two new hospitals were
built, both with “Big Uncle’s” help because
the community wanted new modern facilities

but didn’t want to pay for them. Now, this

•Delivered before The House of Delegates of the New
Mexico Medical Society, at the Eleventh Interim Meetingm Carlsbad, Nov. 1, 1968.

isn’t the whole story. “Big Uncle’s” rules and
regulations were so strict and arbitrary that

extra costs were often directly related to

ridiculous demands.

One extremely healthy situation did arise

that increased the efficiency, improved pa-

tient care, and elevated the standards of

medicine, and that was a lively competition

and rivalry between the institutions. But,

what has happened through the years? Re-

ligious, social, ethnic factors and factions

have crept into the health care field. Good,

healthy competition has sometimes turned

into insidious rivalry—costly rivalry. Dup-

lication of services, duplication of instrumen-

tation, even duplication of personnel has

edged health care costs upward. Woven and

intertwined with all of this is the even more

sinister interference of politics. Sure, there

was a minimum wage law that hurt and hurt

a lot, but before and behind and beneath all

this was and is the political catering and sub-

mission to special interest pressure groups.

Since the early 30’s, politics have been woo-

ing, coddling, and marrying all those groups

which have resulted in the high cost of medi-

cal care—and the high cost of everything else

for that matter. Take a look at a typical hos-

pital room. How much steel is there in the

bed, the table, the lamp, the stainless steel

pans, basins, etc. Now, count the number of

strikes against the steel plants that made

the cost of steel go up. The same illustrations

can be followed for the wood in the chairs,

the linens on the beds, not to mention initial
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cost of construction or maintenance. Or con-

sider the rail strikes that have elevated the

rates to just transport those things to any

facility. Now look at the typical nurses’ sta-

tion and, aside from personnel, what is the

largest commodity used? Paper. Why does it

cost 75 cents to buy a New York Times news-

paper in New Mexico? The price of wood
pulp is so high and why? Again strikes but,

even more important, thoughtless Ameri-

cans starting forest fires and thoughtless

politicians depleting our natural resources

for other purposes.

Let’s turn our attention to the drugs and

fluids used in the treatment of patients. I

believe in purity of products, but I am also

aware that governmental controls can be
superfluous and play their part in the high

cost of medicine.

Would you like to take a short look at

your office? Sure your fees are high. They’ve

climbed along with everything else, prob-

ably not to the ridiculous extremes some of

the analysts would like to make the public

believe. Aren’t you tired of listening to some
un-informed, or at least non-thinking bureau-

crat tell the world it is this one factor that

has priced us out of adequate American

health care? Especially when it was he in-

stead of you that did it?Again, we can elimi-

nate the obvious high cost of personnel that

makes our office overhead so high and think

for a moment on the subtleties that jack up
the overhead. In the past 15 years, the cost of

mailing a bill has increased from about 30

cents to 60 cents just for materials and
stamps. Then how about the number of times

that gasoline tax has increased in that same
time—to say nothing of an exact double

in the cost of a quart of oil—and we still have
to make housecalls or get to the hospitals. Or
let’s get back to the politicians: Has your
share of Social Security Tax, Occupation Tax,

Sales Tax, Workmen’s Compensation Contri-

bution, or your Income Tax stayed the same
as it was 15 years ago? Mine sure hasn’t.

Why am I giving you all these facts you
already know? I’m going to tell you shortly

what it is for, but for now let us briefly touch

upon another aspect of medical practice we
all know well, but must know even better.

28

That is the legal position, into which out-

siders constantly are thrusting us. Is all this

legal protection we have to have in order to

stay alive in the practice of medicine keeping

the cost of medical care down?

Our good friends and fellow professional-

ists keep stabbing us in the back, thinking

up new legal angles to trip us on or lynch us.

How come they can get away with add-

ing a little clause on anything they do that

says “not liable for mistakes done here”?

Where is the equity? Why is a recognized

inexact science penalized when an exact

science can have legal immunity? The reason

why is that we haven’t helped write the

laws. The time is now to put the lid on the

legal assininities that shyster lawyers are

forcing upon us. If Congress, the courts, the

bureaucrats, the non-medical people think

we are going to absorb all these little extras,

without a fight to the finish, I think they

should have another “think” coming.

Up to now, I’ve given you a lot of dis-

connected facts and figures that you already

knew. Now I would like to suggest what
can be done with these. Each one can be

made into a topic of conversation or a theme
for a talk or an article for a paper. Remember
this!

When are we, in this State Society, or as

members of the AMA going to stand up
for our rights? We’ve been the “whipping

boys” of public opinion and governmental
j

snipping long enough. When are we going

to stand up and tell this country and its
I

master-minds they can’t afford to have A-1
|

health for every American as long as they
|

continue to support endless, useless wars; i

as long as they continue to allow govern-

ment spending to accelerate inflation; as long

as they continue to run scared and grant

every wish of any special interest group that
j

asks? Like an oncologist cutting away small
|

cancerous pieces of the body instead of find-
j

ing the primary lesion, this is bad medicine

and should be condemned as such.

I think it is high time we did some of
j

the condemning. It is high time we mounted
j

our soap box and did some good sound pro-

testing. It’s time we protested the flagrant

use of statistics used to condemn us for the
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high cost of medicine. It’s time the public

found we can practice good, acceptable medi-

cine without all the high cost gadgetry. That

all it takes is dedicated, well-trained men of

medicine and a means of transportation to

get patients to them!

Just think of the number of extra people

that could be seen and have health care for

the same cost of some of the gadgets and

instruments that benefit so few but which

mechanisms are demanded by the govern-

ment as good medicine, and included as lia-

bility hedges by the lawyers.

A few weeks ago an editorial appeared in

our local newspaper. I think it bears reading

at this point:

WELFARE STATERS EYE MEDICARE
With every day that passes advocates of the

Welfare State get a little closer to proposing out-

and-out socialized medicine in the United States.

Witness Sen. Ed. Muskie’s latest outburst. The
Maine Democrat, speaking to medical students in

Chicago, declared that medicare for the elderly

is not enough.

Muskie said that there must be adequate care

for all Americans and that the American Medical

Ass’n. “should move aside and let someone else

find a solution.”

You just don’t get much plainer words than

these. Muskie is saying that since the AMA has

not found a solution, it’s time for Big Brother
in Washington to step in and impose one that will

inevitably cost the taxpayers billions of dollars of

their hard earned money.

Aware that Big Brother stands ever ready to

move into any vacuum, it is amazing that AMA
has procrastinated so long in finding the solution

which Muskie had reference, to.

There is no denying that the richest nation in

the world, with the most advanced medical care

and sciences, is about the sixth in the amount of

treatment its people receive.

Thus many Americans, especially those who
cannot afford medical care in these days of spiral-

ing costs, get by as best they can, often to the

detriment of their health.

These are the Americans who don’t qualify

for welfare, who cannot afford insurance and live

on a minimal income.

What can be done about them? The AMA had
better think fast. Once the federal government
gets into the act, there won’t be a second chance
and the medical profession will have only itself

to blame.

The Welfare State thinkers are making it plain

how they feel.

My first impression was to fire a retort

saying “the newspaper men of the country

better think fast or the federal government

will make them give free newspapers to

every family in the U.S.,” that we don’t see

why the AMA should be asked to subsidize

Americans’ health if the plumbers, carpen-

ters, newsmen, and lawyers didn’t have to do

the same. But I didn’t write a thing. Instead,

I thought about this and realized he was

right. There is only one way doctors and,

therefore, the AMA can stem the tide to full

socialized medicine and that is to become

involved Now before you all get nauseated

over that word which has been over-used

to desiccation, let me hasten to say I don’t

mean paying lip service to this, but getting

into it up to your neck.

We are right and honorable in our deal-

ings with medical problems and health, and

justified in our political pursuit of these and

other matters requiring intelligence. No one

else can practice medicine, but we aren’t

going to be allowed to if we don’t get into

the mainstream of politics now. The only

way to fight fire with fire is for all of us, in

one way or another, and our whole organiza-

tion, to be politicians. Yes, I mean those that

can, run for office. Those that can’t at least

get on the soap box and campaign and you

others dig deep for a “survival” cause. (If we
can’t get elected ourselves, at least we have

to have politicians in office who think as we

do and have at heart the principles of medi-

cine.)

This then is where medicine is going to

have to go before Americans can enjoy being

the healthiest country in the world. It may
mean a small detour from basic business of

sick people, but our present politicians have

proved they can’t solve medical problems,

so let’s replace them with men of medicine.

This is my prediction for the future of medi-

cine and this is my response to the editor! •
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Cystitis due to Candida pseudotropicalis*

A persistent case secondary to bladder calculus

UltonG. Hodgin, Jr., MD, Albuquerque, New Mexico

Following varied and intensive antibiotic

therapy, a stubborn cystitis caused by a

fungus, usually considered non-pathogenic,

developed. The infection persisted

until the calculus was removed.

Recently it has been noted that concomitant

with the introduction and widespread use

of antibiotics, antimetabolites, and cortico-

steroids there has been a rising incidence of

fungal infections.^ Implicated in this increas-

ing threat to host defenses are not only fungal

organisms previously reported as pathogenic,

but also fungal species formerly considered

to be incapable of producing infection. The
following case report illustrates the develop-

ment and successful treatment of bladder

candidiasis due to Candida pseudotropicalis

in a patient who received multiple and inten-

sive antibiotic therapy. This case is of unique

interest because of failure to eradicate the

bladder candidasis until after a bladder cal-

culus was removed.

CASE REPORT

A 53-year-old Latin-American male underwent
subtotal gastrectomy and Bilroth II anastomosis

because of a chronic intractable duodenal ulcer.

Prior to surgery, urinalysis showed specific gravity

of 1.020 and no cells or albumin. On the third

postoperative day he developed fever, and a com-
bination of procaine penicillin, 400,000 units and
streptomycin sulfate Vz gram, was administered
intramuscularly every 12 hours. Because of failure

of the fever to resolve, this antibiotic combination
was discontinued and oral ampicillin trihydrate

was begun. Then because of sudden development
of fever to 106 degrees accompanied by chills,

ampicillin trihydrate was discontinued and three

‘From the University of New Mexico School of Medicine.
The author is a Clinical Associate.

blood cultures were obtained over the subsequent

24 hours. No growth resulted from these cultures.

The patient was then given chloramphenicol,

3 grams per day, and kanamycin stilfate, 1.5 grams
per day. In two days it became evident that the

source of his fever was a right subphrenic abscess.

Purulent material obtained from incision and
drainage of this area produced an abundant growth
of pseudomonas and the kanamycin sulfate was
discontinued in favor of sodium colistimethate 150

mg, im, every 12 hours. The chloramphenicol was
continued using a dose of 2 g per day. Over the

next ten days, the temperature returned to normal
and five days later the patient was discharged

apparently doing well, but with a weight loss of

forty pounds during the preceding five weeks.

Table 1 lists the patient’s total antibiotic exposure

over a 25-day period of time. One week following

discharge, he complained of dysuria and frequency.

Physical examination was unremarkable except

for evidence of recent surgery; the temperature

was normal and there was no costovertebral angle

tenderness to percussion. Urinalysis revealed many
wbc’s, some in clumps, and 4+ albumin. Urine

culture produced an abimdant growth of an or-

ganism identified by the New Mexico Department
of Public Health Laboratory to be Candida pseudo-

Iropicalis. No bacteria were cultured.

TABLE I

TOTAL ANTIBIOTIC EXPOSURE OVER
25 DAYS

Antibiotic

Penicillin 13 milli'

Streptomycin sulfate 10 gm
Ampicillin trihydrate 4 gm
Chloroamphenicol 31 gm
Kanamycin sulfate 4.5 gm
Sodium colistimethate 4 gm

The patient was readmitted to Presbyterian

Hospital, Albuquerque, New Mexico, where an
intravenous pyelogram revealed a large stellate-

shaped bladder calculus (Fig. 1). No defects were
noted in the upper genitourinary tract. It was felt

that his debilitated state and recent multiple sur-

gery precluded operative removal of the calculus

at that time. Therefore, an indwelling catheter was
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inserted and the bladder irrigated every eight

hours with a solution prepared by dissolving 15 mg
of amphotericin B in 400 cc of distilled water.

100 cc of this solution was instilled into the bladder

every eight hours and the catheter clamped for

one-half hour following each instillation. In addi-

tion, the urine was alkalinized to a pH between

8 and 9 by giving 25 cc of Shohl’s solution by

mouth three times per day. This therapy was con-

tinued for five days. At the time of discharge the

urine was free of fungal organisms; however, the

urine did contain numerous wbc’s, 1-|- albumin

and Staphylococus albus. Urine was cultured

weekly and remained free of fungal organisms

until the third week when again, Candida pseudo-

tropicalis was cultured. This time, in addition, a

gram negative bacillus of the coliform group was

also cultured. Subsequently, the patient was re-

admitted to the hospital and a 3 x 4 cm bladder

calculus was removed and retropubic prostatec-

tomy was performed. Postoperatively, the bladder

was again irrigated for four days with amphoteri-

cin B as previously described. Over the past six

months, the patient has been seen periodically and

urine cultures have been consistently free of

fungus.

Comment

Until recently it was thought that albicans

was the only pathogenic Candida organism.

This is clearly hot true since a number of

isolated human infections with species other

than albicans have been reported.^ In particu-

! lar, several cases of disseminated candidiasis

have been reported with Candida species

other than albicans.® It is clear from the

case reported here that Candida pseudotropi-

calis, in the proper setting, can produce a

symptomatic cystitis.

The mechanism by which lower urinary

tract candidiasis occiirs is not definitely

known, but may be retrograde extension from

the urethra, proliferation of the fungal or-

ganism already present within the bladder,

or by hematogenous dissemination to the

genitourinary tract from another area.^ Since

vaginal candidiasis is a commonly encoun-

tered infection, particularly since the intro-

duction of broadspectrum antibiotics,^ retro-

grade extension into the bladder from the

vagina may be a method of acquisition of

bladder candidiasis. Similarly, in the male,

Candida urethritis® may extend into the blad-

der to produce a cystitis. Candida organisms

have been obtained in a small per cent of

1 routine mines obtained by catheterization or
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Fig. 1. X-ray showing large stellate-shaped bladder

calculus.

the clean catch midstream technic in individ-

uals not receiving antibiotics.®*'^ In most cases,

as in the study of Guze and Haley®, fungi

were found only in small numbers, but in

one of the cases they reported, the patient,

who had not been receiving antibiotics, cul-

tured greater than 100,000 colonies of C.

tropicalis per milliliter of urine. Then, under

the influence of antibiotics, corticosteroids,

or antimetabolites, it is possible for fungal

organisms already present in the bladder to

proliferate, invade mucosa, and thus produce

a cystitis. Finally, there are those who feel

that since the kidneys filter large quantities

of blood and so are exposed to high concen-

tration of any hematogenously disseminated

organism, the mine is a natural collecting

reservoir for disseminated moniliasis.® It has

been shown experimentally that when C.

albicans is injected intravenously into mice,

the fungal organisms localize in the capil-

laries of the lungs, liver, spleen, heart, pan-

creas, adrenals, skeletal muscle and kidneys.

In those organs in which the reticulo-endo-

thelial cell activity is marked, e.g. lungs,

spleen and adrenals, the organisms are

cleared rapidly, in contrast to the formation

of micro-abscesses in the other organs men-
tioned above. In animals that survive, it is

significant that the last organ to demonstrate

resolution of the infection is the kidney.®

Since there is a considerable quantity of

clinical material as recently reviewed by
Seelig\ to show that Candida growth mark-
edly increases in the nasal pharynx, sputum,
vagina and gastrointestinal mucosa following
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the administration of antibiotics, it is possible

that Candida may penetrate the mucosa from

any of these sites, produce a transient fun-

gemia, and localize in the genitourinary tract.

The mechanism (s) responsible for Can-

dida overgrowth in multiple sites following

the administration of antibiotics is not defi-

nitely known. Seelig® has indicated that

among the plausible reasons are that anti-

biotics eliminate mucosal flora that might

either inhibit fungus growth or compete for

nutrients; antibiotics may mediate a change

in intestinal pH which would favor fungal

growth in this area; or possible antibiotics

may directly stimulate Candida growth. Any
one or all of these factors may be responsible.

Failure of resolution of bladder candidiasis

due to the presence of a bladder calculus has

not been previously reported. The presence

of a bladder calculus in this case undoubtedly

served as a nidus of infection and it was not

possible to permanently eradicate the fungus

until this calculus was removed.

For treatment of bladder candidiasis, a

number of irrigating solutions have been

used including gentian violet, silver ni-

trate,” nystatin,*^ and amphotericin Ny-
statin and amphotericin B are the drugs of

choice and probably work equally well. The
method outlined by Goldman^^ was used in

this case with 15 mg of amphotericin B dis-

solved in 400 cc of sterile water. A catheter

is inserted, the bladder emptied, and the

solution introduced. The patient is then re-

quested to retain the solution for as long as

he can. One of the advantages of this simple

procedure is that it can be done as an out-

patient. Additional treatment is alkaliniza-

tion of the urine since the optimum pH for

growth of Candida is between 5.5 and 6.5. In

this patient, the urine pH was maintained

between 8 and 9 using Shohl’s solution. Final-

ly, as this patient illustrates, if a bladder

calculus is present, it should be removed.

Summary

Following subtotal gastrectomy, a 53-year-

old Latin-American male received multiple

and intensive antibiotic therapy for a sub-

phrenic abscess. Subsequently, he developed

cystitis due to Candida pseudotropicalis. The
bladder was irrigated with amphotericin B,

but resolution of the infection was not pos-

sible until a large bladder calculus was re-

moved. The possible mechanisms of acquisi-

tion of fungal bladder infections are consid-

ered, the effect of antibiotics on the develop-

ment of such infection is briefly reviewed,

and therapy of bladder candidiasis is dis-

cussed. •
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Cyst of the seminal vesicle

A. H. Franzblau, MD, Carlsbad, New Mexico

The case presented is unusual in that the

patient had done a rectal examination

on himself and sought medical advice because

he was afraid he might have a tumor

of the prostate gland.

Cysts of the seminal vesicle are not fre-

quently reported. They may occur as mono-

or multilocular masses attached to the seminal

vesicle without other apparent genito-urinary

abnormalities or in conjunction with con-

genital renal agenesis. Embryologically they

represent a lack of continuity between the

seminal vesicle and the ejaculatory duct.

CASE REPORT

A 34-year-old married white male had recent-

ly noted suprapubic discomfort and had performed
a rectal digital examination on himself and pal-

pated a mass which he felt represented a prostatic

tumor. He denied dysuria, frequency, urgency or

hematuria. He claimed a stream of good size and
force without hesitancy or double voiding. He
denied painful ejaculation or hematospermia, and
had no prior urological history. The remainder of

his past history, systems review and family history

were unremarkable. On examination he was a

well-developed and well-nourished white male in

no apparent acute distress. Examination of the

EENT, lymphatics, thyroid, necks, lungs and heart
was unremarkable. Palpation of the abdomen re-

vealed slight suprapubic pain but no other organs,

masses, tenderness or rigidity were noted. The
external genitalia were unremarkable. On rectal

examination the prostate was Grade 1 to 2 in size,

mobile, resilient and not tender. Above the left

lobe of the prostate in the region of the left

seminal vesicle was a IV2 cm., firm, fixed mass.
The remainder of the rectal exam was unremark-
able. The admitting diagnosis was Possible Neo-
plasm of the Left Seminal Vesicle.

Urinalysis, complete blood count and BUN
were within normal limits. Cystoscopic examina-
tion revealed minimal lateral lobe hypertrophy
and a mild granular urethro-trigonitis. The blad-

der failed to reveal any deformity, tumor or cal-

culus. Retrograde pyelograms and spot films of the

prostate were unremarkable. Anoscopic examina-
tion of the anus and rectal ampulla revealed no
intrinsic lesion, but the above mentioned mass was
visualized as being extrinsic to the rectum.

The following day a perineal approach to the

prostate was carried out. Denonvieller’s fascia was
opened at the junction of the prostate and base

of the bladder and dissected to expose the left

seminal vesicle, revealing a smooth white cystic

mass the size of a five cent piece, situated just

to the left of the midline at the base of the left

seminal vesicle. This mass was dissected out and
excised. Report of frozen section pathologic exam-
ination was benign cyst. The fascia was closed

over the seminal vesicle, and the remainder of the

incision was closed in a conventional manner over

a Penrose drain. An indwelling Foley catheter

was removed on the third postoperative day and

the patient voided without difficulty. He was dis-

charged on the seventh postoperative day.

Histologically the permanent sections revealed

“several layers of smooth fibromuscular tissue

which are closely approximated and occasionally

contain glandular structures or are lined by papil-

lary glandular structures containing pigmentation

resembling seminal vesicle. In one section the epi-

thelium is flattened and cuboidal in appearance

with no papillary projection seen.” Diagnosis:

Cyst of the Seminal Vesicle. (J. F. Haynes, MD,
Pathologist). No spermatozoa were observed.

Fig. 1. Low power view (35x) of cyst wall showing
thick smooth muscle wall lined by chiefly colum-

nar epithelium, focally absent after processing.
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Fig. 2. High power view (430x) showing columnar

and cuboidal epithelium, supported by muscle.

Discussion

Embryologically the seminal vesicles grow

out from the mesonephric ducts in the 13th

week. Cysts of the seminal vesicle are felt to

be caused by an obstructive process between

the cyst and the ejaculatory duct. These cysts

are situated to either side of the midline and

usually contain spermatozoa. However they

will not always contain spermatozoa, as in

this case. The presenting complaint is often

difficulty in voiding or suprapubic discom-

fort.

This patient was subjected to surgery be-

cause of the firm consistency of the mass

and the strong suspicion of malignant tumor.

Summary

Cysts of the seminal vesicle are rarely

encountered in clinical practice and infre-

quently reported in the literature. This is a

case report of a cyst of the seminal vesicle

initially felt to represent a tumor of the pros-

tate by the patient, who performed a rectal

digital examination on himself because of

suprapubic discomfort. The cyst was sur-

gically excised via a perineal approach. The
patient had normal sexual performance post

operatively.
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COMMUNITY HEALTH WEEK SET FOR OCTOBER 19-25

The seventh annual observance of Community Health Week will be October

19 through 25 in most participating localities. The recurring national theme is

“Teaming Up for Better Health.”

Community Health Week was established by AMA’s House of Delegates in

1962. It focuses attention on continuing advances in health care and medical science,

and the application of these advances in the community. Further, it serves to pin-

point local health problems and needs.

Planning and promotional materials developed by AMA’s Communications

Division concentrate on two timely themes—recruiting health manpower and

emergency medical identification.

Community Health Week is sponsored by the medical profession and programs

are coordinated through state or local medical societies.
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Arteriovenous fistula -a complication

of surgery of intervertebral disc*

Presentation of a case with rapid development of

congestive heart failure

Waldemar J. Waj8Z€;zuk, MD,t Frank M. Mowry, MD,t and

John G. Whitcomb, MD, Albuquerque, New Mexico

Arteriovenous fistula developing as a com-

plication of intervertebral disc surgery was
described for the first time in 1945\ some 11

years after the introduction of the technic

of excision of herniated nucleus pulposus.^

The first description of the arteriovenous fis-

tula complicating disc surgery was followed

by several case reports which were subse-

quently summarized by Spittell et al.,^ and by
Boyd and Fahra."* In addition there were fur-

ther reports®'®’’’ * in which another nine cases

were presented. In a recent paper* Holscher

described 12 previously unpublished cases.

An extensive review of various types of vas-

cular injury which may accompany disc sur-

gery was published in 1959 by DeSaussure.*®

The purpose of this report is to present

a case in which injury to the abdominal ves-

sels during disc surgery resulted in an arterio-

venous fistula and a clinical course character-

ized by rapid development of a congestive

heart failure, anuria, and ischemia of the

right leg.

CASE REPORT

A 25-year-old female was admitted to Bataan
Memorial Methodist Hospital on January 30, 1968

for repair of a herniated intervertebral disc at

L4-L5 level. Myelograms done at another hospital

had confirmed the clinical impression. There was

’From the Uepartments of Medicine and Surgery, Lovelace
: Clinic, Albuquerque, New Mexico.

tDr. Wajszczuk is presently at the Bockus Research Insti-
tute, University of Pennsylvania, Philadelphia, Penn-
sylvania.

tDr. Mowry is now in the Lovelace Clinic, Albuquerque,
New Mexico.

no history of cardiovascular illness, and positive

physical findings on admission included dimin-

ished straight leg raising on the right, absent right

ankle jerk, tenderness over lower lumbar area

and hypalgesia with L5 distribution. The blood

pressure was 124/76 and the cardiovascular exam-
ination was negative. Chest x-ray, blood count

and urinalysis were normal.

On January 31 an interlaminal removal of a

degenerative herniated disc was performed at the

L4-L5 level under spinal anesthesia. A forami-

notomy at the L4-L5 level was also done. The
patient tolerated the procedure well and there was
no evidence of unusual bleeding.

The immediate postoperative period was un-
remarkable. Approximately 16 hours post-opera-

tively the pulse rate increased to 134/minute and
blood pressure was noted to be 140/50. Over the

next 24 hours the pulse rate increased to 160/

minute, respirations increased to 30/minute and
diastolic blood pressure dropped to 40 mm Hg. The
patient became restless, began coughing and com-
plained of shortness

,
of breath and numbness in

the right leg. The urine volume progressively de-

creased to less than 10 cc/hour. On the second

post-operative day examination showed blood

pressure 130/30, pulse 134/minute, respirations

26/minute. The neck veins were markedly dis-

tended, rales were present bilaterally and a ven-

tricular gallop (3rd sound) was present. The liver

was enlarged and tender. Pulses were absent in

the right lower extremity. A continuous bruit was
heard over the right lower quadrant and right

flank.

A translumbar aortogram confirmed the clinical

impression of fistulous communication between

the right iliac vein and artery (Fig. 1 and Fig. la).

Digitalization was begun and the patient taken to

surgery where the fistula was identified and

closed. She was discharged on the 22nd hospital

day after an uneventful recovery.
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Fig. 1. Translumbar aortogram showing fistulous

communication between right iliac vein and artery.

It shows simultaneous opacification of abdominal

aorta and inferior vena cava.

Discussion

Study of the anatomic relationships of the

lumbar spine shows the close proximity of

large vessels to the vertebral column.*'’'”'^^ It

is, therefore, not surprising that vascular in-

jury during lumbar disc surgery can occur

despite the utmost caution and care. Two
types of vascular injury during disc operation

are generally recognized. One involves, dam-
age to a large arterial or venous vessel, the

second involves concomitant laceration of

both vein and artery with subsequent forma-

tion of an arteriovenous fistula.

DeSaussure'® reported that 3,000 ortho-

pedic surgeons and neurosurgeons who an-

swered questionnaires reported a total of 108

vascular injuries, giving an incidence of this

complication of about 3.5 per cent. A-V fis-

tulas were found to develop in 45 per cent of

the reported cases and in about 10 per cent

of them, A-V fistula developed between the

common iliac artery and vein. It is likely that

the incidence of vascular injury during inter-

vertebral disc surgery is higher since some
instances of this complication with relatively

mild symptoms may not be recognized or

Fig. la. Although the fistulous communication is

not clearly seen on the angiogram, the site as

determined at surgery is indicated by the arrow
on the above diagram.

reported. DeSaussure^® and Boyd and Fahra^

report that the excision of the L4-L5 disc

is associated with the highest incidence of

vessel injury.

Steinberg et al.,^^ published results from

a detailed hemodynamic study performed on

a patient with an arteriovenous fistula at a

site similar to that observed in our patient.

The first symptom appeared in their patient

two months following surgery, and symptoms
of congestive heart failure were well defined

after four months. From calculations done on

the basis of hemodynamic data, the diameter

of the fistula was suspected to be about 4 mm.
The actual diameter of the fistula as meas-

ured during the operative procedure for the

correction of the fistula was found to be

somewhat larger.

Because circumstances required imme-
diate surgical intervention, hemodynamic
studies were not performed on our patient.

Direct measurements of the size of the fistula

during repair could not be obtained because

of the complexity of injury involving the in-

ferior vena cava, iliac vein and iliac artery.

It can only be assumed on the basis of the
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clinical picture of rapidly developing heart

failure, that the effective diameter of the

fistulous channel was relatively large and

the flow correspondingly large.

Vascular injury accompanying disc sur-

gery constitutes a serious complication.

Total mortality figures resulting from this

complication are quoted to be from 47 per

cent to 61 per cent.^* The mortality was

found to be above 50 per cent with the

isolated injury of one of the major

arteries.

Indications for immediate repair of dam-

age, especially to a large artery, do not require

further comment. Indications for repair of

the A-V fistula are prevention or correction

of high output cardiac failure and restoration

of vascular continuity which can otherwise

lead to chronic venous insufficiency and to

arterial insufficiency with ischemia and gan-

grene of the extremity. The mortality rate for

untreated arteriovenous fistula is 8 per cent

according to Boyd and Fahra.^ The mortality

rate incident to surgical correction of the

arteriovenous fistula was found by the same

authors'* to be 4 per cent.

It should be stressed that vascular damage

during intervertebral disc surgery is a rec-

ognized and not infrequent complication. It

develops in the hands of the most skillful and

careful surgeons.

Summary

A 25-year-old female with no historical or

physical evidence of organic heart disease

developed symptoms of severe congestive

heart failure within 24 hours following repair

of a herniated intervertebral disc. Diagnosis

of arteriovenous fistula was suggested by a

continuous bruit in the right flank and con-

firmed by aortography. Surgical correction

produced prompt improvement in the clin-

ical picture. Iatrogenic arteriovenous fistula

is a correctable cause of cardiovascular de-

terioration following disc surgery. •
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A study of the refractive state of a group
of American Pueblo Indians*

Walter J. Levy, MD, Santa Fe, New Mexico,**

Francis J. Wall, Ph.D, Albuquerque, New Mexico

A unique study. Comparison is made

of the refractive state of Pueblo

Indians with “standard” populations.

In the recent past, the eyes of over 400

purebred Eastern Pueblo Indians of the Rio

Grande area were examined. This was a form

of limited out-patient service for this group,

whose only basis of selection was that the

patient or parent believed that the patient’s

sight was not adequate.

Because of the nature of the service and

the absence of any appointment system, the

ocular examination and refraction were com-

pleted during a single visit without benefit

of any mydriatic. Any patient who was be-

lieved to have ocular pathology was referred

to the regional Indian medical service for

further work-up The records for each pa-

tient included age and sex, as well as visual

acuity and refractive indices. No patient was

under 6 years old. Children less than 12

years old were particularly encouraged to

relax their accommodation as much as pos-

sible by constant reminder to look at a far

distant object.

Of the 410 patients, 130 were male. There

were 112 between the ages of 6 and 12 years,

140 between 12 and 20 years, and 157 that

were 20 years old or older. For comparison

with other published data, 4 other subgroups

of patients were defined. In these additional

subgroups, there were 208 patients between

ages 6 and 15, 61 between ages 17 and 27,

55 between ages 25 and 44, and 81 who were

44 years old or older. Selected bivariate

(cylindrical vs. sperical) distributions in the

form of frequency tables are included in the

appendix for each of these age groups, first

for the patient’s right eye and then for the

left eye.

TABLE 1

Averages for the
Right Eye

Averages for the
Left Eye

Averages for the
Eyes Combined

Group

Num-
Aver- ber
age of Visual
age patients Right

Acuity
Left Sph. Cyl.

Comb
Sph.
Cyl. Axis Sph.

Comb.
Sph.
Cyl. Cyl. Axis Sph. Cyl. Axis

All ages 24.5 410 20/30 20/35 -0.61 -1.01 -0.81 17.0 -0.5 -0.96 -0.75 165.0 -0.58 -0.99 16.22

All males 24.0 130 20/30 20/45 -0.92 -0.95 -0.94 20.0 -0.76 -1.0 -0.88 161.0 -0.84 -9.98 19.66

All females 24.7 280 20/30 20/30 -0.49 -1.04 -0.76 15.7 -0.46 -0.94 -0.70 166.0 -0.47 -0.99 14.88

Ages 6-11 8.6 112 20/30 20/40 -0.02 -1.38 -0.70 7.2 0.60 -1.31 -0.62 171.7 0.02 -1.34 7.72

Ages 6-15 10.9 208 20/25 20/30 -0.57 -1.1 -0.83 11 -0.55 -1.09 -0.82 173 -0.56 -1.09 9.24

Ages 12-19 14.8 140 20/25 20/25 -1.13 -0.96 -1.05 13.4 -1.12 -0.93 -1.03 170 -1.13 -0.95 11.5

Ages 17-27 20.0 61 20/30 20/30 -1.06 -1.04 -1.05 24 -1.0 -0.87 -0.94 163 -1.03 -0.95 20.33

Ages 20 + 44.9 157 20/35 20/35 -0.51 -0.83 -0.67 27.2 -0.4 -0.77 -0.58 154 -0.45 -0.8 26.6

Ages 25-44 34.1 55 20/25 20/25 -0.92 -0.93 -0.93 18.5 -0.94 -0.87 -0.9 159 -0.93 -0.9 20
Ages 45-!- 57.1 81 20/50 20/50 -0.1 -0.75 -0.43 29 0.8 -0.64 -0.28 145 -0.01 -0.69 31.81

* From the Lovelace Foundation for Medical Education ** Correspondence and reprint requests should be di-
and Research and The Dikewood Corporation, Albuquer- rected to Dr. Levy, 120 E. Marcy St., Santa Fe, New Mexico
que, New Mexico. 87501.

40 Rocky Mountain Medical Journal



TABLE 2

OBSERVER
SAMPLE SIZE

Bof E

2624

Johnstone
519

Mvumi

Johnstone
507

Mwanza

Levy

208

Sorsby

1033

Levy

61

Scheerer

12000

Brown

4431

Levy

157

Kapoor

10690

Levy

410

+ 5, etc. 6.9 0.5 0.0 0.3 2.3 0.0 0.3 3.0 0.0 0.9 0.1

+ 4 13.7 0.5 0.0 0.8 1.8 0.0 0.7 4.7 0.7 1.4 0.7

+ 3 26.2 0.9 0.0 3.1 3.1 0.9 3.4 6.7 3.2 2.3 2.9

^2 26.0 2.0 0.2 4.7 6.4 0.9 14.1 17.0 2.1 4.8 3.3

+ 1 15.1 11.2 4.2 5.3 30.9 4.5 28.3 19.0 11.1 16.3 7.4

0 6.8 58.9 67.5 30.2 44.8 31.2 33.0 25.8 43.2 33.9 35.8
-1 2.9 17.3 25.0 25.4 5.1 32.1 18.4 11.9 23.2 18.4 25.1

-2 1.2 3.2 1.9 15.4 1.9 12.5 1.5 8.0 6.1 7.6 10.7

-3 0.6 1.7 0.5 8.1 1.2 8.0 0.2 2.1 3.6 6.3 6.0

-4 0.3 0.9 0.3 3.9 0.9 5.4 0.1 1.3 2.5 4.2 3.9

-5, etc. 0.3 2.9 0.4 2.8 1.6 4.5 0.0 0.5 4.3 3.9 4.1

100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

The probability that the Levy data differs from the other distributions due to chance alone is much less than 0.00001 in all

cases.

The patients were classified into the age

groups defined above for comparison with

data recorded in various countries through-

out the world. Where the investigator re-

corded findings after use of a cycloplegic,

only adult changes were compared. Without

cycloplegic, all ages could be tallied, being

mindful that findings in the 6- to 11-year-old

group may be regarded as suspect without

cycloplegia. The same degree of accommoda-
tion however would occur at right angled

meridia, and thus the validity of the constant

finding of myopic astigmatism off the 180°

meridian would be substantiated.

In reviewing the literature, no report was
discovered in which the state of refraction

of purebred American Indians was recorded

While the base spherical correction only

varied from 0 to -1.0 Ds. as an average

through all age groups, the significant refrac-

tive change was the finding of % to IV4

dioptre average cylinder in the total range

with the axis mostly 20 ° from the horizontal

meridian. However, the axis seemed to in-

crease from 10 ° in the youngest age group

through 15° to 25° in the oldest group.

Surprisingly in this group of people sus-

pected of having a bias toward visual defects,

the incidence of amblyopia exanopsia was
low. In the 6- to 12-year-old group, 12 were
found in 112 patients (50 per cent being

severely amblyopic in one eye)
,
5 out of 140

patients in the 12- to 20-year-old group, and 13

out of 157 patients in the 20 year and older

TABLE 3(a)

ALL PATIENTS, BOTH EYES
Spherical

-4 -3

Cylindrical
-2 -1 0 + 1 Totals

+ 5 0 0 0 0 0 1 1

+ 4 1 3 0 1 0 0 5
+ 3 0 7 5 2 2 5 21
+ 2 0 1 8 3 3 9 24
+ 1 3 3 6 10 15 16 53
0 7 12 20 55 136 28 258

-1 2 3 8 22 66 80 181
-2 2 1 1 4 34 35 77
-3 0 2 1 3 22 15 43
-4 0 0 1 2 13 12 28
-5 0 0 1 4 17 6 28— — — — — — —

15 32 51 106 308 207 719

Spherical
-4

TABLE 3(c)

17-27 Year Olds, Both Eyes
Cylindrical

-3 -2 -1 0 + 1 Totals
+ 5 0 0 0 0 0 0 0
+ 4 0 0 0 0 0 0 0
+ 3 0 0 1 0 0 0 1

+ 2 0 0 0 1 0 0 1

+ 1 2 0 1 2 0 0 5
0 0 1 1 10 22 1 35

-1 0 0 2 4 19 11 36
-2 1 0 0 0 9 4 14
-3 0 0 0 1 7 1 9
-4 0 0 0 1 3 2 6
-5 0 0 1 0 1 3 5— — — — —

3 1 6 19 61 22 112

Spherical
-4

TABLE 3(b)

6-15 Year Olds, Both Eyes
Cylindrical

-3 -2 -1 0 + 1 Totals
+ 5 0 0 0 0 0 1 1

r4 0 3 0 0 0 0 3
+ 3 0 7 1 1 0 2 11
T 2 0 1 8 2 1 5 17
+ 1 0 2 1 6 8 2 19

0 4 10 12 31 49 2 108
-1 1 1 4 11 32 42 91
-2 1 1 0 3 21 29 55
-3 0 1 1 2 11 14 29
-4 0 0 1 0 6 7 14
-5 0 0 0 2 7 1 10— — — — — —

6 26 28 58 135 105 358

TABLE 3(d)

AGES 20 AND OVER, BOTH EYES
Spherical

-4 -3
Cylindrical
-2 -1 0 -tl Totals

+ 5 0 0 0 0 0 0 0
-1-4 1 0 0 1 0 0 2
-f 3 0 0 3 1 2 3 9
-f 2 0 0 0 0 2 4 6
f 1 1 1 5 3 7 14 31

0 2 1 6 17 72 23 121
-1 0 0 2 9 25 29 65
-2 0 0 1 1 9 6 17
-3 0 1 0 1 7 1 10
-4 0 0 0 2 2 3 7
-5 0 0 0 2 4 3 9— — — — — — —

4 3 17 37 130 86 277
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groups. There was a total of 7 who had less

than 20/200 in either eye, not improvable with

spectacles and who were registerable as blind

in the State of New Mexico.

Ideally, one would like to compare the

distributions (i. e., histograms) of various

measures (e. g., right spherical, left cylindri-

cal, etc.) with similar distributions from
one or more “standard” populations (e. g

,

purebred American Indians, Americans of

Caucasian extraction, etc.). An extensive but

not exhaustive literature search produced no
such standard distributions. However, sev-

eral papers were found presenting spherical

corrections in a format that permitted com-
parison with the data obtained during this

study. For comparison, the various distribu-

tions obtained from these references were ac-

cepted as standards. A simple chi-square test

was used to assess the significance of the

observed differences. The probability of dif-

ferences as large as those observed due to

chance alone was then estimated.

The populations from which these “stand-

ard” samples were obtained are described be-

low. The data used for the comparisons and
the probabilities that the observed differ-

ences are due to chance are summarized in

Table 2. Spherical vs. cylindrical bivariate

distributions are given in Tables 3 a, b, c,

d for the four subsets of American Indians
used for the comparisons.

Board of Education: This group consisted

of 2,624 English Caucasian children between
ages 4 and 15 years.

60

DIOPTERS DIOPTERS DIOPTERS DIOPTERS

JOHNSTONE (MWANZW
_
JOHNSTONE IMVUMI) BOARD OF EDUCATION BROWN

Sorsby (1964): This group consisted of

1,033 English Caucasian late adolescent and

young adult males between ages 17 and 27

years

Scheerer (1928): This group consisted of

12,000 German Caucasian adults.

Brown (1929): This group consisted of

4,431 unspecified North American adults.

Kapoor (1965): This group consisted of

10,690 Indians of all ages, in New Delhi,

India.

Johnstone (1963): The first group consist-

ed of 519 Mvumi Africans and the second

group consisted of 507 Mwanza Africans. •

REFERENCES
1 Board of Education—as quoted by Dunstan, W. R. ; Variation and Refraction. Brit. J. Ophthal.,
18:404. 1934.

zSorsby, A.: Modem Ophthalmology, Vol. 3, 8, Butterworths, Washington, D.C., 1964.

3 Scheerer (1928)—as quoted by Dunstan, W. R.: Variation and Refraction. Brit. J. Ophthal.,
18:404, 1934.

4 Brown, E. V. L., and Kronfeld, P. C.: The Refraction Curve in the U.S.A. with Special

Reference to Changes in the First Two Decades, Intemat. Opththal. Congress, 1 :87, 1929.

5 Kapoor, P. M. : The Normal Eye. Ind. J. Med. Res., 53:565, 1965.

* Johnstone, W. W. and McLaren, D. : Refraction Anomalies in Tanganykan Children. Brit. J.

Ophthal., 47:95, 1963.
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Acute intermittent porphyria

Report of a case with unusual features

Charles S. Smith, MD, Albuquerque, New Mexico

Acute intermittent porphyria (AIP) is a

metabolic disease associated with neurologic

manifestations recognized chemically by the

finding of an elevated excretion in the urine

of the porphyrian precursors, delta-amirto

levulinic acid and porphobilinogen. It results

from an inborn error of metabolism, but the

onset of symptoms may not appear until

provoked by some biochemical or biophysical

agent. Once neurologic impairment develops,

the clinical course is usually prolonged, re-

quiring rehabilitation.

In addition to the usual neurologic mani-

festations, the case report which follows in-

cludes several features of interest, including

a normocytic, normochromic anemia of ob-

scure origin and probable gonococcal endo-

carditis. The latter is so infrequent since the

antibiotic era that single cases are being re-

ported,* and it is of esoteric clinical interest

to have one rare disease ushered in by an-

other.

AIP, at least in its overt form, is rela-

tively uncommon in most areas. The patient

to be discussed was admitted to Columbia-

Presbyterian Medical Center, New York City,

and a discussion of this rare disorder may
facilitate recognition and management of cer-

tain aspects of the disease and perhaps stim-

ulate reflection upon some of the current

concepts regarding its therapy. Some recent

reviews and experimental data are included.

CASE REPORT
A 21-year-old Negro female was admitted on

December 16, 1966 because of two days of severe

abdominal pain. Her father died at 42 years with
heart disease; her mother and five siblings are

well. She was bom and lived in Pennsylvania
until a few months prior to admission, and was
educated to the eighth grade. She was generally

well until 1964 when at the age of 19 she ex-

perienced abdominal pain, anorexia, tachycardia,

and mild generalized weakness for two weeks
with spontaneous resolution.

On December 1, 1966, she experienced one

sudden episode of total blindness. On December
14, she had severe abdominal pain and bilateral

shoulder pain, anorexia, nausea and vomiting.

Because of these symptoms, she was admitted to

the Columbia Gynecological Service.

She was generally thin. The temperature was
100.8, pulse 130/min., respirations 30/min. The
abdomen was diffusely tender, maximally in the

left lower quadrant, and there were no bowel

sounds. There was a vaginal discharge and a

palpable left pelvic mass.

The initial laboratory data showed hemo-
globin 11.3 gm. per cent, hematocrit 35 per cent,

WBC 38,000 mm3 with 93 per cent polymor-

phonuclear leukocytes with mostly young forms.

Erythrocyte sedimentation rate was 77 mm/hr.
Urinalysis microscopic examination showed 20

WBC’s/HPF. X-ray of the abdomen showed evi-

dence of ileus and there was a calcification in the

left pelvis.

The cervical culture grew Neisseria gonorrhea

and it was thought that she had gonococcal inflam-

matory disease with tubo-ovarian abscess and
peritonitis. A dermoid cyst in the left ovary was
also suspected. She was treated with penicillin,

streptomycin, and codeine for pain.

On the third hospital day, a medical consultant

was sought because a cardiac murmur was heard

for the first time. There was a soft, decrescendo,

diastolic blow at the left 3-4 intercostal space.

The possibility of gonorrheal bacterial valvulitis

was entertained. Digitalis and 20 million units of

intravenous penicillin per day were started. Three

earlier blood cultures while the patient was re-

ceiving intramuscular penicillin were negative.

At the end of the first week, she was afebrile

and asymptomatic, except for persistent tachy-

cardia, and worsening of the anemia. The hemo-
globin content was 9.3 gm. per cent. On December
24, phenobarbital was given for sedation (30 mg.

QID). The next day, abdominal pain recurred.

The dose of phenobarbital was then doubled and
meperidine was required for pain. She became
lethargic, however, and all the above drugs were
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discontinued on December 26. On December 27,

she was transferred to the medical service for

management of the presumed endocarditis.

At the time of transfer, she became more
drowsy. She was obtunded, but there was no overt

organic mental syndrome; reflexes and strength

were normal. On diuretics, digitalis, and 1,000 cc

to 2,000 cc of excess IV fluid per day, a dilutional

hyponatremia was found (Na 108 mEq/1; Cl. 60

mEq/1; K 3.2 mEq/1). Secobarbital, 100 mg. at

bedtime, was started at this time and fluids were
restricted.

By the fourth hospital week, serum electro-

lytes were nearly normal, but she remained im-

mobile with a fixed stare. She complained that the

slightest touch was painful, and she had bizarre

pains in the legs and around the neck. She com-
plained that she could not move her lower ex-

termities after the intravenous infusion was re-

moved. She was thought to have a reactive de-

pression with conversion hysteria. However, a

neurology consultant found that she could not

sit alone. Triceps, wrist and psoas strength was
decreased 50 per cent. Biceps and knee jerks were
barely elicited. Triceps and ankle jerks were
present. She could count to 25 on one breath.

Sensory examination was unreliable.

During the fifth hospital week, while receiving

phenobarbital (60 mg. TID) for episodic scream-

ing, she had hallucinations. Because of wide pal-

pebral fissures, peculiar speech, disappearance of

knee jerks, shallow respirations and spread of

weakness to the upper extremities, the question

of polyneuropathy was raised. Five days later,

in the sixth week, she developed dyspnea and
tachycardia. Flaccid quadriparesis was now severe

and there was only a little motion of the fingers

and toes; she could not lift her head off the bed. She
could count only to 17 on one breath. There was
marked bilateral facial weakness with incomplete

closure of the eyelids. The Watson Schwartz test

for porphobilinogen was strongly positive. After

4 days of respirator therapy, and discontinuance

of barbiturates, her mental state improved mark-
edly.

Electrodiagnostic studies first performed with-

ing two weeks of onset of weakness revealed

symmetrical marked denervation as seen by pro-

fuse fibrillation and marked reduction of numbers
of motor unit potentials under voluntary control

in all extremities. Initial motor conduction veloci-

ties in the right peroneal and posterior tibial

nerves were slightly reduced at 22.4 m/sec. and
28 m/sec. respectively and the right median sen-

sory distal latency was borderline normal. The
right median motor conduction velocity was nor-

mal and right ulnar motor velocity slow at 38

m/sec. Serial studies at 7, 10 and 22 weeks re-

vealed symmetrically impaired or absent con-

duction of both sensory and motor fibers which
was most prominent at seven weeks and im-

proved in the subsequent two tests. Needle elec-

tromyography at 10 and 22 weeks also showed
improvement in the denervation and the appear-
ance of polyphasic reinnervation potentials.

Biopsy of the medial gastrocnemius muscle re-

vealed scattered muscle fibers showing degenera-
tion and mild interstitial fibrosis. Biopsy of the
sural nerve demonstrated profound loss of both
axons and myelin sheaths with some emphasis on
the latter (Bodian and Mahon stains).

In the ninth week, when weaned from the

respirator, the vital capacity was 1,500 ml., but
there was no diaphragmatic action on fluroscopy.

On psychologic examination, her mentation was
normal and compatible with an eighth grade edu-
cation.

In the tenth week, a month after the peak of

the neuropathy, she was transferred to the Neu-
rology Service free of abdominal pain and men-
tally clear but only slightly improved in motor
function. Facial strength had improved. She could

close her eyes and smile a bit, raise the head off

the bed and move the shoulders. Limb strength

was better and there was some voluntary motion
of the toes. At this time, 24-hour porphobilinogen

(PBG) excretion was 81 mg./24 hrs. (normal
less than 1 mg./24 hrs.) by the method of Man-
zerall and Granick.2 At this point the diagnosis

was made.

From March 6 to 16, 24-hour urines were col-

lected for PBG and ALA determinations and
amino acid analysis. On March 24, pyridoxine was
started (400 mg/day in divided doses) and con-

tinued throughout the remainder of her hospitali-

zation except from April 18 to May 8, when it was
temporarily discontinued.

The urinary PBG and ALA fell (by 75 per

cent) during pyridoxine therapy. On urinary amino
analysis, an elevated cystathionine level disap-

peared during therapy, suggesting pyridoxine de-

ficiency. Glycine and serine blood levels after

25 gram oral glycine load showed a normal rise,

and 6 hour urinary PBG and ALA determinations

were unchanged. She was placed on a compre-
hensive rehabilitation program in the 10th week
(March, 1967) and she was transferred to the

intensive rehabilitation ward.

In July 1967, five month after the peak of

weakness, there was daily steady neurological

improvement while receiving therapy. Her muscle

mass increased and there was only moderate weak-
ness in the wrists, fingers, ankles and toes, with

mild weakness in the hips. She was completely

independent, using a support on the right wrist.

Platform crutches and bilateral short leg braces

were no longer needed. She was discharged in

August 1967, completely recovered except for some
residual hand weakness which subsequently im-

proved. A persistent anemia with hemoglobin of

9.0 gm. per cent and an eosinophilia of 25 per cent

remained unexplained.
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Three siblings were available for testing by

the Pennsylvania Health Department and their

Watson Schwartz Tests were reported negative.

Discussion

Acute intermittent porphyria is such a

rare inborn error of metabolism that large

New York City Medical Centers recognize

less than one case each year.^ In the case

presented, the disease was unrecognized dur-

ing six weeks in the hospital until nearly

all the manifestations of the disease had

finally appeared while she was taking bar-

biturates and when a respirator was required

for ventilation. This review of the varied

presentations, course, precipitating factors

and biochemical defects may be useful and

lead to earlier diagnosis of these cases. There

have been several recent reviews.^-'*
*®

Though inherited as an autosomal domi-

nant, the disease is often latent and asymp-

tomatic. It has presented as early as the age

of 8 months as a neuropathy or as late as the

sixth decade.^ Three major groups of mani-

festations are recognized: gastrointestinal,

neurological, and mental. There is also a

miscellaneous group which includes tachy-

cardia, hypertension and inappropriate anti-

diuretic hormone excretion.®

Abdominal pain is the most common prob-

lem, as noted in 85-90 per cent of two series,'*
®

and may be associated with fever, leukocy-

tosis and abdominal tenderness. Surgery had

been performed in 22 per cent of Walden-

strom’s series® Vomiting occurred in more

than half the cases. Both constipation and

diarrhea has been noted. Since gonococcus

was cultured from the cervix of our patient,

and because of the response to antibiotics, it

seems likely that pelvic inflammatory disease

played a role in causing the symptoms of an

acute abdomen and endocarditis and it may
have precipitated the porphyric crisis. This

experience illustrates that not all abdominal

pain in acute intermittent porphyria is due

to porphyria itself.

Paresis, muscle pain, sensory loss, con-

vulsions, transient amaurosis and diplopia

have been all listed as neurologic manifesta-

tions. A peripheral neuropathy causes paresis

and sensory loss. It may appear exclusively

motor and simulate the Guillain-Barre Syn-

drome. This aspect helped lead to the diag-

nosis of our case. She had also had musculo-

skeletal plans and amaurosis just before ad-

mission.

This patient had all the mental symptoms
of delirium, hysteria, depression and psy-

chosis described in acute intermittent por-

phyria. One-fourth of the patients with symp-
tomatic porphyria have these symptoms. Un-
fortunately, the hysterical features of our

patient obscured the diagnosis of neuropathy

for more than a week, until it had advanced

to the point that she obviously needed care

by respirator In most fatal cases, death is

due to paralysis (24 per cent of Goldberg’s

50 cases.) ^ If the diagnosis had been made
earlier in our case, the barbiturates might

have been stopped and advance of the neu-

ropathy might have ceased as well.

The course of the disease is also variable.

Some patients have mild episodes of abdom-
inal pain, at times associated with the menses.

Others have sudden crippling attacks of

paralysis which, if survived, may require

long periods of time for recovery. Recovery

was the general rule but some patients re-

quired four to five years in Goldberg’s series.'*

Oral contraceptives have been used to

ameliorate porphyria symptoms at the time

of the menses,® and have increased urinary

PBG and ALA excretion.*® Reports suggest

that acute attacks may be precipitated dur-

ing pregnancy with considerable risk to the

mother.*'**'*^*® In the infant there may be

asymptomatic “passive porphyria,” with ele-

vated urine PBG and ALA levels for 24 hours

after delivery.**

Of precipitants, barbiturates seem to be

the most outstanding and tend to worsen the

course of the porphyric attack as well. Griseo-

fulvin, sulfonamides, alcohol, infection, and

surgery are also said to provoke attacks.

Treatment for acute attacks remains sup-

portive. Tracheostomy and artificial respira-

tion may be required. Hydantoins can be used

for seizures, phenothiazines for psychiatric

problems, and meperidine for pain Steroids,

chelating agents and chlorpromazine have

been offered as specific remedies, but their

efficacy remains in question.
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That pyridoxine might be tried as a thera-

peutic agent was suggested by Elder and

Mengel.*® They studied xanthurenic acid ex-

cretion after an oral tryptophan load in an

asymptomatic patient with known acute in-

termitten porphyria. An abnormal response

suggested pyridoxine deficiency. After the

administration of Deoxypyridoxine there was

further evidence of pyridoxine deficiency and

both ALA and PEG excretion decreased. The

administration of pyridoxine had the oppo-

site effect. Since pyridoxal-phosphate is the

co-enzyme for both the production of ALA
from glycine and Succinyl co-enzyme A and

the further metabolism of xanthurenic acid

formed from tryptophan, these observations

might be expected if pyridoxine were lacking.

In one patient with acute intermittent

porphyria, Perlroth et al.,* as reported earlier

by Tschudy*® found a striking increase of

hepatic ALA synthetase activity. It is sug-

gested that this is due to over production of

this enzyme. Elder and Mengel postulated

that the increased enzyme activity in some
way makes pyridoxal-phosphate unavailable

to other enzymes causing relative deficiency

of pyridoxine.^®

Unlike Elder and Mengel’s patient, our

patient’s 24-hour urinary ALA and PEG
did not rise during pyridoxine administration

of 400 mg./day for three weeks. In quanti-

tative urinary amino acid analysis there was
consistently elevated urinary excretion of

cystathionine before pyridoxme administra-

tion which returned to normal 5, 18, and 23

days after the start of pyridoxine therapy.

Since cystathionase required pyridoxal-phos-

phate to produce homoerine and cysteine

from cystathionine, the increased urinary

cystathionine excretion would support Elder

and Mengel’s hypothesis that pyridoxine is

deficient in AIP. Indeed the effects of pyri-

doxine deficiency on the central nervous sys-

tem are similar to those of porphyria. Scriver

described an 18-month-old child with seiz-

ures, whose pyridoxine requirements were
10 times normal; urinary xanthurenic acid

and cystathionine were elevated and de-

creased after pyridoxine administration.^^

Cystathioniuria has also been reported in

pyridoxine deficient rats.*®

Peculiar to acute intermittent porphyria,

in contrast to congenital porphyria and por-

phyria cutanea tanda, is the great over pro-

duction of the porphyric precursors, ALA and
PEG.® The Watson Schwartz test for PEG
is a simple qualitative test and is usually

positive during the acute attack, though it

may become negative later.*® Glycine loading

may be useful in the absence of the acute

attack.

Rehabilitation involves two main prin-

ciples: the management of the primary dis-

ability and the prevention of secondary dis-

ability. Primary disability is defined as that

inherent in the disease process and in our case

resulted from loss of contractibility and the

loss of the ability to sustain prolonged activ-

ity. Early in the course of the illness passive

and assistive exercises are required and, as

reinnervation occurs, active exercises against

graded resistance for each muscle are pre-

scribed. As the muscle regains its strength,

the resistance is progressively increased.

When the patient is ambulatory, recondition-

ing exercises of standing and walking are

useful to increase endurance, being careful to

protect weak muscles from overuse through

supportive devices (braces, splints, etc.)

Secondary disability is defined as that

resulting from deficiencies of management
and results from such factors as over-

sights on the part of the managing physician,

lack of supporting services and physical

weakness or lack of motivation on the part

of the patient. Included in this category are

decubiti, (prevented by proper nursing care),

disuse atrophy of bone and muscle, and joint

contractures (prevented by passive, assistive,

and resistive exercises and standing on tilt

table), and weakening of muscles through

overuse (prevented by protection of weak

muscles with devices such as braces, splints,

and electric wheel chair)

Serial electrodiagnostic tests are useful in

following the course of the disease and have

prognostic value. Serial muscle tests should

also be performed and should correlate with

electrodiagnostic findings. Contractures and

residual weakness may require appropriate

surgery.
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Since patient care in rehabilitation con-

cerns the understanding of behavioral com-

ponents and environmental factors, psycho-

logical testing should be performed and a

social survey conducted to include location

of potentially involved family members who
should be screened and counseled on the

nature of the disease. We provided our pa-

tient with a card to carry for emergencies

indicating the diagnosis and the drugs, chem-

icals and precipitating factors to be avoided.

Vocational counseling and retraining may be

indicated if recovery is incomplete or if there

are environmental precipitants in the pa-

tient’s usual work. •
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Metastatic plasma cell myeloma in testis*

Report of a case and review of the literature

Stanley Weitzner, MD, Albuquerque, N. M.

Extraosseous lesions in multiple mye-
loma, other than the paravertebral tissues,

have been reported in 11 to 73 per cent* ® of

cases and are encountered primarily in the

liver, spleen, and lymph nodes. The testis

is infrequently involved in multiple myeloma.

Hayes et al.,® found myelomatous involve-

ment of the testis in five of the 182 cases of

multiple myeloma with visceral lesions re-

ported through 1950. In several series of mul-

tiple myeloma, the incidence of testicular in-

filtration varied from none in 57'* to from 1

in 86 to 1 in 30®-®® cases respectively.

Fourteen cases of multiple myeloma with

testicular involvement have been noted in

the literature.®’®'** The age of 10 of the pa-

tients was available; 5 each were in the

sixth®’®’**’*® and seventh®’**’*^’** decades. Four

of the patients underwent orchiectomy for a

testicular mass, which proved to be a plasma

cell myeloma, although the diagnosis of mul-

tiple myeloma was previously established in

three**’*® and considered in the fourth.® The

other 10 were discovered at postmortem

examination. The myelomatous process was

nodular in 8 patients,®’’''®’**’*® microscopic in

5 5,10,12.14 inadequately described in 2.®-**

The size of the myelomatous tumor, when
recorded, varied from 0.6 cm. to 6.2 cm. in

greatest dimension. There was bilateral tes-

ticular involvement in 5 cases. ®’®’**’*^’**

A review of the autopsy files of the Veter-

ans Administration Hospital, Albuquerque,

New Mexico, disclosed visceral lesions in 5

*From the Department of Pathology, Veterans Administra-
tion Hospital, and University of New Mexico, School of
Medicine, Albuquerque, New Mexico.

of the 18 patients with multiple myeloma
(Table 1). An 81-year-old man, the oldest

patient to date with metastatic plasma cell

myeloma in the testis is presented.

TABLE 1

DISTRIBUTION OF DISTANT EXTRAOSSEOUS
LESIONS FOUND IN 5 OF 18 CASES OF

MULTIPLE MYELOMA

SITE
Lymph Nodes

Liver

Spleen

Kidney

Pancreas

Prostate

Testis

NUMBER OF
PATIENTS

3

2

2

2

1

1

CASE REPORT
An 81-year-old man was hospitalized for weak-

ness, exhaustion, loss of appetite and weight, and
anemia. Physical examination disclosed a pale,

chronically ill, elderly white man with tempera-
ture 99.4°, much purulent expectoration, bilateral

rhonchi, a grade 2 apical systolic murmur and
moderate pedal edema. The pertinent clinical

laboratory data were as follows: Hb 8.1 gm; Hct
26 per cent; WBC 11,800; 80 neutrophils, 4 bands,

12 lymphocytes, 3 monocytes, and 1 eosinophil;

1 nucleated erythrocyte per 100 white cells; aniso-

cytosis and hypochromia; corrected sedimentation

rate 24 mm; urine albumin 3 +
;
total protein 7.9

gm per cent; albumin 3.4 gm per cent; globulin

4.5 gm per cent. The BUN was 26 mg per cent on

admission and 83 mg per cent five days later.

Sputum cultures revealed staphylococcus, coagu-

lase positive. Chest roentgenograms were inter-

preted as pneumonitis of the right middle and
lower lobes. The patient was treated sympto-

matically. He responded poorly to various anti-

biotics, deteriorated rapidly and expired on the

eleventh hospital day.

48 Rocky Mountain Medical Journal



Fig. 1. Hemisection of right testis showing well-

circumscribed metastatic myeloma beneath tunica

albuginea (arrow).

Fig. 2. Atrophic seminiferous tubule within a sea

of moderately well differentiated myeloma cells

(H & E X 51.2).

Fig. 3. Higher power showing details of myeloma
cells ( H & E X 204).

The major findings at autopsy were multiple

myeloma with involvement of vertebrae (diffuse)

and skull; secondary myeloma in right testis and
pancreas; broncho-pneumonia, bilateral, with ab-
scess formation in left lower lobe, and pulmonary
emphysema.
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The tumor nodule in the right testis was well-

circumscribed, gray and measured 0.9 cm. in dia-

meter (Fig. 1). Miscroscopically, the neoplasm
consisted of moderately-well differentiated mye-
loma cells, having eccentric nuclei often with a

cart wheel chromatin arrangement and a peri-

nuclear halo. The myeloma cells widely separated

and compressed the seminiferous tubules at the

periphery of the nodule (Figs. 2 and 3).

Comment

The patient presented was somewhat un-

usual because of his advanced age and the

metastatic lesion in the testis. Multiple mye-
loma occurs most often in the 50 to 70 year

age group and more often in men than

women. In Carson et al’s., series^ of 90 pa-

tients with plasma cell myeloma, three were

80 years or older. Only one of the 86 patients

in Geschickter and Copeland’s series® of

multiple myeloma was 80 years of age. It is

beyond the scope of this paper to discuss the

symptomatology of multiple myeloma. How-
ever, weakness, weight loss, fatiguability and

anemia, as in this patient, are common in

multiple myeloma® and warrant thorough in-

vestigation with this malignancy in mind.

The myeloma cell is derived from the

primitive reticular cell.*® Extramedullary le-

sions in multiple myeloma occur often in the
liver, spleen, and lymph nodes, organs rich

in reticulo-endothelial elements, but on oc-

casion may be encountered in any of the body
tissues.®"® Whether plasma cell myelomatosis

represents a malignant process of the entire

reticulo-endothelial system with the inde-

pendent development of lesions in the various

hematopoietic organs or if it is a multi-

centric or diffuse process of the bone marrow,
which eventually spreads to the liver, spleen,

and lymph nodes, is debatable. In any event,

the myelomatous deposits occurring in organs

with meager reticulo-endothelial elements,

such as the testis, are most probably the re-

sult of metastasis rather than indigenously

formed foci of myeloma cells.

Summary

A metastatic nodule of plasma cell mye-

loma in the testis is reported in an 81-year-old

man with multiple myeloma. The available

data of the 14 other cases of secondary plasma

cell myeloma in the testis are reviewed. The

distribution of the visceral lesions found in

5 of 18 autopsied cases of multiple myeloma

is noted. •
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Atrial fibrillation with transient

complete A-V block in myocardial

infarction*

Jochen Thormann, MD, Walclemar J. Wajszczuk, MD, Richard R. Pyle, MD,

Albuquerque, New Mexico

Constant monitoring during the first

few days after an acute myocardial

infarction is a lifesaving procedure.

The generally accepted method of moni-

1 toring acute myocardial infarctions in the

I

first 48 to 72 hours is not only a lifesaving

procedure but can also be an excellent teach-

ing device for the understanding of cardiac

arrhythmias. So crucial is their accurate rec-

ognition and so exciting is their development,

especially since it often covers hours or even

only minutes, that we should like to briefly

record such a clinical situation.

CASE REPORT
A 60-year-old woman without any past history

of anginal pain was admitted to Bataan Memorial
Methodist Hospital on June 25, 1968, with acute
and severe chest pain which started at 5 o’clock in

the morning of the day of admission. The first

electrocardiogram taken on admission about 7

o’clock in the morning, revealed a second degree
A-V block (Fig. 1).

At that time her heart rate was 58 per minute.
QRS and ST-T segment alterations were sugges-
tive of an acute inferior myocardial infarction. The
patient was admitted to the Intensive Care Unit
and subsequent clinical observation and serial

electrocardiograms confirmed the diagnosis of an
acute myocardial infarction. Her effective heart
rate on admission was 44 beats per minute. She
was given 1.0 mg. of Atropine I.V., following

‘From the Section of Cardiology, Lovelace Clinic.

for September 1969

which there was an improvement in her heart

rate which remained for a short time at 80 beats

per minute.

The next rhythm strip (Fig. 2) taken at 10:55

the same morning revealed atrial fibrillation with

complete block with a junctional or high ventricu-

lar focus.

V2

Fig. 1. An electrocardiogram, taken at 7:00 a.m.

on day of admission, showed 2nd degree A-V
block. Shown here in lead V,. The rate varied

from 55 to 75 per minute. The QRS and ST-T
changes suggested inferior myocardial infarction

in the complete EKG.
MONITOR LEAD (double standard)

Fig. 2. An electrocardiogram, taken at 10:55 a.m.

almost 4 hours after admission, revealed atrial

fibrillation with complete A-V block with junc-

tional or high ventricular focus. The rate was 55

per minute.
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MONITOR LEAD (double standard)

Fig. 3. Another rhythm strip taken at 11:15 a.m.

with a variable rate of 46 to 60 per minute, showed

atrial fibrillation with intermittent complete A-V
block.

MONITOR LEAD (double standard)

Fig. 4. Lead 1 taken at 1:00 p.m. revealed sinus

mechanisms with second degree A-V block, Mobitz

Type 11 with 2:1 response.

MONITOR LEAD (double standard)

Fig. 5. Monitor lead showed complete A-V block

with a rate of 49 per minute.

Another rhythm strip (Fig. 3) taken at 11:15

a.m., revealed what appeared to be atrial fibrilla-

tion, but this time with intermittent complete

A-V block. Her heart rate then was between 46

and 60 beats per minute, variable. It was observed

at 1:00 p.m. that without any further specific

treatment, the patient’s heart spontaneously re-

verted to a sinus mechanism, with second degree

A-V block, Mobitz Type II with 2:1 response (Fig.

4).

During the following period of observation,

the patient again demonstrated complete A-V
block at a rate of 49 per minute (Fig. 5) without

immediate perfusion problems. She was treated

with an external pervenous pacemaker, fixed rate

type, pacing 1:1 at a rate of 70 per minute (Fig.

6). The pacemaker was left in place for one week,

and removed permanently after a trial of inter-

mittent disconnection had shown a stable sinus-

rhythm at a rate of 70 per minute (Fig. 7). Fur-

ther good and prorhpt recovery followed.

The purpose of this short report is to demon-

LEAD V3 R

Fig. 6. Lead V.R revealed pacing 1:1 by external

pervenous pacemaker at a rate of 70 per minute.

LEAD n

Fig. 7. Lead 2 taken after disconnection of the

pacemaker showed sinus rhythm with a rate of 70

per minute.

strate an occasional occurrence of atrial fibrilla-

tion combined with complete A-V block, develop-

ing as a complication of an acute inferior myo-
cardial infarction. The anatomic basis for this has

been pointed out by James'. According to his

studies, atrial fibrillation is a consequence of right

coronary artery obstruction proximal to the take

off of the sinus node artery as well as that sup-

plying the A-V node. The very same pathologic

anatomic constellation leads to inferior wall in-

farction with A-V block. Atrial fibrillation alone

is a complication of acute myocardial infarction

almost as frequently as ectopic contractions, and
A-V block alone complicates all myocardial in-

farctions in up to ten per cent of cases. A com-
bination of both atrial fibrillation and complete

A-V block then is an event logically to be postu-

lated, but not too frequently documented; one
example of this is given by Friedberg^.

We also wish to point out that such electro-

cardiogram changes could be easily missed be-

cause of their transient character if constant

monitoring for acute myocardial infarction is not

available. The therapeutic implications are quite

obvious, since complications like A-V block or

ectopic activities, if recurrent or persistent and
untreated, may well lead to sudden death. The
lifesaving role of external pacemakers and of

antiarrhythmic drugs is proven sufficiently and
they surely are basic requirements of a modern
hospital. •

REFERENCES
1 James, T. N. : Arrhythmias and Conduction Disturbances in Acute Myocardial Infarction.

Amer. Heart J. 66:416-426, 1962.

2 Friedberg, C. K. ; Diseases of the Heart, 3rd ed. Philadelphia, W. B. Saunders, 1966, p. 847.

52 Rocky Mountain Medical Journal



I

I

I

vacation in

I

avial:

the spasm

reactors

j

in your practice

deserve

“theTkinnatalT^ecf
each tablet, capsule or each Donnatal each

5 cc. of elixir (23% alcohol) No. 2 Extentab®

I hyoscyamine sulfate 0.1037 mg.

||

atropine sulfate 0.0194 mg.
hyoscine hydrobromide 0.0065 mg.
phenobarbital (% gr.) 16.2 mg.
(Warning : may be habit forming)

0.1037 mg. 0.3111 mg.
0.0194 mg. 0.0582 mg.

0.0065 mg. 0.0195 mg.

(V2 gr.) 32.4 mg. (% gr.) 48.6 mg.

Brief Summary. Blurring of vision, dry mouth, diffi-

cult urination, and flushing or dryness of the skin may
occur on higher dosage levels, rarely on usual dosage.

Administer with caution to patients with incipient

glaucoma or urinary bladder neck obstruction. Contra-
indicated in acute glaucoma, advanced renal or hepatic

disease or a hypersensitivity to any of the ingredients.

AH'[^OBINSA. H. ROBINS COMPANY, RICHMOND, VIRGINIA 23220



illjmfjr

290 tangerines
or30Allbee'with6.
Your patient would have to peel and eat 290 tangerines a month,
almost 10 every day, to get as much Vitamin C as is contained in just

one bottle of 30 Allbee with C capsules (taken one capsule daily)

.

In addition, each capsule provides full therapeutic amounts of the

B-complex vitamins. For example, as much niacin as 2 pounds of sirloin

steak. This handy bottle of 30 Allbee with C capsules gives your patient

a month’s supply at a very reasonable cost. Also the economy size of

100. Available at pharmacies on your prescription or recommendation.

A.H. Robins Company, Richmond,Va. 23220

30 Capsules

AllbeewithC
Each capsule Contains:

Thiamine mono-
nitrate (Vit. B,) 15 mg

Riboflavin (Vit. Bj) 10 mg
Pyridoxine hydro-

chloride (Vit. Be) 5 mg
Niacinamide 50 mg
Calcium pantothenate 10 mg

• Ascorbic acid (Vit. C) 300 mg



MEDICAL CONFERENCE
from the

UNIVERSITY OF NEW MEXICO
SCHOOL OF MEDICINE

Hypergammaglobulinemia
in a young woman

PRESE!\TED BY : Donald K. Lewis, MD, Intern, Department of Medicine

DISCUSSED BY : Ralph C. Williams. Jr. MD, Professor and Chairman,

Department of Medicine

Dr. Lewis:

This was the seventh admission to the

Bernalillo County Hospital for a 23-year-old

negro female with chief complaints of fever

and chills for several days. She had had
similar symptoms five weeks prior to admis-

sion and was treated at another hospital. A
diagnosis of pneumonia was made, and she

received intramuscular and oral Penicillin.

She continued the oral Penicillin intermit-

tently until a week before the present ad-

mission.

Review of systems recorded intermittent

joint pain in her hands and left foot for sev-

eral years especially in cold weather. She had
not noticed swelling or tenderness. She has

also had several episodes of bilateral inguinal

area swelling and tenderness without sup-

puration in the past two years. There was no

•Prepared by William S. Curran, M.D., Assistant Scientific
Editor for New Mexico. Albuquerque, New Mexico, May 8
1969.

excessive menstrutation or abnormal bleed-

ing. She ate very little meat In 1965 she came
to the hospital with right upper quadrant

pain and a day later went into shock and
had a respiratory arrest. A tentative diagnosis

of pancreatitis was made because of an ele-

vated serum amylase. LE preparations were
negative, as were x-rays of the GI tract.

An anemia had been present and had been
attributed to iron deficiency.

On physical examination she had normal
blood pressure, but her temperature was 102°,

her respirations 20 and her pulse 110. She
was nervous, dehydrated and in obvious res-

piratory distress. She had posterior basilar

lung rales only after hydration. The chest

x-ray showed infiltration in both lower lobes

and pneumococci were found in sputum cul-

ture. There was a minimal white vaginal dis-

charge. Vaginal culture disclosed both pneu-

mococci and gonococci. Hemoglobin was 10
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Gms per cent, Hematocrit 34 per cent, white

blood count 10,600 with 70 per cent polys.

Serum electrophoresis during this admission

showed a marked hyper-y-globulinemia. The

elevation of y-globulins was broad and no

indication of monoclonal banding was pres-

ent.

Glossary of Terms
yc. Ya, andyM are the three majo.r molecular forms

of immunoglobulin. D and E are also discrete or separate
immunoglobulins which constitute a minority (cl per
cent) of serum immune globulins.

Monoclonal immunoglobulins are molecules of Tg,
yA. yM, yn, otVe which exist as sharply defined elec-

trophoretic bands on conventional electrophoretic separa-
tion. Presumably they represent uniform products of single

or similar clones of antibody-forming cells.

Polyclonal increases of immunoglobulins represent elec-

trophoretically heterogeneous or broad elevations and
thereby products of multiple species or clones of antibody
forming cells.

Dr. Williams:

As we have seen in the paper electro-

phoretic strip (Fig. 1.), this patient repre-

sents an extremely interesting phenomenon,
namely, an electrophoretic pattern with more
y-globulin in it than albumin. She has a tre-

mendous elevation of y-globulins. The peak

itself is electrophoretically fairly diffuse and
broad—what Dr. Waldenstrom has called a

polyclonal increase in immunoglobulin.^’^You

have already heard that she had a history of

previous, nearly fatal shock with elevation

Fig. 1. Two representative cellulose acetate serum
electrophoretic separations are shown. The point

of application of the sample is indicated by the

arrow. Albumin moves far to the left and the

y-globulins to the right of the origin or applica-

tion. The upper pattern is one showing a very
sharply defined monoclonal immunoglobulin (M);
the lower pattern is the electrophoretic pattern of
our patient under discussion. Here a tremendous
but heterogeneous or polyclonal y-globulin zone
is seen (G).

of serum amylase presumably due to pan-

creatitis. When I interviewed her today she

said that most of the time she feels sick. Re-
cently she had an episode of cough and res-

piratory distress, and cultures of the sputum
and blood were positive for pneumococci.

This certainly suggests an impaired immune
mechanism.

This young woman of 23 represents a prob-

lem in the differential diagnosis of polyclonal

gammopathy Such a diffuse increase of y-

globulin in a young adult does of course im-

mediately suggest the possibility of systemic

lupus erythematosus or one of the other

connective tissue diseases. Three LE tests

have been negative, and the urinary sediment

has been normal. Sarcoidosis can also pro-

duce a clinical picture of this type. The third

most common cause of this picture would be

Sjogren’s syndrome or one of its variants.

I would like to spend some time pointing

out the laboratory evidence for and against

some of these diagnoses. The patient still

has an elevated serum creatinine and a de-

creased creatinine clearance. Her urine pH
was around 5 at a time when she was given an

acid load. This ability to excrete an acid

urine would be against renal tubular acidosis.

She was given an acid load on the basis of

some recent work by Dr. Fudenberg in San
Francisco who studied a large number of pa-

tients with hyper-y-globulinemia of marked
degree and found that many had subclinical

renal tubular acidosis.^ These patients, of

course, would show alkaline urinary pH
when given an acid load or on ordinary

urinalysis. As already mentioned this patient

did not have this type of picture, and an x-ray

film of her abdomen shows no intrarenal cal-

cification, another feature of diagnostic help

in the diagnosis of renal tubular acidosis.^

Since we cannot make a specific diagnosis

in this young woman, I would like to use her

problem as a basis for a discussion of some
of the newer concepts about hyper-y-globuli-

nemia We tested her serum in a number of

electrophoretic systems. The old paper meth-

od often makes it difficult to tell polyclonal

from monoclonal gammopathy. The reason

for this is that it takes a long time for the

electrophoresis to occur on paper (i.e., over-
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night) so that a certain amount of lateral dif-

fusion occurs. The cellulose acetate electro-

phoresis is a rapid method which takes only

20 minutes. It is also inexpensive. When we
use this method, the differentiation between

monoclonal and polyclonal immunoglobulin

bands is quite sharp, and indeed it was clear

that our patient this morning had a definite

polyclonal increase in y-globulin (Fig. 1). Un-

fortunately this is still not definitive because

confusion can occur in some patients who
have yA multiple myeloma where the in-

crease in yA globulin is diffuse. When some

patients have marked increases in serum yA,

the immunoglobulin molecules which are in-

creased in the serum may be different poly-

meric forms of yA. Immunoglobulin A can

form disulfide dimers or trimers or polymers

which exist as 7S, 9S, IIS or 15S components.

All of these yA molecules might be produced

by one clone of cells as different polymeric

forms These different polymeric forms may
in some instances not produce a sharply de-

fined electrophoretic spike. The practical

point here is that this patient has quantita-

tively normal levels of yA. Sometimes the

diagnosis of yA myeloma is difficult if one

relies only on the appearance of the serum
electrophoretic pattern. Indeed we recently

encountered a patient, another young woman,
who had 40 per cent plasma cells in the mar-
row, lytic bone lesions and an electrophoretic

broad elevation of immunoglobulin similar

to the present patient.

We are reasonably sure from the pattern

on Immunoelectrophoresis that the majority

of our present patient’s gamma globulin in-

crease in polyclonal yG. In the analytical ul-

tracentrifuge there was a tremendous increase

of so-called intermediate complexes (11-

16S).®’® What is the relationship between these

I

complexes and so-called connective tissue dis-

eases? Altough many physicians have the

notion that the ultracentrifuge is a selective

and discriminating instrument, for ordinary

examinations of interesting patients, such as

the one we have just seen, immunoelectro-

phoresis is much faster and cheaper. In this

type of patient, ultracentrifugal analysis will

make it clear what molecular forms of serum
proteins are present. This photograph after

48 minutes of ultracentrifugation shows that

instead of descending to the baseline as would
occur in a normal serum sample, a tremen-

dous abnormal shoulder of material appears

(Fig. 2). This indicates that there is a huge
number of serum protein complexes which
have an intermediate molecular weight be-

tween 7S and 19S and are extremely hetero-

genous. These are the so-called intermediate

complexes discussed by several authors,^®

and our patient has as many in her serum as

I have ever seen. Thus the analytical ultra-

centrifuge is particularly useful for the def-

inition of intermediate complexes in serum
protein analysis The ultracentrifuge has also

been used to define the complex which exists

Fig. 2. This ultracentrifugal pattern was obtained

after 4P. minutes of centrifugation at 59,780 using

a double sector cell. The direction of sedimentation

is from right to left. The upper pattern (A) is that

noted 'uhth a normal reference serum. In this in-

stance the 19S material has proceeded almost to

the bottom (left) of the cell. By contrast the pat-

tern shown below (B) representing our patient’s

serum shows a tremendous peak of intermediate

comple.ves (IC) of 11-16S.
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between rheumatoid factor and its antigen/

the patient’s own y-giobulin. We can see these

two peaks in our patient, one corresponding

to the 19S material which would be alpha 2

macroglobulin and 19S y-globulin and the

other 22S, the complex between the 19S

rheumatoid factor and its antigen, the pa-

tient’s own y-globulin. This type of complex

is of course of great interest although so far

we have no direct evidence that the complex

produces the rheumatoid arthritis lesion in

patients. The rheumatoid factor-y-globulin

complex does not ordinarily fix complement.

This may actually prevent the production of

rheumatoid lesions because complement in

the body is closely related to all types of

damage, lysis, perforations in various mem-
branes and tissue destruction.

What is the meaning of the tremendous

hypertrophy of intermediate complexes in

our patient? She has approximately one-third

of her serum proteins existing in these ab-

normal molecular forms. The intermediate

complexes were first described by Kunkel,

et al.,^ eight years ago. By a series of in-

genious experiments, it was shown that the

intermediate complexes were actually an in-

teresting combination of 7S rheumatoid fac-

tors with the patient’s own y-globulin.®’® That

is, the patient had somehow made 7S rheu-

matoid factors against her own 7S y-glob-

ulin which then existed as circulating

complexes. The size of these complexes

is usually between 9 and 15S and they are

small enough so that they might lodge in

capillaries and, by mechanisms that we do

not yet understand, cause damage there. That
is to say, they are considerably bigger than

the majority of the other serum proteins.

Most of the patients whom I have encoun-

tered with such an increase of intermediate

complexes anywhere near the amount dem-

onstrated in this patient have had some type

of pulmonary problem. One had severe pul-

monary hypertension and died unexpectedly

at home. Another had thyroiditis and recur-

rent pneumonias. Perhaps the basilar infil-

trates which this patient shows on x-ray

might be somehow related to the intermedi-

ate complexes, plus superimposed pneumo-
coccal infection.

We might mention some of the other types
of complexes which are exciting rheuma-
tologists, immunologists and transplanters.

These are the complexes which presumably
occur between antigen and antibody with
resulting damage to the kidney. In Dixon’s

Harvey Lecture,® two years ago, there is a

beautiful resume of this subject. As you
know, rheumatologists have for some time
been interested in antinuclear antibodies.

These exist in all three major immunoglob-
ulin classes, yG, yA and yM. If they are pres-

ent in very high titre, a diagnosis of systemic

lupus erythematosus, or other connective

tissue disorders is entertained. Some yedrs

ago Dr. Kaplan’s group in Cleveland began
collecting kidneys from patients who died

from systemic lupus erythematosus. More re-

cently with a technic of isolation of individual

glomeruli, these workers began a series of

experiments in which the antigen-antibody

complexes were dissociated from tissue using

an acid buffer technic. These eluates from
lupus glomeruli produced pure antinuclear

antibody.® This was an exciting direct demon-
stration that antigen-antibody complexes did

exist in the lupus kidney and were probably

intimately associated with the glomerular

lesions.

One other type of complex that has been

receiving a good deal of attention recently

is one that is found in patients who have

mixed cryoglobulinemia. There are three ma-
jor types of cryoglobulins, two of which oc-

cur in individuals who have multiple mye-
loma or yM Waldenstrom’s proteins.^® These

are monoclonal proteins of yG or yM type

that precipitate out in the cold. They are

clinically important because they may pro-

duce marked bleeding, purpura, or ischemic

symptoms when the patient is exposed to the

cold. We have been particularly interested

in cryoglobulins composed of 19S rheuma-

toid factor and the patient’s own 7S y-globu-

lin. Individuals showing these mixed 7S-19S

cryoglobulins may be very similar to our pa-

tient, yet we have no clear-cut evidence that

the complexes damage tissue.^^

One association that may be helpful in

explaining the pathogenesis of tissue lesions

in cryoglobulinemia is the connection be-

tween cryoglobulins, the complement system.
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and blood coagulation. It is amazing how
often cryoglobulins are found when one starts

looking for them. A recent report indicated

that a large proportion of the children seen

in a Cleveland Pediatric Center with acute

nephritis had detectable cryoglobulins.*^

These were composed of 7S yG and comple-

ment components. There was some presump-

tive evidence that they might be dealing with

an immune complex, but the antigen could

not be identified Similar interesting work is

in progress in the study of lupus. It is con-

ceivable that in our patient this morning the

7S yG complexes in such a way that the

antigen part of the complex is some material

we cannot yet identify—DNA, or something

completely different.

QUESTION: What has happened to the

idea that antigen-antibody complexes may
be phagocytosed by cells and cause damage

that way?

ANSWER: This is still a possibility; name-

ly that complexes are not damaging until

they are phagocytosed. However, it has not

been proven.

QUESTION : What happens if you im-

munize a patient like this with some standard

antigens?

ANSWER: We did try to immunize a pa-

tient with intermediate complexes. The com-

plexes increased tremendously, and we could

not detect any specific antibodies. From this

work it is not clear whether we are helping

the patient when we do this or hurting him.

It is conceivable that the complexes protect

the patient from other more toxic materials.

QUESTION : In view of what you have dis-

cussed, it is possible that complexes may be

in the kidney. Would a biopsy be justified?

ANSWER: This is a good practical point.

The house staff and I discussed kidney biopsy

on this patient. Ideally, it would be important

to do this with a view of the possibility of

using immunosuppressive therapy with Imu-
ran or some similar agent. The unfortunate as-

pect of this type of therapy is the lack of a

good controlled study

QUESTION: What is the relationship be-

tween intermediate complexes and the older

disease entity, hyper-y-globulinemic pur-

pura?

ANSWER: Hyper-y-globulinemic purpura,

as far as I am concerned, is a difficult clinical

syndrome to define because these patients

have no typical common features. I don’t

believe anyone knows why some people get

purpura and some do not. Dr. John Vaughan
in Rochester, New York has recently studied

a large group of patients with hyper-y-glob-

ulinemic purpura and he tells me that many
of these individuals have marked elevations

of intermediate complexes in the serum.*® •
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Pseudocyst of the ureter

A case following trauma

Ace Gibson Powers, MD, Albuquerque, New Mexico and

Bernard L. Harden, MD, Oakland, California

The ureter is a rather small muscular or-

gan located in the retroperitoneal space, and

protected by many other organ systems.

Injury to it is uncommon. LeComte stated

that no gunshot wounds of the ureter oc-

curred during the American Civil War. There

were none reported among the American

Expeditionary Forces during World War I.

Robins, et al
,
in their review of injuries of

the urinary tract in Europe during World
War II reported 25 wounds of the ureter. In

18 of these the diagnosis was made after

urinary fistula developed. The incidence of

reported ureteral injury has increased greatly

in the more recent wars.

Early symptoms in ureteral injuries may
be minimal. Accompanying injuries tend to

mask and overshadow these symptoms.^ Ini-

tial urine examinations may reveal gross or

microscopic hematuria. Blood may not be

present in subsequent urine examinations.^

Intravenous pyelograms should show extra-

vasation. Rarely a retrograde pyelogram or

bulb pyelogram may be needed to confirm

the diagnosis.

The principles of early treatment are the

same as in all injuries of the urinary tract:

(1) Drainage of extravasated urine, (2) Di-

version of the urinary stream, (3) Hemostasis,

and (4) Repair of the injured area.

Frequently injuries of the ureter are rec-

ognized only after complications appear.

Complications are as follows: (1) Fistula for-

mation uretero-vaginal, uretero-colic (en-

teric-rectal), uretero-peritoneal,® and uretero-

cutaneous; (2) Stricture with hydronephrosis

or pyelonephrotic atrophy, or both; (3) Ab-

scess formation; and (4) Paraureteral or para-

renal pseudocyst.

Fistula formation is by far the most fre-

quent complication—probably 80 per cent.

Urine when extravasated tends to dessect

along the path of least resistance and form

fistulae. Certain enzymes in all urine may
inhibit healing and may contribute to this

formation. Urinary fistula may connect with

any body surface or cavity.

Occasionally extravasated urine does not

find an exit tract. In this instance one of sev-

eral things may happen. If the urine is in-

fected an abcess will probably develop. Ster-

ile urine in the retroperitoneal space pro-

duces an intense fibrotic reaction'*’® which

occurs even in the absence of infection.® This

reaction may close the ureter to the outflow

of urine. If such a stricture occurs the kidney

will undergo slow hydronephrotic, atrophy

providing the urine is sterile. If the urine is

infected the kidney will undergo rapid pye-

lonephrotic atrophy.

When the sterile urine collects in the retro-

peritoneal space and is not infected it will

form a pseudocyst. This may occur in the

pararenal space'*'® or in the paraureteral

space The appearance of a mass may be

noted in a few days or many months later.

Pseudocyst was first described by Crab-

tree in 1935.** He called this condition para-

renal pseudo-hydronephrosis, and advanced

the criteria for its development: (1) Trauma
which opens the renal pelvis, calyx, or, ureter

into the fatty capsule. (2) Maintenance of the
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opening beyond the normal healing period.

(3) Acquired or pre-existing obstruction of

the ureter. He reported one case in which the

cyst was removed thirty-six months after

trauma. Sauls and Nesbit reported one case

discovered 22 months after trauma.

When the pseudocyst is found early and

renal function remains, treatment is removal

of the cj'st with reanastomosis of the ureter

and adequate drainage of the area.'^"'' When
renal function is absent, removal of the pseu-

docyst and nephrectomy is indicated. When
the patient is a poor risk, the pseudocyst may
be converted to a cutaneous fistula by per-

cutaneous puncture, thus preserving renal

function.’- Ureteral splinting after open sur-

gery such as a Davis intubated ureterostomy

was used successfully in another instance.’®

Removal of the cyst and the non-functioning

kidney has relieved hypertension in 2 re-

ported instances.®'®

CASE PRESENTATION
A 33-year-old male heavy laborer was shot at

close range in the left flank. The initial urine

examination had 20-40 RBC. All subsequent urine

examinations were free of blood.

At abdominal exploration the left colon was
repaired. The kidneys were palpated and reported

in the operative note as not being injured or un-

usual. The bullet was not recovered.

The patient went home on the seventh post-

operative day. He was seen 3 weeks later with

no complaints and was discharged from the clinic,

returning to work as a mover.

Thirty months after his gunshot wound and
surgery he was seen in the emergency room in-

toxicated. On routine physical examination the

intern discovered a football size mass in the left

side of his abdomen. This mass extended from
the mid line out to the left flank, and from the

rib margin to the groin. When he sobered up he
refused hospitalization and signed out of the emer-
gency room against medical advice.

Thirty-five months after his surgery he re-

turned to the emergency room with an infected

burned hand. Blood pressure at this time was
150/100. The mass described above was present
and unchanged. The mass did not transilluminate.

No bruits were heard in the area. There was a

minimal left varicocele.

Laboratory studies were within normal limits.

The urine was negative for sugar, albumin, and
hemoglobin. No cells were found in the urine and
the urine was sterile. Chest x-ray was within nor-
mal limits.

A KUB demonstrated a large homogeneous
mass in the left abdomen and flank. The intra-

venous pyelogram showed prompt excretion from
the right kidney and compensatory hypertrophy.

There was no evidence of function of the left kid-

ney in films up to 24 hours. At cystoscopy, no
urine appeared from the left. Indigo carmine wa.'’

given intravenously. The blue dye appeared from
the right orifice in four minutes but none ap-

peared from the left. A No. 5 whistle tip ureteral

catheter was passed up the ureter approximately
16 cm. where it met resistance. Retrograde ple-

lograms were taken in the AP and left oblique

positions, and showed medial and anterior dis-

placement of the left ureter with no dye appear-
ing above its narrowed upper portion.

Retroperitoneal CO^, insufflation (Fig. 1) was
done by placing a spinal needle through the peri-

neum in the space between the rectum and coccyx
and injecting 2,000 cc of carbon dioxide. Films
taken in the AP and left oblique outlined the mass.

A percutaneous transfemoral arteriogram was
done which showed deviation of the aorta and
non-filling of the left renal artery.

A preoperative diagnosis of paraureteral pseu-

docyst was made.

Fig. 1. A combination retroperitoneal CO., insuf-

flation and retrograde bulb pyelogram shows the

ureter as it deviates medially and narrows. The
mass is partially outlined by the CO^ insufflation.
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the kidney anteriorly. The left adrenal was found
to be adherent to the pararenal fat by fibrous scar
tissue and was removed in the bloc dissection.

The renal pedicle was isolated and the kidney was
removed with the cyst. The space v/as drained and
the incision closed in layers.

The postoperative course was uneventful.
Blood pressure readings have been within normal
limits (130-140/80-86). Minimal sensory loss on
the left anterior thigh was transitory. A schematic
diagram of the mechanism of the injury is shown
in Fig. 2.

At pathologic examination the cyst was 22 cm.
in greatest dimension, tan-brown, and had a tough
wall of 2-3 mm. average thickness. It contained
an estimated 2,000 cc. of clear yellow, watery fluid.

The lining was smooth and glistening.

Despite preoperative blockage of the retrograde
catheter, after removal and decompression of the

cyst, a catheter could be passed easily retrograde
and entered the main cyst in an unusual bridge
remnant of the incompletely severed ureter. This
bridge traversed the cyst cavity for 3 cm. (See
Figs. 2, 3). A catheter could also be passed down

Fig. 3. Gross specimen demonstrating incomplete-

ly severed ureter. Catheters are in the proximal
(right) and distal (left) portions of the ureter.

The intervening bridge of anterior ureteral wall

evident between them.

At surgery, through a transabdominal incision,

the abdomen was explored. On opening the peri-

toneum a large dense fibrous walled cyst was en-

countered. The descending colon was displaced

medially and anteriorly with the mesentery of the

descending colon attached to the medial wall of

the cyst. In an area of scar, presumed to be the

old mesocolon injury, a 2.5 cm. diverticulum like

outpouching of the main cyst extended into the

mesocolon. Freeing this area mobilized the colon.

The large cyst with its dense fibrous capsule was
dissected with difficulty from the retroperitoneal

space. Posteriorly, the cyst was found to be closely

adherent to the psoas muscle and fascia. The ureter

was isolated and divided below the iliac vessels.

The wall of the cyst extended below and posterior

to the iliac vessels and nerves in this area. The
cyst extended superiorly displacing and rotating

Fig. 2. Schematic diagram of gross findings with

probable method of injury. This diagram shows
the rotation of the kidney and deviation of the

ureter and aorta. The small diverticulum of the

cyst at L-4 level which extended into the mesen-
tery of the descending colon is demonstrated. The
partially severed ureter with its anterior wall

remaining as a bridge between the orifices of the

proximal and distal ureter is also shown. The
bullet, after passing through the mesentery of

the descending colon, partially severed the ureter.

It then passed through the body of the fourth lum-
bar vertebra and came to rest in the right retro-

peritoneal space.
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Fig. 4. High power photomicrograph showing base-

ment membrane and simple cuboidal epithelial

lining of the small daughter cyst.

Fig. 5. Photomicrograph of kidney in the area of

the renal pelvis. The transitional epithelium has

been compressed into h single cell layer. Also

shown is the chronic inflammatory reaction.

the proximal ureter from the renal pelvis and
entered the cyst near the upper end of the bridge

of ureter.

The kidney showed moderate hydronephrosis

and severe chronic pyelonephritis. The adrenal

was surrounded by scarred adipose tissue.

The main cyst had no epithelial lining. Parts

of the smaller 2.5 cm. cyst; which extended into

the mesocolon, showed microscopically a simple

cuboidal lining. This lining was similar to the

hydronephrotic thinned covering of the renal

calices (compare Fig. 4 and Fig. 5). The main
cyst wall was comprised of dense hyalinized broad
collagen fibers with a sparse number of cells.

Summary

A patient with pseudocyst of the ureter

is reported.

The traumatic pathogenesis of this lesion

is discussed.

There are several unusual features of this

case. The patient was asymptomatic for three

years despite the large 2,000 cc. bulk of the

cyst. There was a long time lapse between

trauma and removal of the cyst. A sub-cyst

was found to be partially lined with a simple

layered epithilium similar to that of the hy-

dronephrotic renal pelvis. The ureter was in-

completely severed.

The patient has been relieved of hyperten-

sion since surgery •
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Maternal deaths in New Mexico,

1956- 1966
*

Judith B. Vaughan, MD,* Albuquerque, New Mexico

Eleven years of maternal deaths are reviewed.

Higher death rates have been found in

older mothers, and in mothers from

poorer areas and minority groups.

In the years 1963-1965 nearly 4,000 women
died in the United States of direct complica-

tions of pregnancy, childbirth, and the puer-

perium. The average maternal mortality rate

during that interval was 33.6 maternal deaths

per 100,000 live births per year. The average

rate for New Mexico was 40.5, the fourteenth

highest among individual states.^

The first maternal death data for the

United States became available in 1910 and

for the next 20 years national maternal mor-

tality rates remained at a constant level.

During this period, more than one mother

died for every 200 babies born alive. Since

1930, the rate has declined twenty-five fold.

Much credit for the decline has gone to phy-

sicians who in the 1920’s and 1930’s studied

large series of maternal deaths, showing that

as many as two-thirds of the deaths might

have been prevented by more careful ob-

stetrics, bettter hospital technics and facili-

ties, and better doctor-patient communication.

In response, maternal mortality committees

were formed in many states and cities to

study and teach local causes of maternal

death in order that recognition of problems

might lead to their elimination.

In New Mexico obstetric deaths have been

reported for national vital statistics since

*From the University of New Mexico School of Medicine.
Dr. Vaughan is presently an intern, Bernalillo County
Medical Center. She was previously a medical student.
University of New Mexico School of Medicine.

1929. The decline of the New Mexico ma-
ternal death rate has paralleled the fall in

the national rate, although individual yearly

rates have consistently exceeded the na-

tional average. However, a descriptive review

of maternal deaths in New Mexico has not

been reported. Accordingly, recent experi-

ence in New Mexico was examined in an

effort to further reduce deaths due to ma-
ternal causes in this relatively poor, rural

and multi-cultural state.

Materials and Methods

The population selected for study in-

cluded 156 women whose deaths were asso-

ciated with pregnancy during the interval

1956 through 1966, the last year for which
complete natality data were available. Names
were obtained from a list of women whose
deaths occurred during pregnancy or within

six months of delivery. The list has been

maintained at the request of the Maternal

Mortality Committee of the New Mexico

State Medical Society by the Division of

Vital Statistics of the State Health Depart-

ment. Detailed data such as age and race

were derived from death certificates. Soon

after each death, the Maternal Mortality

Committee sent a questionnaire to the person

who signed the death certificate in an effort

to gather further information. Only 51 per

cent of the questionnaires were returned to

the committee for analysis.

In order to identify persons in New Mex-
ico’s Spanish-speaking subculture, white

women having a surname listed in the “Span-

ish Name Book” were designated “Spanish

whites.”^ An urban area was defined as any
community with a population exceeding 2,500.
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The entire county of Bernalillo (greater Al-

buquerque) was considered urban.® The ma-

jor causes of death were determined from

information on the certificate according to

the “Rules for selection of cause of death for

primary mortality tabulation” in the 1965

Revision of the World Health Organization’s

Manual of the International Classification of

Diseases, Injuries, and Causes of Death."* Birth

figures for the demographic groups discussed

were obtained from the State Division of

Vital Statistics or from U. S. Vital Statistics

volumes.

Results

Annual death rates. Table 1 shows the

distribution of the 156 deaths by year of oc-

currence during the 11-year study period.

The 11-year maternal death rate was 51

9

per 100,000 live births. While occasional high

and low years were observed, such extremes

might be expected in such a small sample.

However, no special conditions such as epi-

demics of influenza were identified during

the study interval.

Maternal age. Death rates increased with

the age of the mother, a trend consistently

noted in national and other state reports.

(Table 2.)

Ethnic group. National maternal mortality

statistics and individual states report death

rates for white and for non-white persons.

During the 1963-1965 interval the national

mortality rate for non-white persons was 90.2

per 100,000 live births. New Mexico’s rate

for non-white persons during the same in-

terval was 125.7, a figure exceeded by only

four states. This high rate for non-white
mothers was associated with a relatively

large number of deaths among Indians. Data
derived from the group of Spanish-American
mothers are reported nationally with those

for all white women combined.

Table 3 shows the maternal death rates

for New Mexico women by race or ethnic

group during the 1956-1966 study interval.

When data for Spanish women were separ-

ated from those for other white persons, it

was evident that Spanish women had a higher
maternal death rate, although it was not as

high as that for Indians.

TABLE 1

MATERNAL DEATHS AND LIVE BIRTHS
IN NEW MEXICO, 1956-1966*

Year Total Deaths Live Births
1956 12 26,402

1957 14 27,510

1958 10 28,160

1959 16 29,360

1960 13 29,944

1961 22 29,573

1962 14 29,050

1963 11 27,586

1964 20 26,590

1965 12 24,231

1966 12 22,184

Total 156 300,590

*Data from Health and Social Services Department,
Santa Fe, New Mexico.

TABLE 2

MATERNAL DEATHS BY AGE OF MOTHER
AT THE TIME OF DEATH*

Age Deaths Live Births Rate/100,000

Under 15 0 408 0

15-19 8 48,230 16.6

20-24 39 105,722 36.9

25-29 21 73,916 28.4

30-34 28 44,542 62.9

35-39 38 23,960 159

40-44 20 7,274 275

45-49 2 574 351

50 + 0 10 —

Total 156 304,636 51.4

*Data from Vital Statistics of the United States, 1956-1966.

TABLE 3

MATERNAL DEATHS BY RACE OR
ETHNIC GROUP OF MOTHER

Rate/100,000

Group Deaths Live Births Live Births

White excluding

Spanish 33 137,791 23.9

Spanish 88 126,020 69.8

Indian 34 28,463 119.0

Negro 1 7,047 14.2

Place of residence and death. Geographi-

cal variables were examined including coun-

ty of residence of the mother, county of oc-

currence of the death, and rural or urban

status of the mother’s place of residence Five

New Mexico counties showed maternal death

rates which significantly exceeded the state

rate; three counties had a rate significantly

lower. (Table 4.) Significant rates were taken

to be those which fell above or below the

10 per cent mark of the binominal distribu-

tion.
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TABLE 4

DEATHS BY COUNTY OF RESIDENCE
OF THE MOTHER, LISTED BY RATE

County Deaths Births Rate/100,000

San Miguel* 12 7,594 158

Socorro* 5 3,454 145

Catron 1 689 142

Sandoval* 7 5,058 138

Hidalgo 2 1,521 131

Torrence 2 1,583 127

Valencia* 12 11,870 101

Rio Arriba* 9 9,641 93.4

Grant 5 5,520 90.6

Sierra 1 1,234 81.3

Union 1 1,517 66.0

Quay 2 3,296 60.6

Taos 3 5,334 56.3

McKinley 9 16,109 55.7

Colfax 2 3,679 54.0

Mora 1 1,934 51.8

Guadalupe 1 2,016 49.5

Lea 7 14,678 47.5

San Juan 8 17,763 45.0

Santa Fe 6 14,610 41.1

Bernalillo* 31 82,930 37.4

Curry 4 11,326 35.3

Dona Ana* 6 20,895 28.7

Eddy 5 14,430 34.7

Roosevelt 1 3,900 25.6

Otero* 3 12,292 24.4

Chavez 2 20,054 10.0

Harding 0 433 0

De Baca 0 724 0

Lincoln 0 2,006 0

Luna 0 3,306 0

Los Alamos 0 3,464 0

Total 148** 304,860 51.9***

•Counties whose rates vary significantly from the over-
all state rate of 51.9 deaths per 100,000 live births.

•Eight mothers were not New Mexico residents.

•••Computed for all deaths occurring in New Mexico.

Three counties had a difference of three

or more between the number of deaths by
occurrence and the number by residence.

Bernalillo County was the site of 46 deaths

while only 31 Bernalillo County residents

died. Twelve mothers died in San Juan
County; eight were county residents. Seven
Sandoval County residents died, only two
within this rural county.

For the entire state, death rates for women
living in rural areas (58.0) slightly exceeded

those for urban residents (46.5). (Table 6B.)

Cause of death. The major causes of ma-
ternal deaths in New Mexico as well as for

the United States as a whole were hemor-

rhage, vascular accidents, toxemia, and in-

fection (Table 5.) Specific diagnoses, such as

“postpartum uterine atony” and “preeclamp-

sia” were placed into these broad categories

according to guidelines in the American Medi-
cal Association’s “Guide for Maternal Death
Studies.”® The “vascular accidents” category

includes all diagnoses referring to throm-
boembolic phenomena, including those not di-

rectly related to pregnancy and delivery.

“Other diagnoses” includes systemic diseases

probably not directly related to the preg-
nancy, such as pneumonia and glomerulone-
phritis. “Postoperative” includes ill-defined

causes of death associated with surgery, such
as “paraljdic ileus;” “unknown” includes ill-

defined causes not associated with surgery,

such as “childbirth.”

TABLE 5

CAUSES OF MATERNAL DEATH
IN NEW MEXICO, 1956-1966

Diagnosis Deaths Rate/100,000

Hemorrhage 46 15.3

Vascular Accidents 31 10.2

Toxemia 27 9.0

Infection 19 6.3

Heart Disease 8 2.7

Other Diagnoses 8 2.7

Post-Operative 8 2.7

Unknown 9 3.0

Total 156 51.9

The occurrence of the four common causes

of death was examined in the age, geogra-

phic and ethnic groups. (Table 6.) Hemor-

rhage was relatively common among older

women, while vascular accidents accounted

for a large proportion of the deaths of women
in their twenties. Hemorrhage and toxemia

were more common among residents of rural

areas, while vascular accidents caused death

primarily among urban residents. Among
Indians, toxemia and hemorrhage were ma-
jor causes of death. Vascular accidents ac-

counted for the highest rate among non-

Spanish white persons. While rates for Span-

ish white women, the largest ethnic group

(56.4 per cent of the 156 deaths), closely

paralleled those of the state as a whole, this

group had the highest rate of death associated

with infection.
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TABLE 6

MAJOR CAUSES OF MATERNAL DEATHS IN NEW MEXICO, 1956-1966

A. BY MATERNAL AGE AT DEATH
10-19 20-29 30--39 40--49

Diagnosis Deaths Rate* Deaths Rate Deaths Rate Deaths Rate
Hemorrhage 3 6.2 10 6.2 26 38.0 7 89.2

Vascular Accidents — — 17 9.6 13 19.0 1 12.7

Toxemia 3 6.2 10 5.6 10 14.6 4 51.0

Infection __ 8 4.5 7 10.2 4 51.0

Other 2 4.2 15 8.3 10 14.6 6 76.5

Total 8 16.6 60 33.6 66 96.4 22 283.3

B. BY PLACE OF MATERNAL RESIDENCE, RURAL OR URBAN
Rural Urban

Diagnosis Deaths Rate Deaths Rate
Hemorrhage 26 21.0 20 11.1

Vascular Accidents 9 7.2 22 12.2

Toxemia 15 12.1 12 6.6

Infection 6 4.8 13 7.2

Other 16 12.9 17 9.4

Total 72 58.0 84 46.5

C. BY ETHNIC GROUP OF MOTHER
Diagnosis

White, not Spanish Spanish Indian

Deaths Rate Deaths Rate Deaths Rate
Hemorrhage 9 6.5

Vascular Accidents 11 8.0

Toxemia 4 2.9

Infection 3 2.2

Other - 6 4.3

Total

Per 100,000.

33 23.9

Discussion

Description of New Mexico maternal

deaths based on a small number of cases

divided into many categories is necessarily

sketchy However, similarities to data ob-

tained by other investigators support the

validity of the trends suggested by the New
Mexico data A comparison of the methods
used in New Mexico to those used elsewhere

shows a need for more thorough study of the

maternal death problem.

This review suggests that New Mexico
women over 30 years of age are at greater

risk in childbearing than younger women.
National data also show higher death rates

among older women. For example, in 1965,

while the rate for all women in the United
States was 31.5, the rate for women 45 to 49

years of age was over 150.’

27 21.4 10 35.1

16 12.7 4 14.0

12 9.5 10 35.1

14 11.1 2 7.0

19 15.1 8 28.0

88 69.8 34 119.0

Review of recent studies in several other

states using the definitions in the AMA
“Guide for Maternal Death Studies” shows

that the majority of deaths were associated

with the same causes—hemorrhage, toxemia,

infection, and vascular accidents—as are com-

mon in New Mexico.®'’® With the exception

of vascular accidents, these causes account

for similar percentages of the state totals.

Hemorrhage, for example, caused 30 per cent

of New Mexico deaths and from 27 per cent

to 44 per cent of the deaths in recent series

from Chicago, Michigan, Minnesota, New
York and Ohio. Twenty per cent of New
Mexico deaths were associated with vascular

accidents; the other states reported 8 per cent-

13 per cent. The New Mexico figure, how-

ever, is artifically high. Most states distin-

guish vascular accidents directly associated
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with pregnancy and delivery, such as am-
i niotic fluid emboli, from indirect obstetric

' embolic deaths, such as those complicating

pre-existing hypertensive disease. In New
,

Mexico information was not available to make
this distinction consistently.!

Disadvantaged populations shared a great-

er risk than the white majority National

data have consistently shown the death rate

i among non-white persons to be at least twice

I

that for white mothers.' In New Mexico,

1 Spanish mothers had a rate three times that

i for white women of other groups; and Indian

! women experienced a rate which was five

times that for non-Spanish whites. The mi-

j

nority ethnic groups showed higher death

1 rates from causes considered largely pre-

ventable, such as hemorrhage and toxemia.

Non-Spanish white women more frequently

died of the less often preventable vascular

accidents than did their neighbors of minority

ethnic groups.

County rates reflected economic condi-

tions within the state. (Table 4.) Four coun-

ties (San Miguel, Socorro, Sandoval and Rio

Arriba) of the five with significantly high

rates are among the state’s ten poorest coun-

i ties with respect to Median Family Income,

based on the 1960 Census.® All three counties

with maternal death rates significantly lower

than that for the state as a whole (Otero,

Dona Ana, and Bernalillo) are among the 10

counties with the highest median incomes.

There was a small difference between the

death rates for rural and urban residents,

which may reflect the accessibility of health

services. Differences in numbers of deaths

by county of residence and county of occur-

rence suggested that women crossed county

lines for care. For example, Albuquerque

(Bernalillo County) is the major health cen-

ter of the state—15 non-residents died there.

Sandoval County had no physician (in 1960)

;

‘ five of the seven deaths among its residents

occurred elsewhere.

j

tNational Vital Statistics reports do not use the definitions
of the “AMA Guide.” National statistics include am-
biguous categories such as “abortion;” the AMA Guide
suggests that abortion deaths be classed with the fatal
complications, i.e. "hemorrhage” or “infection.

Comparison to other studies suggests a

need for better definition of the incidence

and causes of maternal death within the state

A recent pregnancy is not always recorded

on the death certificate. In other parts of the

United States better case finding has been
accomplished by cross-checking all deaths

of women aged 15-44 against birth records.

In California, for example, it was estimated

that where this is not done, maternal deaths

are underestimated by 25 per cent."

Death certificate diagnoses are notoriously

unreliable and incomplete. In an early ma-
ternal death study, 12 per cent of diagnoses

listed on death certificates were changed
following investigation of the cases. Most
maternal mortality committees interview the

attendant at each maternal death and review
his records to obtain information for analy-

sis. With this information in addition to

autopsy data obtained in at least 60 per cent

of cases, most modern series claim less than

5 per cent error in their diagnoses.® '”

In contrast, no clear cause of death could

be found in 11 per cent (17) of New Mexico’s

156 cases. Autopsies were performed on 37.3

per cent (58) of the women. Only 6 of 11

women who allegedly died of amniotic fluid

emboli were autopsied. Efforts to gather in-

formation were often frustrated by lack of

cooperation Only 51 per cent of persons who
signed the death certificate responded to the

maternal mortality committee’s question-

naire.

In conclusion, it has been repeatedly dem-
onstrated that maternal deaths are largely

preventable. With only one exception,! the

studies cited®'” found preventable factors

which contributed a 60 per cent-80 per cent

of the deaths in their series. The maternal

death toll in New Mexico during the study

interval was small in absolute numbers. How-
ever, many of these deaths need not have

occurred.

Summary

A descriptive review of recent maternal
deaths in New Mexico shows:

tMinnesota, which has one of the lowest state maternal
mortality rates in the nation, found preventable factors in
24 per cent of its cases.
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1. Death rates increased with the age of

the mother.

2. Higher rates were observed among per-

sons from poor areas and those belonging to

minority groups than rates among the gen-

eral population.

3. The major causes of maternal death in

New Mexico were hemorrhage, vascular ac-

cidents, toxemia and infection.

4.

The problem of maternal death is prob-

ably underestimated in New Mexico It is

significant because most maternal deaths are

preventable. •
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Hereditary onycho - osteodysplasia
*

Iliac horn syndrome

Robert H.Smalley ,
MD, and Donald A. Wolfel, MD, Albuquerque, N. M.

Fingernail dystrophy, elbow and knee

dysplasia and posterior iliac processes are

components of a bizarre syndrome. Report

of a case.

The association of developmental abnormal-

ities of the fingernails with those of the el-

bows and knees had been reported in the

literature as early as 1820. It remained for

Osterreicher in 1931 and Turner in 1933 to

study in detail a triad of familial deformities

involving the nails, elbows and knees. In-

terestingly, the radiographic reproduction of

the pelvis of one of Turner’s patients revealed

classic iliac horns, but the author made no

;
mention of this bony abnormality which

I

would ultimately become the most publicized

component of the syndrome. Fong, in 1946,

' first reported the presence of symmetrical bi-

lateral bony processes arising from the ilia

! of a young female undergoing intravenous
‘ urography; no explanation as to etiology or

the existence of associated anomalies was
offered by the author.® Credit is given to

Mino, Mino and Livingstone in 1948, and

Thompson, Walker and Weens in 1949 in

recognizing iliac horns as a manifestation of

a more complex hereditary syndrome (non

sex-linked dominant hereditary trait) and

"From the Department of Radiology, Veterans Administra-
I

tion Hospital, Albuquerque, and the University of New
’ Mexico, School of Medicine, Albuquerque, New Mexico.

grouping this tetrad of abnormalities into a

specific syndrome complex.^’® It is estimated

that approximately 300 cases of the malfor-

mation have been documented.®
'

The full syndrome consists of iliac horns,

nail dystrophy, and elbow and knee dys-

plasia, although the majority of patients do

not manifest all four major components The

iliac horns are the almost pathognomonic but

least common finding. Nail dystrophy is the

commonest manifestation, being present in

approximately 90 per cent of patients while

malformations of the knee and elbow are

seen in 80 per cent and 50 per cent respective-

ly. The pelvic component, estimated to occur

in approximately 30 per cent of reported in-

dividuals, is characterized by either the for-

mation of bony horns and/or unusual flaring

of the iliac crests with prominence of the

anterior superior spines. The fingernails may
be totally absent or may possess longitudinal

Fig. 1.
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Fig. 2. Fig. 3.

cracks and ridges; these changes usually are

most pronounced in the thumb and may even

involve the nails of the toes. The patella is

the most commonly affected element of the

knee, either being hypoplastic, absent, sub-

luxed or dislocated. Hypoplasia of the capi-

tellum and lateral epicondyle of the humerus

as well as dysplasia and dislocation of the

head of the radius has been described; limi-

tation of motion of the elbow is a character-

istic clinical finding. Other associated anom-

alies reported in conjunction with the syn-

drome include darkening of the pupillary

borders and malformation of the bones of the

feet, arms and hands, shoulder girdles, and

clavicles. A type of renal dysplasia present-

ing as chronic glomerulonephritis has been

documented by Hawkins and Smith in four

instances in a family of 36 members, 21 of

whom demonstrated the syndrome.®

CASE REPORT
A 53-year-old white male with pulmonary

tuberculosis underwent intravenous urography be-

cause of albuminuria and pyuria. The urinary tract

was demonstrated to be normal, but an incidental

finding was the presence of bilateral symmetrical,

posterior iliac horns (Fig. 1). Further radiologic

studies revealed hyperplastic medial epicondyles

of the humeri and hypoplastic patellae (Fig. 2).

Dystrophy of the fingernails bilaterally was evi-

dent (Fig. 3). The patient had no siblings or off-

springs and did not remember a strong family

history of abnormalities of the fingernails or skel-

atal system, although he was aware that his

mother had a knee abnormality, probably hypo-
plastic patellae.

Summetry

Iliac homs are associated with a variety

of mesoectodermal anomalies. The demon-
stration of such bony processes should insti-

tute a search for other components of the

syndrome complex, namely fingernail dys-

trophy and elbow and knee dysplasia. •
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Post-streptococcal acute

glomerulonephritis*

An outbreak in Taos, New Mexico

Carol C. Geil, MD, William R. Kilgore, MD, John W. Olds, MD,

Ann E. Pressman, MD, and E. A. Mortimer, Jr., MD, Albuquerque, Ne^ Mexico

Streptococcal pharyngitis must be recognized

and treated to prevent sequelae as exemplified

by this epidemic of glomerulonephritis in

children in a town in New Mexico.

The clinical and epidemiologic character-

istics of post-streptococcal acute glomeru-

lonephritis have been well worked out in

many excellent studies, although certain basic

aspects of pathogenesis remain unknown. A
recent outbreak of acute glomerulonephritis

in Taos, New Mexico provided an opportunity

for a firsthand review and reconfirmation of

these characteristics. The purpose of this re-

port is to present the clinical and epidemio-

logic features of this outbreak. The details of

such a local epidemic may be of interest to

physicians in the area and may also serve

as a useful review for the practitioner to

whom the new patient with glomerulone-

phritis is likely to present.

Description of Epidemic

Ten cases of probable post-streptococcal

acute glomerulonephritis occurred in greater

‘From the Departments of Pediatrics, Epidemiology and
Community Medicine, and Medicine—University of New
Mexico School of Medicine, Albuquerque, New Mexico.
Dr. Kilgore is in general practice, Taos, New Mexico.
Editor’s Note: A similar outbreak of glomerulonephritis in
Pinedale, Wyoming was reported in this Journal, July
1965 by Moore, Johnston, and Ritter.

Taos, New Mexico (estimated population 6,000

to 7,000), in children ages V-k to 15 years,

from late November 1968 to end of March

1969. Eight of the cases were reported by one

physician who had observed no more than

one case per year during the previous four

years. Beta hemolytic streptococci isolated

from the throats of two patients (cases 8

and 9) and several family contacts of two

patients in one family (cases 3 and 5) were

found by standard methods^ to be Group A,

type 12—implicating this nephritogenic strain

of streptococci as the etiologic agent.

Clinical and laboratory findings are pre-

sented in Table 1. Geographic and possible

epidemiologic relationships may be seen in

Fig. 1. Seven of the cases (3, 5-10) were prob-

ably acute glomerulonephritis. Cases 1, 2,

and 4 are not as clear cut. In most of the def-

inite cases there was a history of pharyngitis,

or in one case otitis, within a two-week

period prior to the onset of edema (usually

facial). There were no skin lesions reported.

All had protein, and most had red cells plus

red cell casts in their urine. Most of the cases

were relatively mild, with only mild hyper-

tension, not requiring specific antihyperten-

sive agents for treatment, and without serious

oliguria or azotemia. On follow-up, most pa-

tients were clinically asymptomatic, although

some urinary abnormalities persisted.
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TABLE 1. Patients Diagnosed as Acute Glomerulonephritis
Clinical and Laboratory Characteristics

Case
Date of

Diagnosis
Age
Sex

Antecedent
Illness

Clinical Findings Laboratory Findings

Hematuria Edema Hypertension

Urine BUN ASO

Throat CultureA1 bumin RBC Casts mg%
Todd
Units

1. 11/28/68 10 yr.

male
none gross 0 0 (106/84) 2+ many 7 10 250 —

2. 2nd wk.

12/68
6 yr.

fern.

epistaxis
and fever

not noted 0 0 trace few 7 166^
333

Gr. A Strep
not typed*

3. 1/9/69 6 yr.

fern.

sore throat
& fever

not noted + (facial &

ankle)
+ (150/104) 2+ many + (RBC

casts)
12 12 normal flora

(previous peni-
cillin)

4. 1/18/69 13 yr.
male

none gross + (facial) + (138/88) 7 many 7 ... ... normal flora

5. 1/30/69 2i yr.

male
sore throat not noted

by family,
but present

+ (facial St

ankle)
+ (140/104) 4+ many + 13.5 1250 normal flora

6. 2/6/69 14 yr.
fern.

sore throat
& fever

not noted + (facial) + (148/100) 3+ many + 10 100 normal flora, but
strep in mother &

sibling

7. 2/27/69 8 yr.
fern.

sore throat
& otitis

not noted + (facial) + (132/90) 3+ many + 625->
833

normal flora
(previous treat-
ment)

8. 3/12/69 12 yr.
male

sore throat
& fever

not noted + (facial) + (135/95) 3+ none 7 20 250 Gr. A Type 12

streptococci

9. 3/14/69 6 yr.
male

sore throat
& fever

gross + (facial

)

0 (118/60) 4+ many + — 833 Gr. A Type 12

streptococci

10. approx.

3/24/69
15 yr.

male
pharyngitis ? ? 7 + 7 + — — Beta strep,

not typed

*Since the epidemic nature of the cases was not apparent until late during the outbreak, streptococci isolated from the throats of

several of the cases or contacts were not available for typing. It should also be noted that other of the cases had received

previous antibiotic treatment which might mask culture results.

Code: 0 absent + present ? not known —not done

Eight of the cases came from the vicinity

of El Prado and Arroyo Seco, two small com-

munities north of Taos with an estimated

combined population of 1,000 to 1,200 (ac-

curate statistics are not available), (Fig. 1)

Because of the small size of the communities

involved, the large size of families, and vari-

ous places of contact, such as the family store,

school bus, school, religion class or common
place of employment, it is possible to con-

struct epidemiologic relationships among
almost all of the cases. Inquiries of physi-

cians in nearby communities revealed no in-

creased number of cases of acute glomeru-

lonephritis in those areas, indicating that this

was indeed a localized epidemic.

Epidemiological Studies

In an effort to define the prevalence of

Group A type 12 streptococci and urinary

abnormalities which might suggest unde-

tected nephritis among close contacts of pa-

tients, three theoretically “high risk” groups

Each number refers to residence of case from Table 1. Possible epidemiologic relation-

ships include the following:

Case 1: To 3 and 5 via grocery store in El Prado which their grandfather owns,

school bus and Taos Leather Craft (where relatives work), to 4 via school

bus, to 6 via service station in £1 Prado, to 7 via religion class.

Case 2: Lives in El Prado—also residence of cases 1, 3, and 5--other relation-

ships not known.

Cases 3 and 5: Cousins who live under the same roof. Related to 1 as noted above,

to 4 via school bus, to 6 via older sister, to 7 via siblings in high

school , to 9 via store.

Case 4: To 1 , 3, and 5 via school bus.

Case 6: To 1 , 3 and 5 as noted above, to 7 and 8 via 7th grade class, to 9 and

10 via school bus driver or school bus.

Case 7: To 1 via religion class, to 3 and 5 via older sister, to 6 and 8 via

brother in junior high school.

Case 8: To 6 and 7 via 7th grade class.

Case 9: To 3 and 5 via store, to 6 and 10 via school bus driver

Case 10: To 6 and 9 via school bus or school bus driver.

Fig. 1. Geographic and possible epidemiologic re-

lationships of acute glomerulonephritis in Taos.
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were studied: (1) The seventh grade of Taos

Junior High School, the only junior high

school in the area (chosen because two cases

and a sibling of another case were in the

seventh grade); (2) the children riding two

school buses coming from the El Prado-Ar-

royo Seco area, and (3) available family con-

tacts of identified cases. These studies were

carried out March 20 to 24, 1969, toward the

end of the epidemic.

Methods

Throat cultures were obtained by vigor-

ously swabbing posterior pharynx and tonsil-

lar pillars with cotton tip swabs which were

inoculated onto 10 per cent sheep’s blood

agar. Cultures were read after about 20 hours

incubation at 37 °C and 12 hours at room

temperature. Beta hemolytic colonies were

picked and identified as probable Group A
streptococci by the bacitracin disk technic.^

Bacitracin-sensitive streptococci were then

grouped and typed serologically by standard

methods.^

Randomly voided urines were obtained

and screened with Labstixt for protein and

blood. Specimens showing more than trace

protein and/or blood were then tested with

sulfosalicylic acid for protein, and gently

spun down sediment was examined micro-

scopically by the authors Because of the fa-

cilities available, there was a delay of up to

12 hours in examining the urines micro-

scopically. However, formed elements such
as red cells and casts were still present and
apparently well preserved in several speci-

mens.

In retrospect, the presence of proteinuria

was a better guide to an abnormal urine than

a positive hematest, which is apparently more
sensitive to free hemoglobin and myoglobin
than to intact erythrocytes; therefore, it might
have been well to screen initially with sul-

fosalycylic acid.

Results

Results of throat cultures taken on March
24, 1969 are shown in Table 2. The school

nurse was informed of all students with
throat cultures positive for Group A strepto-

cocci so that they could be referred to their

private physicians for follow-up. Adults with
positive throat cultures were referred direct-

ly to their family physicians. At the time of

the culture survey there was not an unusual
number of students absent.

Of 16 individuals with type 12 strepto-

cocci, nine came from the Arroyo Seco-El

Prado area north of town, five from the

Ranchos de Taos area south of Taos, and two
from other areas.

Urine samples from 315 of the 340 indi-

viduals were available for screening. Fifty-six

of these were further examined as described

above because of the finding of protein (more

than faint trace) or blood by Labstix.t Ex-

cluding girls known to be menstruating, 11

specimens were found to contain one plus

or more protein by sulfosalycylic acid

determination. Four also contained red cells,

granular casts, and red cell casts—strongly

suggesting acute glomerulonephritis. None of

these children was among the original ten

cases. All four children were referred to their

private physicians for evaluation. Only one

of the four children with urinary findings

suggesting acute glomerulonephritis had a

t® Ames Laboratory. j® Ames Laboratory.

TABLE 2

THROAT CULTURES FROM CLOSE CONTACTS OF PATIENTS WITH NEPHRITIS

Number

Number
Group A
Lancefield Percentage

Type 12

Percent Percent

Group Cultured Method Group A Number Of Total Of Group A
Seventh Grade 211 28 13 % 9 4.3% 32%
School Bus 97 13 13 % 4 4.1% 30%
Family Members 32 5 16 % 3 9.4% 60%

Totals

for September 1969

340 (100%) 46 13.5% 16 4.7% of

total cultures

33% of

Group A
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throat culture positive for Group A strepto-

cocci, and these were not type 12. This child

(a sister of Case 6) had previously had a posi-

tive throat culture (with streptococci unavail-

able for typing) at the time of her sister’s

hospitalization six weeks earlier and had been

treated with oral penicillin for 10 days, so

that this may well have represented a second

infection. Urine samples were obtained from

14 of the 16 individuals found to harbor type

12 streptococci on the culture survey. Three

showed a trace of protein or rare red blood

cells, but none showed casts.

Physicians in the community are now
alert to the possibility of acute glomerulone-

phritis. Several probable new cases have been

seen by the original referring physician (W.

R. K.). The last was in mid-April 1969, a

28-year-old woman from Arroyo Seco, sug-

gesting that the nephritogenic streptococcus

may still be present in the community.

Comments

The clinical, laboratory and epidemiologic

findings in this outbreak of acute glomer-

ulonephritis among school children are con-

sistent with the results of many investiga-

tions of streptococcal infection and acute

glomerulonephritis It appeared to be related

to type 12 Group A streptococcal pharyngitis,

the type most commonly responsible for res-

piratory infection-related post-streptococcal

acute glomerulonephritis.^ ® Other strains im-

plicated in post-pharyngitis acute glomeru-

lonephritis have included types, 1, 3, 4, 6,

25 and 49.® Acute glomerulonephritis asso-

ciated with skin infection often appears to be

related to other strains not yet completely

identified.®-® Why acute glomerulonephritis

occurs as a sequel to infection with some types

of Group A streptococci and not others, in

contrast to rheumatic fever, is unknown. Nor
is it known why rates of acute glomerulone-
phritis following infection with the same
types vary from one outbreak to another.

Studies of contacts of index cases revealed

that 13 per cent of classroom and school bus

contacts harbored Group A streptococci in

their throats, but only 4 per cent of these chil-

dren carried type 12. There was no significant

difference between school bus and classroom

contacts. In the much smaller group of family

contacts which were cultured, 5 of 32 indi-

viduals (16 per cent) harbored Group A
streptococci, of which 3 strains were type 12.

It is of interest that none of the contacts

from whom type 12 streptococci were cul-

tured displayed urinary findings consistent

with acute glomerulonephritis. On the other

hand, three of four patients with urinalyses

which did suggest acute glomerulonephritis

had negative throat cultures for beta hemo-
lytic streptococci. Further clinical and labor-

atory studies would, of course, be needed to

establish a diagnosis of acute glomerulone-

phritis in these patients, and to look for evi-

dence of preceding streptococcal infection.

The carriage rate of beta hemolytic strep-

tococci in the throats of school children may
vary with the season of the year, geographic

location, and population being studied.® How-
ever, the 13 per cent found here is not an un-

usual figure. It would be necessary to have a

control population to determine whether a

rate of 4 per cent type 12 streptococci was
higher than usual. Evidence from other stud-

ies suggests that it is, and is, therefore, con-

sistent with an outbreak of type 12 strepto-

coccal pharyngitis. In a study of a respiratory-

related nephritis outbreak in a kindergarten

and grade school population in Cheyenne,

Wyoming, Siegel et al.^ found that 59 (36

per cent) of 163 children on the first floor

where the index case attended class had
Group A streptococci in their throats includ-

ing 24 (15 per cent) who carried type 12. On
the second floor 24 (14 per cent) out of 174

cultures showed beta hemolytic streptococci.

Only 2 of the positives were type 12. When
surveys were made of 178 kindergarten and

grade school children in two other schools in

Cheyenne, 11 harbored beta hemolytic strep-

tococci and only one strain was identified as

type 12.

In a controlled study of streptococcal

pharyngitis among a pediatric age popula-

tion in Chicago (ages 3 to 16, mean 7 years),

Siegel et al.,® found that 47.7 per cent of a

total of 2,545 children with nasopharyngitis

harbored beta hemolytic streptococci in their

throats. Of these strains 45 per cent were

typable. Type 12 was the most frequently

encountered, accounting for 20 per cent of all
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typable strains, but was present only in

roughly 4 per cent of the total population

It is of interest that of the 83 patients in the

control (untreated group) with proved type

12 streptococcal pharyngitis, only one de-

veloped evidence of acute glomerulonephritis

—a case attack rate of 1.7 per cent as com-

pared with the 12 per cent case attack rate

among naval recruits in a type 12 strepto-

coccal epidemic of pharyngitis at Bainbridge,

Maryland.® This again emphasizes the varia-

bility in case attack rates of acute glomerulo-

nephritis with the same type of Group A
streptococcus, and suggests that additional

factors may determine nephritogenicity.

The finding of type 12 Group A strepto-

cocci in the throats of clinically asymptomatic

family members, plus the occurrence of two
cases of acute glomerulonephritis in two fam-
ily groups (one of which would not have been
detected clinically)

,
illustrates the importance

of culturing throats and skin lesions, and
examining the urine of family members and

other intimate contacts of cases of acute

glomerulonephritis. Respiratory infection

with Group A streptococci is spread by in-

timate contact.® A recent study by Levine

et al.'® emphasized the importance of the

family unit in the transmission of streptococ-

cal disease. These authors studied an outbreak

of streptococcal disease in the military and

civilian population of a secluded air force

base. Their investigations showed a family

member with streptococcal pharyngitis trans-

mitted the organisms to 40 to 50 per cent of

the children in the family and that 18 per

cent of parents acquired the organism. It,

therefore, behooves the physician who rec-

ognizes streptococcal pharyngitis or a sequela

such as acute glomerulonephritis or acute

rheumatic fever to culture the family mem-
bers and treat those harboring the organisms.

Conclusions

Clinical and epidemiological characteris-

tics of an outbreak of post-streptococcal acute

glomerulonephritis associated with type 12

streptococcal respiratory tract infection

which occurred among school age children

in Taos, New Mexico, are presented. These

findings are consistent with the results of

many investigations of streptococcal infection

and acute glomerulonephritis. The mildness

of most of the cases illustrates the need for

a high index of suspicion in making the

diagnosis.

The finding of type 12 Group A strepto-

cocci in the throat of clinically asymptomatic

family members, plus the occurrence of two

cases of glomerulonephritis in two family

groups (one of which would not have been

detected clinically) emphasizes the impor-

tance of culturing throats and skin lesions,

and examining the urines of family members
and other intimate contacts of cases of acute

glomerulonephritis. •
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Hyperglycemic, hyperosmolar coma*

A complication of dialysis

Progressive mental obtundation during

dialysis despite biochemical improvement

should alert the clinician to this

syndrome, which is reversible.

The purpose of this paper is to em-
phasize the occurrence of significant hy-

perglycemia and coma during dialysis.^'^'^'^

This particular complication of dialysis is

stressed for the following reasons: (1) The
increasing frequency with which dialysis,

especially peritoneal dialysis, is being clinic-

ally employed. (2) During dialysis hyper-

glycemia may account for the apparent para-

dox of progressive mental obtundation oc-

curing in the presence of continuing biochem-

ical improvement.* (3) Hyperglycemia may
be lethal if untreated or overlooked during

dialysis.^’^’^

Hemodialysis with a bath glucose concen-

tration of 7,000 mgm per cent resulted in con-

fusion, disorientation, coma and death. Blood

glucose levels reached 3,400 mgm per cent in

this patient.^ The interrelationship between

the glucose concentration in the dialysate and

the onset of the hyperglycemic hyperosmolar

syndrome has been demonstrated with 3 of 7

patients symptomatic at dialysate glucose

levels greater than 3,200 mgm per cent, while

all became symptomatic when dialysate glu-

cose levels exceeded 4,200 mgm per cent.®

•From the Department of Medicine, University of New
Mexico School of Medicine and the VA Hospital, Albu-
querque. Dr. Whang is Associate Professor of Medicine,
University of New Mexico School of Medicine and Chief
Metabolic Service, VA Hospital Albuquerque.

Robert Whang, MD, Albuquerque, New Mexico

Thus with hemodialysis there appears to be a

direct correlation between exhibition of the

hyperglycemic, hyperosmolar syndrome and

the intensity of the dialysate glucose gradient.

Hyperglycemia and coma have also arisen

as a complication of peritoneal dialysis.**®'^
®

Peritoneal dialysate contains either 1.5 per

cent (1,500 mgm per cent) or 7 percent (7,000

mgm per cent) and a 1:1 mixture (V/V) of

these yields a glucose concentration of 4.25

per cent (4,250 mgm per cent). Thus, all pa-

tients undergoing peritoneal dialysis are ex-

posed to high glucose concentrations. Signi-

ficant absorption of glucose from the peri-

toneal cavity has been demonstrated, ranging

from 11-15 gm/hr with the 1.5 per cent dialy-

sate to 67-70 gm/hr with the 7 per cent solu-

tion.®-® Clearly diabetic patients undergoing

dialysis, especially peritoneal dialysis, con-

stitute a high-risk group with respect to hy-

perglycemia and coma.*-® However, because of

the occurrence of this problem in nondia-

betics as well, this possibility must be con-

sidered in all patients manifesting evidences

of cerebral dysfunction during dialysis.

The manifestations of altered cerebral

function in the presence of hyperglycemia has

been ascribed to cellular dehydration result-

ing from the hyperosmoticity exerted by the

elevated blood glucose levels.* ® In contrast,

clinical and experimental observations indi-

cate that cerebral edema may account for the

evidences of altered cerebral function. Fer-

nandez et al., demonstrated the presence of a

significant glucose gradient between cerebro-

spinal fluid (600 mgm per cent) and blood

(130 mgm per cent) following treatment of

the hyperglycemia, a situation which would
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dictate the movement of water into cerebral

cells with consequent edema.^ In dogs activa-

tion of the “polyol” pathway in the presence

of hyperglycemia, resulting in increased pro-

duction of sorbitol and d-fructose by brain

tissue has been observed. Rapid lowering of

the elevated blood glucose levels was not

paralleled by decrease in cerebrospinal sorbi-

tol or fructose levels and resulted in signifi-

cant increase in cerebrospinal fluid pressure.^

The latter change was interpreted as a con-

sequence of cerebral cellular uptake of water.

While these latter clinical and experimental

observations could account for progressive

mental obtundation following amelioration

of hyperglycemia, these data do not account

for the neurological signs and symptoms oc-

curring when hyperglycemia is most pro-

nounced. Neither do they account for the

amelioration of coma with correction of the

hyperglycemia. * ^

Several points should be emphasized re-

garding treatment of this complication of

dialysis. Frequent determination of blood

glucose levels during dialysis with employ-

ment of small increments of insulin to pre-

vent the onset of the hyperglycemic, hyperos-

molar syndrome has been recommended.^

This would be especially important in the

diabetic patient undergoing dialysis. With on-

set of the syndrome discontinuance of dialysis

and administration of relatively small incre-

ments of insulin has resulted in amelioration

of the neurological signs and symptoms.^ ®

In contrast to diabetic patients with de novo

hyperglycemic nonketotic coma®® or keto-

acidosis,'® those patients encountering the

hyperglycemic, hyperosmolar syndrome dur-

ing dialysis have not required aggressive re-

hydration.'®

There is at least a superficial resemblance

clinically between the so-called dialysis dyse-

quilibrium syndrome" and the hypergly-

cemic, hyperosmolar syndrome. Both may be
encountered in a patient undergoing dialysis,

in both situations patients exhibit evidences

of cerebral dysfunction. However, it is clear

that in the dialysis dysequilibrium syndrome
the problem relates to a lag in outflux of cel-

lular urea with consequent movement of wa-
ter into cells. In contrast, with hyperglycemic,

hyperosmolar coma cell dehydration, a con-

sequence of the extracellular hyperosmoticity

exerted by the enhanced glucose levels, may
be the genesis of the coma.

Summary and conclusions

The occurrence of hyperglycemic coma
during dialysis and the pathogenesis of this

hyperosmolar state has been considered. It is

concluded that:

1. Progressive mental obtundation during

dialysis taking place, paradoxically, despite

biochemical improvement may be a helpful

clinical clue in the detection of this syndrome.
2. Diabetic patients constitute a high risk

group for this complication of dialysis.

3. Frequent monitoring of blood glucose

is indicated during dialysis, especially in pa-

tients with diabetes. Early administration of

small increments of insulin may help in pre-

venting onset of the hyperglycemic, hyper-

osmolar syndrome. •
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AS YOU LIKE
J

A medical potpourri
Compiled by Andrew M. Babey, MD, Las Cruces, New Mexico

1 . “The postgraduate student with a teaching

fellowship has as much trouble understanding un-

dergraduates who are only four or five years

younger as an aged professor might have; some-
times even more. For a generation is now about

five years.” Quoted from a speech by Chief Justice

Earl Warren, reported in the New York Times,

Sept. 11, 1968, p. 49.

2. “It is concluded that curable renovascular hy-
pertension is an extremely difficult, if not im-
possible, diagnosis to make with the tests cur-

rently available.” Lovitt, John I., Amplatz, Kurt,

and Loken, Merle K., MB’s, Renovascular Hyper-
tension, Radiology, V. 91:527-528, 1968.

3 . “.
. . The Royal Commission on Medical Edu-

cation has rightly pointed to the need for adequate
preparation before a doctor “goes solo” in his

field. But what of the 40 or so years after that?

Airline pilots are subject to regular tests of skill

and knowledge throughout their careers—I’m sure

I wouldn’t want to fly with one who wasn’t. Many
of us “soloed” in medicine on Tiger Moths yet

find ourselves struggling with the therapeutic

equivalent of the Boeing 707, with the prospect

of a clinical Concorde to come. Don’t we owe it

to our passengers to institute periodic examina-
tions of competence? If we don’t, they are soon

going to do it for us. One can hardly blame them,

but I’ll bet the profession will squawk, “Interfer-

ence with professional freedom.” Yet we cannot

guarantee that all our members attend refreshers

and read journals—or even stay awake if they

do. Seniority (pace the British G.P.’s payments)
is not always synonymous with knowledge and
skill. Examination, like hanging, would concen-

trate the mind wonderfully.” Bussey, A. L., MD,
Personal View, Brit. Med. Joum., Oct. 26, 1968,

p. 250.

4 . “It is a curious paradox that doctors can be

rational, objective, yet adventurous too, in re-

search and practice; but so fearful and reactionary

elsewhere. Perhaps fear is the key—fear of being
reduced to a sophisticated garage repair business;

a dread of being turned on and off with the ease

and availability of tapwater. Is that why we cling

to those good old phrases and attitudes; nostalgia

for the secure Victorian atmosphere they evoke;
the halcyon days of autocratic medicine, patrician

doctors, and respectful and uncritical patients?”.

Ibid., p. 250.

5. “.
. . From all these safaris and interviews I

came to the tentative, but for me amazing, conclu-

sion that the first-rate businessman in this country
is more precise, more imaginative, watchful, and
intelligent about his trade than 90 per cent of the

writers and academics who despise him.” Cooke,

Alistair, Talk About America, Alfred A. Knopf,

N Y., 1968, p. 223.

6. “.
. . A first-rate businessman is, saving some

ghastly character flaw, always a success. But a

successful man is not necessarily first-rate or, for

that matter, second- or third-rate, either as an

intelligence or as a man. There are many success-

ful men whose intelligence is meager except in

one department, that of making money. I truly

believe that money-making is generated by a

single lobe of the brain, while all the others slum-

ber in a twilight sleep. It is a trick, like a gift

for plumbing, playing chess, or successful adultery.

I doubt you can transfer a first-rate man in any

field to politics and expect him to be a shadow

of his first-rate self.” Ibid., p. 223.

7 . “.
. . It is an illusion to look for security when

it comes to investing. Conservatism, i.e., the avoid-

ance of risks, has resulted in nothing but losses.

You have to graduate your risks, weigh the pros

and cons, stocks vs. cash, opportunity vs. loss. It

all comes down to that simple question that an

old German banker asked his clients before of-

fering his investment advice: Do you want to eat

well or sleep well? Simple, isn’t it?.” Biel, Heinz

H., “Stock Analysis,” Forbes, January 1, 1969,

p. 227.

8. “.
. . At the outset in a discussion of staphylo-

coccal bacteremia it may be well to reiterate that

the belief which equates coagulase-positivity with

staphylococcal pathogenicity and relegates coagu-

lase-negative staphylococci to the position of

harmless saprophytes is fallacious.” Martin, Wil-

liam J., MD, Bacteremia: Common Pathogens and

Methods of Management, The Journal-Lancet,

Nov., 1967, 87, No. 11, p. 439.

9. “The desire for fame is the last weakness wise

men put off.” Tacitus, Thoughts . . on the Business

Life, Forbes, March 1, 1969, p. 88.
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10. “My grandfather once told me that there are

two kinds of people: those who do the work and
those who take the credit. He told me to try to

be in the first group; there was much less com-
petition there.” Indira Gandhi, Ibid., p. 88.

11 . “Do not trust to the cheering, for those very
persons would shout as much if you and I were
going to be hanged.” Oliver Cromwell, Ibid., p. 88.

12. “There is nothing wrong with North American
medicine (Feb. 21) that is not merely a reflection

of the qualities of the society in which it develops.

In fact, there is more common humanity in medi-
cine than there is in society as a whole.

In a consumption-oriented society, is it any
wonder that medicine is over consumed? In an
impersonal society, is it to be expected that medi-
cine will be thoroughly personal? If the poor are

not as well treated medically as the wealthy, are

they not also badly treated in every other way?
If the physician makes a good income, is he not

merely doing something that is praised in every
other line of endeavor? Where technological abil-

ity has far exceeded the wisdom to use tech-

nology in the common interest, is it cause for

wonder that medicine concentrates on the esoteric

rather than the mundane? You are caught in a

peculiar bind. You think that physicians should

be better than other people (perhaps they should),

and then you want to make them better by plac-

ing them under the control of society, which, from
the original premise, is not as good as they.” Har-
rison, Colin, MD, Vancouver, B. C., ‘Hippocratic

Oaths’ from Letters, Time, March 7, 1969, p. 9.

In 1967 almost 45,000 new active cases were re-

ported. Isn’t that a good reason to make tuberculin
testing with the white LEDERTINE™ Applicator a rou-

tine part of your physical examinations?

TUBERCULIN, TINE TEST
(Rosenthal) with Old Tuberculin

Precautions: With a positive reac-
tion, consider further diagnostic
procedures. Use with caution in per-
sons with active tuberculosis or
known allergy to acacia. Vesicula-
tion, ulceration, or necrosis may
occur at the test site in highly sen-
sitive persons.

LEDERLE LABORATORIES
A Division of American Cyanamid Company, Pearl River. New York
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Abstract of Minutes, House of Delegates of

The New Mexico Medical Society

Eighty-Third Annual Meeting
May 7-9, 1969

The House of Delegates held two meetings at

its 83rd Annual Meeting in Albuquerque, New
Mexico, May 7-9, 1969, with Speaker Ronald V.

Dom, and Vice Speaker William J. Hossley, al-

ternately presiding. At the first meeting all re-

ports published in the Handbook and all supple-

mental reports and resolutions which had been
mimeographed after publication of the Handbook,
as well as verbal and typed resolutions introduced

on the floor of the House, were referred to ap-

propriate reference committees.

FIRST SESSION
May 7, 1969

The House was called to order at 2:00 p.m.

William J. Hossley pronounced the invocation.

Sixty-five delegates answered the roll call, in-

cluding certified substitute alternates.

President-elect Hugh Woodward announced
the untimely passing of member Joseph Gordon,
MD, of Albuquerque, and the House stood for a

moment of silence in memory of Dr. Gordon.

The Speaker called upon Earl Flanagan, Pres-

ident of the New Mexico Medical Society, to make
the annual A. H. Robins award for community
service. Dr. Flanagan reminded the House that

the recipient of this award was selected at the In-

terim Meeting this past November by the House of

Delegates, and that the winner has remained secret

until this moment. He asked Dr. Martin Goodwin
of Clovis to come to the podium, at which time
Dr. Flanagan presented to Dr. Goodwin the 1969
A. H. Robins Community Service Award for his

extensive participation in community affairs. Dr.

Goodwin stated, “Thank you. This really makes
all those nights away from the family worthwhile.”

The Chairman of the Liaison Committee to the
University of New Mexico School of Medicine,
Merril Brown, was recognized for the purpose of

making presentation of a check for $3,888 from
the American Medical Association Educational and
Research Foundation to Dr. Robert S. Stone, Dean
of the University of New Mexico School of Medi-

( Condensed and abstracted from the stenographic minutes
kept by Mrs. Ralph R. Marshall. Reports referred to but
not reproduced herein were distributed to all members
of the House in mimeographed form. Copies of all re-
ports are on file in the Executive Office of the Society
and in the office of the Secretary of each component
society, available for study by any member, and together
with this abstract, present in full all proposals as well
as actions taken upon them.)

cine. Dr. Brown informed the delegates that this

check represented unearmarked contributions

from the medical profession to AMA-ERF and

earmarked funds from members of the New Mex-
ico Medical Society for our own School of Medi-

cine. Dr. Stone thanked the members of the Medi-

cal Society and Dr. Merril Brown for this gift to

the school and commented, “Members of this So-

ciety contributed a great deal more than this in

the form of advice, service, and help in many
areas, not only directly to the school, but in other

ways throughout the State. We greatly appreciate

this.”

The minutes of the Eleventh Interim Meeting

held November 1, 2, 1968, were approved as pub-

lished in the April issue of the ROCKY MOUN-
TAIN MEDICAL JOURNAL.

Speaker Dorn asked Dr. Earl Flanagan to ren-

der his presidential report. Dr. Flanagan responded

by commenting on some of the reports contained

in the Delegates’ Handbook, as well as some of

the problems that have confronted the New
Mexico Medical Society during his tenure of serv-

ice.

Reginald Fitz, Executive Director of the New
Mexico Regional Medical Program, discussed the

operations of the Regional Medical Program, re-

porting that the following projects were active

or in an active development period:

1. Cardiac care unit. 2. Nurses training unit. 3. Stroke
project. 4. Related disease program. 5. Health sciences

information in communication. 6. Circuit education pro-
gram 7. Laboratory sciences program. 8. Pediatric pul-
monary center. 9. Cardiac pulmonary evaluation labora-
otry. 10. Corps staff.

Dr. Fitz discussed some of the functions of each

of these programs, requesting the cooperation and
assistance of all county medical societies and all

members of the New Mexico Medical Society.

Dr. Dorn introduced Mr. Steven A. Komadina,
President, New Mexico Chapter, Student Amer-
ican Medical Association. Mr. Komadina discussed

the organization and functions of the New Mexico
Chapter of SAMA. He pointed up that the Chapter

had had a difficult period in trying to gain recog-

nition by the student body. He mentioned that

financial backing by the New Mexico Medical

Society enabled the Chapter to sponsor a Christ-

mas party for the students, faculty, and house

staff. The Chapter is continuing to gain enthu-

siasm and will sponsor an educational exhibit at

this Annual Meeting.

Mr. Komadina thanked the New Mexico Medi-

cal Society profusely for contributing $250 toward

expenses for the officers of the SAMA Chapter

to attend the national meeting in Chicago. Mr.

Komadina outlined future programs:

1. Mobile “future doctor” presentations. 2. Student
preceptors for incoming freshmen students. 3. Develop-
ment of internship counseling sessions. 4. Student health
project. 5. Medical clinics in the low-income areas of

Albuquerque.

Mr. Komadina stated that one of the missing

links in the program at this time is a method of

establishing a meaningful dialogue between the
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student and those who are in the active practice of

medicine.

Speaker Dorn called for supplemental reports,

at which time Dr. John J. Corcoran, Jr., Chairman

of the Fee Committee, asked that the following

recommendation be added to his committee report:

That the definition of the words “usual,” “customary,”
and “reasonable” on page 97 of the Handbook, lines 22-42,

starting on line 22 with “(1) The usual fee is,” be officially

adopted for use of the New Mexico Medical Society usual

and customary fee system.

Several minor corrections and word changes

were made in a number of reports, including with-

drawal of the names of Edward D. Fikany, Fort

Sumner, H. R. Lawrence, Artesia, and Herschel

Douglas, Lovington, from the Nominating Com-
mittee’s report.

The Chairman of the Advisory Committee to

the Department of Hospitals and Institutions,

Louis Levin, MD, informed the House that the

Director of the Department of Hospitals and Insti-

tutions, Dr. Neal, had requested him to submit

the following information to the delegates:

The Department of Hospitals and Institutions stands
ready to furnish care to those whose nursing home care
has been terminated with the termination of Medicaid.
For additional information call Dr. Neal at the Department
of Hospitals and Institutions.

The Department of Hospitals and Institutions has re-

ceived inquiries at local levels if the doctors of the various
institutions (Fort Bayard, Fort Stanton, Las Vegas, Los
Lunas, etc.) will provide plans under the Department of

Health and Welfare for medical care. The policy imparted
to people who make these inquiries is that the doctor
previously in charge of these patients will continue to

provide care. The Department of Hospitals and Institu-

tions offers to work with local medical societies to help
in care of such patients, if requested by the local physi-
cian to do so.

Reference Committee Appointments:

Dr. Ronald Dorn, Speaker of the House of Dele-

gates, announced the following appointments to

reference committees:

A. Administrative Matters: T. L. Carr, Albuquerque,
Chairman; James R. Gay, Albuquerque; Robert S. Grier,
Los Alamos; Walter J. Hopkins, Lovington; Clarence H.
Peterson, Carlsbad.

B. Legislation and Public Affairs: Morton W. Dann,
Roswell, Chairman; Louis Levin, Albuquerque; Don D.
Mabray, Albuquerque; I. Brian Taylor, Carlsbad; William
E. Toney. Aztec.

C. Miscellaneous Business: R. C. Derbyshire, Santa Fe,
Chairman; Fred H. Hanold, Albuquerque; Livingston Par-
sons, Albuquerque; Rex G. Quigley, Hobbs; Jose A. Rivas,
Belen.

Allan L. Haynes, Delegate to the American
Medical Association, was called upon to make a

presentation. Dr. Haynes stated, “You will recall

that at the Interim Session in Carlsbad the Society

chose to recognize one of its most respected mem-
bers. By resolution the Council was requested to

prepare a suitable form of presentation to be made
at this meeting. I have been given this choice op-
portunity to make the presentation to one of my
best and most respected friends, and one of the
most respected members of this Society, James C.

Sedgwick, MD, of Albuquerque.” Dr. Haynes re-

quested Dr. Sedgwick to approach the podium and

read to the members of the House of Delegates a

plaque for Dr. Sedgwick, which read as follows:

WHEREAS, J. C. Sedgwick, M.D., Albuquerque, has
had a longer term of service on the Council of the New
Mexico Medical Society than any other member of the
Society, having been first elected to the Council in May.
1949; and

WHEREAS, his faithful and devoted service is exem-
plified by having missed only one Council meeting during
this nineteen-year span, and this because of illness; and

WHEREAS, Dr. Sedgwick has been an outstanding
leader of the medical profession in this State in that he
has held the offices of Vice President, President-Elect,
Delegate, and Alternate-Delegate to the American Medical
Association; and

WHEREAS, Dr. Sedgwick’s long and continued service

on the Council will cease on December 31, 1968;

NOW, THEREFORE BE IT RESOLVED, that the House
of Delegates extends its sincere respects and appreciation
to this great man of New Mexico medicine; and

BE IT FURTHER RESOLVED, that the Council be in-

structed to prepare a special citation to James C. Sedgwick,
M.D., and that the citation be presented at the next An-
nual Meeting of the Society.

Dr. Sedgwick responded, “Words rarely fail me,

but they do now. Whenever I think of this House

of Delegates—all of these years of service—it has

been my privilege to make friends with a lot of

you—a lot of your presidents, a great many in the

Society, and also on the AMA level. All were great

men of medicine. I was the gainer—not you. I

should give you a certificate of appreciation.

Thank you.”

Speaker Dorn thanked Dr. James R. Gay for

his generosity in lending the Society his portable

public address system.

The first session of the House of Delegates

was recessed at 3:45 p.m.

SECOND SESSION
May 9, 1969

The House was called to order at 2:00 p.m.,

with 68 delegates answering the roll call, in-

cluding accredited alternate-delegates. Speaker

Dorn appointed the following tellers: George At-

kinson, Chairman, Gerard R. Landry, and Julius

L. Wilson.

Speaker Dorn informed the House of Delegates

that there were three amendments to the Bylaws
which had been lying on the table since the

Eleventh Interim Meeting, which should be voted

upon at this tme. The amendments are as follows:

Chapter HI, Section 2, is ready for final action,

and if approved, will read as follows:

Preceding the Annual Meeting of the House of Dele-
gates, the Nominating Committee shall select two or more
candidates for each office to be filled by election, except
the position of President-Elect, and shall ascertain that
the members they have selected are in good standing, and
are willing to serve if elected.

Chapter IV, Section 1, if approved, will read

as follows:

However each component Society shall be entitled to

at least one delegate, even if the total number of active
members and emeritus members is less than ten. The
elected delegates must be active or emeritus members in

good standing.
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The remainder of the paragraph is unchanged.

Chapter VII, Section 2B, was amended by de-

leting the following sentences:

The Nominating Committee shall consist of one member
from each councilor district. When the Nominating Com-
mittee meets to select the candidates for election to the

various offices of the Society, they shall also select two
or more candidates for each councilor district for election

to the Nominating Committee for the following year.

The foLowing sentences shall be substituted

for the above:

The Nominating Committee shall receive the name
of the nominee from each component society by February
of each year. Those council districts comprising one coun-
ty society shall submit two or more nominees to be con-
sidered by the House of Delegates. All nominees shall be
members in good standing. In the event the local council

district does not provide the Nominating Committee with
a list of nominees by the date specified, nominees from
that area shall be chosen by the Nominating Committee
itself. The annual election ballot shall contain the name
or names of each county society’s nominee (s) from each
district, one of whom shall be elected by the House of

Delegates to represent his council district on the Nominat-
ing Committee.

The remainder of the paragraph is unchanged.

Ballots for these amendments were distributed

with the annual election ballots.

Speaker Dorn asked Dr. Tom Carr to give the

report of Reference Committee A ,
Committee on

Administrative Matters.

Report of Reference Committee on

Administrative Matters

The following annual reports considered by

the Reference Committee on Administrative Mat-

ters were for information only, included no recom-

mendations, required no policy action, and were
filed:

Report of the Delegate to the American Medical Asso-
ciation, Report of the Grievance Committee, Report of the
Insurance Committee, Report of the New Mexico Political

Action Committee, Report of the Nominating Committee,
Report of the ROCKY MOUNTAIN MEDICAL JOURNAL.
Report of the Advisory Committee to Selective Service,
Report of the New Mexico Regional Medical Program.

The annual report of the Council was approved
by the House of Delegates and contained actions

in which the State Society expressed its great dis-

pleasure with the New Mexico Health and Social

Services Department for unilaterally decreasing

services provided and fees paid to providers of

services under the Medicaid program, and called

for a concerted public relations program through
the news media to explain the viewpoint of the

medical profession concerning this action. The
Council expressed the opinion that the Council
had no authority to negotiate for fees for members
of the New Mexico Medical Society for anything
ether than usual or customary. Therefore, the

Council was without any alternative other than
to notify all the physicians of the State that this

25 per cent reduction from usual fees is to last

only through the remainder of this fiscal year.

The Liaison Committee to the Department of

Health and Social Services had worked many

hours in redrafting the regulations for the Health
and Social Services Department to reduce the

services provided under the Medicaid program in

New Mexico. The Council and House of Delegates

thanked this committee for its diligence.

The Council approved a personnel policies

manual for employees of the State Society and
recommended that an appropriate budget be ap-

proved whereby a retirement program for certain

employees of the Society may be initiated.

The Council took recognition of the New Mex-
ico Chapter of the Student American Medical
Association. The Council had authorized an ex-

penditure of funds in the amount of $200 for the

Chapter to conduct a Christmas party through
which SAMA hoped to attract interest in the

Chapter and its program.

The Council reported that as of April 1, 1969,

the total membership of the Society was 786

compared to 763 in the calendar year 1968.

A Chaves County Medical Society resolution,

which called for a policy statement that medical

services in a free Society should be regarded as a

privilege to be earned and purchased by the re-

cipient, and that the professional efforts of the

physician in private practice shall not be confis-

cated for distribution as a public commodity, was
defeated.

Bernalillo County Medical Association intro-

duced a resolution seeking more adequate repre-

sentation from the councilor districts of the New
Mexico Medical Society and calling for a reap-

portionment on the basis of membership in the

district. The resolution was defeated by the House
of Delegates. However, a subsequent motion ask-

ing that this entire subject matter be referred to

our Constitution and Bylaws Committee at the In-

terim Meeting was approved.

Edward O. Goodrich, delegate from Santa Fe
County Medical Society, introduced a resolution

which called for the New Mexico Medical Society

to favor the alteration of the Constitution and
Bylaws of the American Medical Association to

admit qualified osteopaths to full and active mem-
bership. After heated discussion consideration of

this resolution was postponed indefinitely by a

vote of 41-32.

The Supplemental Report of the Council was
lengthy and covered many important items; there-

fore, each item was considered separately by the

House of Delegates as follows:

1. The delegates approved the establishment of a per-
manent central office committee to supervise the opera-
tion of the State Medical Society office.

2. The House of Delegates authorized that the Central
Office Committee consist of three members of the Council
appointed by the President.

3. The House of Delegates approved the request of the
Council that the $250 loan made to the SAMA Chapter
for representatives to attend the national convention in

Chicago be considered a gift from the State Society.
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The Council is very much impressed with the

local Chapter of the Student American Medical

Association and requested that the House of Dele-

gates appropriate $250 annually to the Chapter,

with the hope that the county medical societies

will also contribute to this fund so that the officers

of our SAMA may accompany the Executive Sec-

retary and President of the State Society on their

tours of the county medical society meetings. The

funds received for this purpose will be admin-

istered by the State Society. The House of Dele-

gates concurred in this action.

The Council requested authorization and re-

ceived approval from the House of Delegates that

the Public Relations Committee discontinue

awarding $100 annually for the Guy Rader award
for excellent medical reporting in the daily and

weekly newspapers throughout the State, inasmuch

as it was the general feeling that this particular

program has outlived its usefulness. The House of

Delegates instructed the Public Relations Commit-
tee to continue some type of an award or program
in the name of Guy Rader and to submit sugges-

tions to the Council.

The expenses for legislative counsel during the

last legislature exceeded the amount budgeted

by almost $1,000. The Budget Committee recom-
mended to the Council, and the Council concurred

that these funds be paid from our savings account.

The House of Delegates ordered that this amount
be taken from the- savings account and paid to the

legislative counsel.

For a number of years the House of Delegates

had borrowed speaking equipment from Dr. James
Gay for use at our House of Delegates meetings.

At the last Interim Meeting the House of Dele-

gates appointed a committee to investigate the pos-

sibility of the State Society purchasing its own
equipment. The Chairman of this committee. Dr.

Ronald Dorn, presented to the Council an itemized
list of equipment needed and the cost. Purchase
of this equipment was recommended by the Coun-
cil and approved by the House of Delegates.

The House of Delegates ordered that the three-

year-old Dodge of the Medical Society be traded
in for a new Dodge as per the bid opened by the

Council.

There was considerable discussion with regard

to the annual audit fee charged by the auditor.

It was the consensus that the $1,200 annual fee is

too high. Therefore, the House of Delegates in-

structed the Executive Secretary and Budget Com-
mittee to obtain information as to cost of annual

audits from other firms and tender a report to

the Council.

The Council accepted the Budget Committee’s

recommendation that a line item in the amount of

$3,000 be included in the budget for this year to

establish a retirement plan for the executive em-

ployee of the New Mexico Medical Society. The
House of Delegates approved of this budget item

and instructed the Central Office Committee to

devise a qualified plan of retirement for the exec-

utive employee of the State Medical Society.

The Budget Committee had recommended to

the Council that dues for active members of the

New Mexico Medical Society be increased by $15

per year, and for associate members, by $10 per

year. However, the Council rejected this recom-

mendation and recommended to the House of Dele-

gates that dues for active members be increased

by $15 per year, and that dues for associate mem-
bers be increased by $5 per year. There was con-

siderable discussion on this recommendation; how-
ever, when the vote was taken, the House ap-

proved of the dues increase as recommended by

the Council, with four members opposed, and two

abstaining.

The names of eight physicians were placed be-

fore the House of Delegates as being delinquent

in payment of 1969 dues. The House concurred that

I hey should be issued a letter stating that they

are to pay their dues by July 1 or be expelled

from membership for nonpayment of dues.

The House of Delegates authorized the Council

to retain Mr. Howard Houk as legal counsel for

the New Mexico Medical Society for another year.

The House of Delegates approved a recom-

mendation from Bernalillo County Medical Asso-

ciation that Dr. Wesley O. Connor, Jr., of Albu-

querque, be declared an emeritus member this

year due to illness.

The House accepted the Council recommenda-

tion that Drs. Marcus J. Smith of Santa Fe, and

William S. Curran of Albuquerque, serve as editor

and associate editor, respectively, of the ROCKY
MOUNTAIN MEDICAL JOURNAL for New Mex-
ico.

The Council had recommended that the Medical

Society discontinue awarding the $500 high school

science fair scholarship. The House entered into a

spirited debate. A number of motions with regard

to continuing the science fair project with de-

creased funding were made. The House was asked

to vote on a recommendation that we award five

.scholarships of $100 each. This motion was de-

feated by a vote of 30 to 29. A motion to table the

matter until the Interim Meeting was duly passed.

The Dean of the School of Medicine had re-

ceived a communication from the State Police

Board to the Board of Regents of the University

requesting that the University of New Mexico

School of Medicine perform routine physical ex-

aminations for members of the State Police. The

Council recommended and the House of Dele-

gates concurred that the School of Medicine should

not enter into agreements of this nature, since

they are primarily in the business of teaching med-
ical students; therefore, this entire subject was

referred to the Liaison Committee to the School of

Medicine for further study and report. The Presi-

dent was instructed to appoint an ad hoc commit-

tee who would advise the State Police Board, and

further, that this advisory committee study the
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long-range development of a prepaid medical

service foundation and make a report to the Coun-

cil within six months.

The House of Delegates authorized the forma-

tion of an executive committee of the Legislative

Committee, consisting of the President of the New
Mexico Medical Society, Vice President, and Chair-

man of the Legislative and Public Policy Commit-
tee. This executive committee is authorized to act

for the Society at the coming Constitutional Con-
vention.

The Budget for the year 1969-70 was approved

by the House of Delegates.

A resolution submitted by Drs. Bernard Blough

and Walter A. Stark, San Miguel County Medical

Society, was approved as follows:

WHEREAS, most programs covering medical problems
in New Mexico are originated by individuals or groups
outside the New Mexico Medical Society; and

WHEREAS, the Society as a group and its members as

individuals usually are confronted with an accomplished
fact insofar as programs governing medical services are
concerned;

THEREFORE, BE IT RESOLVED that the New Mexico
Medical Society establish a special Mission and Planning
Committee to originate, define, and establish goals and
programs to cover all phases of medical care in New
Mexico.

A motion to require the President of the New
Mexico Medical Society to appoint to member-
ship on the special Mission and Planning Commit-
tee members of the Liaison Committee to the De-
partment of Health and Social Services and the

Legislative and Public Policy Committee was de-

feated by the House.

Report of the Reference Committee on
Legislation and Public Affairs

The following annual reports were for infor-

mation only, included no recommendations, re-

quired no policy action, and therefore were filed:

Report of Legislative and Public Policy Committee,
Report of Liaison Committee to the Department of Health
and Social Services, Report of the Public Relations Com-
mittee, Report of the New Mexico Physicians’ Service
Board of Trustees, Report of Adjudication and Liaison
Committee to Health Insurance Carriers.

The reference committee recommended to the

House of Delegates that Dr. Harry D. Ellis, Chair-

man of the Legislative and Public Policy Com-
mittee, members of his committee, and all others

who aided him in the recent legislative session, be
commended for an outstanding job on behalf of

the New Mexico Medical Society.

A supplement to the New Mexico Physicians’

Service Annual Report contained a letter from the

Blue Shield Board pointing up the ever-increasing
problem of fees in administering various programs.
The reference committee recommended to the
House of Delegates that all county medical society

members be urged to cooperate fully with the Fee
Committee of the New Mexico Medical Society
in initiating and conducting a resurvey of fees.

A Taos County Medical Society resolution was
considered which called for the Legislative and
Public Policy Committee to investigate the pos-

sibility of new legislation requiring that am-
bulance services be put under the Department of

Health, Education and Welfare for uniform re-

quirements of vehicles and personnel. However,
in view of a similar resolution presented by the

Reference Committee on Miscellaneous Business,

the Taos County Medical Society resolution was
disapproved.

Mid-Rio Grande County Medical Society’s reso-

lution concerning immigration of physicians from
foreign countries was not considered, inasmuch
as no individual from that county society appeared
to discuss the resolution. Therefore, the reference
committee recommended and the House con-
curred that the resolution be disapproved.

The Chaves County Medical Society sponsored
a resolution which was amended prior to approval,

calling for the reestablishment of a separate

State Department of Health in New Mexico.

The annual report of the Fee Committee con-

tained a number of specific recommendations for

the attention of the House of Delegates. These
recommendations and actions taken by the House
are as follows:

1. That the New Mexico Medical Society inform the
New Mexico Blue Shield that the confidential body of fee
material used in the Society’s usual and customary fee
system may not be disclosed to the New Mexico Osteo-
pathic Association or any other individuals or organiza-
tions without the express approval of the New Mexico
Medical Society. Approved.

2. That the New Mexico Medical Society inform the
New Mexico Blue Shield that the New Mexico Medical
Society does not wish to have charged fees of medical
doctors integrated with charged fees of osteopaths in the
computer programs which might be used to alter or up-
date usual or customary fees, which in turn will be used
in the Medical Society’s usual and customary fee system
with third parties. Approved.

3. That the House of Delegates give favorable con-
sideration to the resolution introduced by the New Mex-
ico Physicians’ Service concerning revocation of approval
of the Society for those health insurance policies paying
benefits on the basis of less than usual and customary
fees. Approved.

4. That the New Mexico Medical Society urge New
Mexico Blue Shield to convert all of its low-option full-

service policies to coinsurance policies paying a pre-
determined percentage of usual and customary fees.

Approved.

5. That the Liaison Committee to the Department of

the Health and Social Services be requested to urge the
Department of Health and Social Services to investigate
fully the possibilities of purchasing health insurance cov-
erage for its clients. Approved.

It was recommended by the reference commit-
tee and approved by the House of Delegates that

the New Mexico Medical Society study the feasi-

bility of a plan for New Mexico which will ac-

complish the goals of Recommendation 5, such as

the San Joaquin Foundation Prepayment Project,

and that the pertinent reference material pre-

sented to this committee by Dr. Fred Hanold con-

cerning this plan be carefully studied by the

appropriate committee of the State Society.
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6. That the House of Delegates decide whether it

wishes to take a stand concerning the request of the

AFL-CIO of New Mexico for Medical Society support and
seek State legislation leading to compulsory, employer-
provided health insurance for employees: and further,

in the event that the House takes a stand in favor or

against this request, that it authorize Dr. Corcoran as a

member of the Society’s Advisory Committee to convey
the decision to the Executive Secretary of AFL-CIO. Dis-

approved.

7. That the New Mexico Medical Society seek legislation

empowering the State Insurance Commissioner to set

minimum standards of benefits to be offered in health
insurance policies sold in New Mexico. Approved.

8. That the New Mexico Medical Society, in messages
to both the Blue Shield Plans and the private health in-

surance industry, strongly encourage these organizations
to devise more comprehensive policies, perhaps including
nursing home benefits and/or prescription drug coverage.
Disapproved.

The House of Delegates reaffirmed its previous

direction to this committee to go for the 90th per-

centile in the usual and customary and reasonable

fee system.

9. That the President be requested to appoint either
the participants in the Dallas, Texas Conference of the
HEW Secretary’s Advisory Committee on Health Care
Costs, or such other physicians as he sees fit, to an ad hoc
committee for the specific purpose of communicating to
the Area Wide Planning Committee and other appropriate
organizations those matters of information and recom-
mendation which are included in the Fee Committee re-
port under the paragraph headed “Miscellaneous,” and
which are not specifically provided for in recommenda-
tions 1-8, inclusive, above. Approved.

10. Definitions of “usual,” “customary,” and “reason-
able” fees.

A. ’The “usual” fee is that fee which an individual
physician usually charges most of his patients
under ordinary circumstances for a specific pro-
cedure.

B. The “customary” fee is the upper limit of al-

lowable or payable fees derived from the appli-
cation of one of the several different mathe-
matical formulae to the collective series of
“usual” fees of all physicians for that same
service within a certain geographic or socio-
economic area;

C. A “reasonable” fee is one which qualifies as
allowable or payable because it is neither
greater than the claiming physician’s usual fee
nor greater than the customary fee for that
procedure fee in that area, or is one which
qualifies as allowable or payable because it has
been adjudicated so by an adjudication com-
mittee or similar review agent officially recog-
nized by the Medical Society under one of sev-
eral situations, such as:

1. Insufficient data having been available con-
cerning the “usual” or “customary” fees for
the procedure in question, because of its
rarity, newness, or variability: or

2. The claiming physician considers the circum-
stances of the particular case to be so un-
usual, qualitatively or quantitatively, that the
case warrants payment of a fee greater than
the usual and/or customary fee for a par-
ticular procedure.

Recommendation 10 was approved by the House
of Delegates for use in the New Mexico Medical
Society’s Usual, Customary, and Reasonable Fee
System.

The following resolution included in the sup-
plemental report of New Mexico Physicians’ Serv-
ice was approved:

I move that New Mexico Physicians’ Service request the
House of Delegates to withdraw its approval of all those
full-service benefit policies approved by New Mexico
Physicians’ Service and/or the New Mexico Medical So-
ciety, which pay less than usual and customary or rea-
sonable levels of benefits, and recommend that such
policies be converted to coinsurance-type policies, the
insurer paying a predetermined coinsurance percentage
of usual and customary fees, and the insured’s coinsur-
ance portion of the benefits being subject to negotiation
between the physician and the patient in accordance with
the patient’s ability to pay.

A resolution from Bernalillo County Medical
Association regarding air pollution was adopted.

The resolution urged members of the New Mex-
ico Medical Society to cooperate with State en-

vironmental health agencies and charged the

Legislative and Public Policy Committee of the

New Mexico Medical Society to support adequate
funding for enforcement of existing anti-pollu-

tion control standards, and to support better anti-

pollution regulations when they come up for fu-

ture consideration by the State’s legislative, ju-

dicial, and/or executive bodies.

Dr. Charles R. Beeson, delegate, Bernalillo

County Medical Association, introduced a resolu-

tion regarding definitions of usual, customary,

and reasonable fees of physicians. However, inas-

much as this subject was considered in the annual
report of the Fee Committee, action on this spe-

cific resolution was postponed indefinitely.

A resolution introduced by Dr. Charles R. Bee-
son, delegate, Bernalillo County Medical Associa-

tion, concerning the differential treatment of fee

adjudications for specialists and generalists on the

basis of difference of training and experience be-

tween these two groups was disapproved by the

House of Delegates.

Dr. Fred H. Hanold, delegate, Bernalillo Coun-
ty Medical Association, introduced a resolution

concerning the definitions of usual, customary,
and reasonable fees. However, the reference com-
mittee recommended and the House of Delegates

concurred that the consideration of this resolu-

tion be postponed indefinitely, inasmuch as it is

now redundant due to previous actions of this

House.

The House ordered filed a supplemental report
introduced by Dr. Louis Levin, Chairman of Ad-
visory Committee to State Hospitals and Institu-

tions, which read as follows:

’The Department of Hospitals and Institutions stands
ready to furnish care for those whose nursing home care
has been terminated with the termination of Medicaid.
For additional information call Dr. Neal at the Depart-
ment of Hospitals and Institutions, Albuquerque.

The Department of Hospitals and Institutions has re-
ceived inquiries at local level if the doctors of the various
institutions (Fort Bayard, Fort Stanton, Las Vegas, Los
Lunas, etc.) would provide clients of the Department of
Health and Social Services with medical care.

The Department of Hospitals and Institutions offers to
work with local medical societies to help in the care of
such patients, if requested by the local physician to do so.

Dr. Neal advises that the local societies provide some
mechanism whereby new patients in this category can
obtain medical care.
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Report of Reference Committee on

Miscellaneous Business

The following annual reports considered by

the Reference Committee on Miscellaneous Busi-

ness were for information only, included no recom-

mendations, required no policy action, and were

filed:

Report of Ad Hoc Committee on Public Health Plan-

ning under Public Law 89-749, Report of Disaster and

Medical Care Committee, Report of Liaison Committee to

University of New Mexico School of Medicine, Report of

Advisory Committee to Department of Hospitals and In-

stitutions. Report of Medical-Legal Committee, Report of

National Aeronautics and Space Administration Advisory
Committee, Report of Joint Medical Osteopathic Advisory
Panel of Professional Credentials. Report of Rocky Moun-
tain Medical Conference Continuing Committee, Report
of Professional Utilization Committee, Report of New
Mexico Medical Assistants Society, Report of Accident

Prevention Committee, Report of Dyslexia Committee.

The following amendments to the Bylaws were

approved by ballot by the House of Delegates in

compliance with the rules and regulations per-

taining to amendments to the Bylaws:

1. That Section 2. Chapter III, be amended by adding
the phrase “are in good standing and” (line 21, P 69,

Delegates HANDBOOK, between the words “selected"

and “are”). Section 2 will then read as follows: “Pre-

ceding the Annual Meeting of the House of Delegates

the Nominating Committee shall select two or more can-

didates for each office to be filled by election, except the

position of President-elect, and shall ascertain that the

members they have selected are in good standing and
are willing to serve if elected . . .

.”

2. That Section 1, Chapter IV, be amended by adding
between the words “ten” and "in addition” (line 17, P.

69, Delegates HANDBOOK) the sentence, “The elected

delegates must be Active or Emeritus Members in good
standing.”

Section 1 will then read as follows: “However, each
component society shall be entitled to at least one dele-

gate, even if the total number of Active Members and
Emeritus Members is less than ten. The elected delegates

must he Active or Emeritus Members in good standing.

In addition . .
.”

3. That Section 2B, Chapter VII, be amended by delet-

ing the following sentence: “When the Nominating Com-
mittee meets to select the candidates for election to the
various offices of the Society, they shall also select two
or more candidates from each Council District for election

to the Nominating Committee for the following year,”

and by substituting the following:

“The Nominating Committee shall receive the name
of a nominee from each component society by February
of each year. Those Council Districts comprising one
county society shall submit two or more nominees to be
considered by the House of Delegates. All nominees shall

be members in good standing. In the event the local

Council District does not provide the Nominating Com-
mittee with a list of nominees by the date specified, the
nominees from that area shall be chosen by the Nominat-
ing Committee itself. The annual election ballot shall con-
tain the name or names of each county society’s nom-
inee (s) from each District, one of whom shall be elected
by the House of Delegates to represent his Council Dis-
trict on the Nominating Committee.”

The Reference Committee recommended that

the amendment to Chapter VII, Section 2B, pro-

posed by the Constitution and Bylaws Committee
be presented with the following addition after line

17, P. 70, Delegates HANDBOOK: “The two im-
mediate past presidents will also serve as mem-
bers of the Nominating Commttee.” Speaker Dorn

announced that this amendment and addendum
would lie on the table until the Interim Meeting

in November, at which time final action will be

taken.

A suggestion was made by the reference com-
mittee that in an instance when the chairman of

one of the important committees is out of the

country or unable to function for a period of time,

that the President should appoint a chairman pro

tern until the chairman can resume his responsi-

bilities.

The report of the Liaison Committee to Allied

Professions and Voluntary Health Agencies stated

that this committee was continuing discussions

with the New Mexico Nurses Association with

regard to developing a joint statement by the New
Mexico Medical Society, the New Mexico Nurses

Association, and the New Mexico Hospital Asso-

ciation. The committee reported that it had re-

ceived a request from the Albuquerque Diabetes

Society for the New Mexico Medical Society to

endorse the local Diabetes Society in order that

it may become affiliated with the American Dia-

betes Association. The committee pointed up that

it had been the policy of the New Mexico Medical

Society not to endorse nonmedical organizations.

The reference committee recommended and the

House of Delegates concurred that the New Mexico
Medical Society should not endorse the Albuquer-

que Diabetes Society and should reaffirm its pre-

vious policy of not endorsing any nonmedical or-

ganization.

The report of the Medicine and Religion Com-
mittee was received. The chairman. Dr. William
Lovekin, was commended for an outstanding job

in conducting the affairs of this committee during

the past two years. The reference committee
recommended and the House of Delegates con-

curred that a student at the University of New
Mexico School of Medicine should be invited to

attend the meetings of this committee.

The Professional Utilization Committee report

was ordered filed after the following amendment
was added:

A total of 38 cases have been considered by the com-
mittee, involving seven physicians. One case was re-
solved as presented; 3 were resolved with modification
agreed to by the attending physician and the committee;
34 cases are still pending.

The Chaves County Medical Society sponsored

a resolution which concerned the establishment of

an American Board of Clinical Immunology and
Allergy. However, the reference committee recom-
mended and the House concurred that this resolu-

tion be disapproved, inasmuch as there were no
details concerning the proposed Board, and the

decisions with regard to whether a Board should

be established or not should remain with the Ad-
visory Board to Medical Specialties.

Bernalillo County Medical Association spon-

sored a resolution concerning the policy of the
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Board of Trustees of the American Medical Asso-

ciation regarding commercial advertising of a

medical specialty by lay corporations. The refer-

ence committee recommended and the House con-

curred that action on this resolution be postponed

until the Interim Meeting of the House, at which

time further background information should be

available.

Dr. Earl Flanagan, Carlsbad, introduced the

following resolution, which was approved:

WHEREAS, the State Motor Vehicle Department con-

tinues to put us in the untenable position of making de-

cisions as to the fitness of persons to drive with no

criteria of fitness having been recorded; and

WHEREAS, such decisions should be subject to future

judicial action; and

WHEREAS, the Medical Society has failed in its at-

tempts to ascertain the members of the Medical Review
Board of the Motor Vehicle Department;

THEREFORE, BE IT RESOLVED that until such cri-

teria are properly established, that members of the New
Mexico Medical Society return all forms, with only state-

ments of medical fact relative to the patient’s condition

and express no opinion as to whether the patient is fit

to operate a motor vehicle; and

BE IT FURTHER RESOLVED that the Medical So-
ciety, through its Accident Prevention Committee, stands
ready to consult with the Department of Motor Vehicles
regarding the establishment of such criteria.

A resolution introduced by the Emergency
Medical Care Committee concerning the control

of ambulance services was disapproved because

there are considerable local efforts at this time to

solve these problems, and many of the areas of

study have not been researched thoroughly.

The following substitute resolution was intro-

duced and approved:

BE IT RESOLVED that the House of Delegates recom-
mend that each county medical society contact its muni-
cipal authorities to assist them to make a thorough re-

view of their local ambulance services in order to Improve
their personnel training and ambulance equipment and to

study methods of improved local financing for these
services.

R. C. Derbyshire, M.D., introduced the follow-

ing resolution which was enthusiastically approved
by the House of Delegates:

On behalf of the entire New Mexico Medical Society
I wish to thank the members of the Bernalillo County
Medical Association for their hospitality. I wish to com-
mend Dr. James R. Gay and the members of the General
Convention Committee, Drs. Fred R. Brown, Richard
Angle, Rufus Lee, Robert Stone, and Zigmund Kosicki
for the excellent orgainzation of the program. I also
wish to commend the Speaker, Dr. Ronald V. Dom, for
the smooth functioning of the House of Delegates due
almost entirely to his organizational talents and his
meticulous attention to detaii.

Last, but most importantly, I thank the members of the
Woman’s Auxiliary to the Bernalillo County Medical
Association for the operation of the registration desk, the
reception at the Museum last evening, the organization of
the banquet, and the many other amenities which could
not have been evident without the feminine touch.

Speaker Dom announced the results of the

annual election as follows:

President-elect, Harry D. Ellis, Santa Fe; Vice Presi-
dent, Vaun T. Floyd, Albuquerque; Secretary-Treasurer,
James R. Gay, Albuquerque; Speaker, House of Delegates,
Ronald V. Dom, Jr., Albuquerque; Vice Speaker, House
of Delegates, William J. Hossley, Deming; Councilor,
Dist. IV, Samuel E. Neff, Clovis; Councilor, Dist. V, Rex
G. Quigley, Hobbs; Councilor, Dist. VII, Joe H. Sharpe,
Farmington; New Mexico Physicians’ Service Board of
Trustees, Alfred S. Blauw, Roswell; Jack A. Dillahunt,
Albuquerque; Anthony W. Williams, Albuquerque; Julius
L. Wilson, Santa Fe.

James B. Blough, Las Vegas, and James W.
Wiggins, Albuquerque, received the same number
of votes. (Following the adjournment of the House
of Delegates the New Mexico Physicians’ Service

Board of Trustees held a meeting at which time

they appointed James W. Wiggins to serve on the

Board for a three-year term.)

Nominating Committee:

District I; Armin T. Keil, Raton; District II: R. C. Der-
byshire. Santa Fe; District III: T. L. Carr, Albuquerque;
District IV: Allan L. Haynes, Clovis: District V.: Earl B.
Flanagan, Carlsbad; District VI: William J. Hossley,
Deming; District VII: Matt. A. Connell, Grants.

Dr. Flanagan thanked the members of the

New Mexico Medical Society and the House of

Delegates for their cooperation during the past

year and urged them to continue their strong sup-

port of the new President, Dr. Hugh B. Wood-
ward, II. Dr. Flanagan turned the gavel over to

Dr. Woodward.

Dr. Woodward expressed his appreciation to

the delegates for electing him President and stated

that he would do his best to fulfill the obligations

of this office and would be looking forward to

working with all of them during the year ahead.

There being no further business, the meeting
was adjourned.

Respectfully submitted,

John D. Abrums, MD,
Secretary-Treasurer

Dr. Robert W. Goltz, Professor and Head, Divi-

sion of Dermatology, University of Colorado Medi-
cal Center, Denver, has been named a member of

the new Council for the National Program for

Dermatology of the American Academy of Der-
matology.

The Council is composed of 15 members and
will be responsible for studying and implement-
ing the Academy’s comprehensive National Pro-
gram report aimed at controlling skin diseases.
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AAP State Chapter Award
The Colorado Chapter of the American Acad-

emy of Pediatrics has won the 1969 AAP State

Chapter Award. The Award, consisting of a plaque

and $2,500, is provided by Wyeth Laboratories of

Philadelphia.

One of the most diversified of the Chapter’s

activities is its program of voluntary pediatric

consultation for the Sangre de Cristo Presbyterian

Medical Unit in the State’s poverty-stricken Cos-

tillo County.

The pediatric resident’s seminar program fea-

tures visits to practitioners’ offices to acquaint

pediatric residents with the practical aspects of

office techniques and procedures. This is followed

by a conference between the practicing pediatri-

cian and the resident at the practitioner’s home to

discuss in depth the problems and rewards of

pediatric practice.

The Chapter’s drug education program encom-
passes an extensive speakers bureau, public edu-

cation activities including pamphlets and ex-

hibits, and education of pediatricians about drug
abuse through seminars and other programs.

As a result of the drug abuse program, a pro-

posal has been initiated that a Governor’s Com-
mittee on the problems of youth be formed to con-

solidate all the efforts of the many professional

groups interested in the current and pressing

problems of the State’s young people. The pro-

posed Governor’s Committee will be coordinated

with the local Colorado Committee of the 1970

White House Conference on Children and Youth.

University of Colorado Medical Center

The Department of Anatomy of the University

of Colorado School of Medicine has received a

grant of $83,165 from the National Institute of

General Medical Sciences to support the first

year of a five-year program for the training of

scientists and teachers of anatomy.
Dr. David G. Whitlock, professor and chairman

of the department, said the grant will permit his

department to expand its training of PhD anato-

mists who will become the future faculty members
of the anatomical sciences and for the education of

physicians and allied health personnel.

Facilities of the department permit its graduate
students to undertake their research projects in

such fields as neuroanatomy, neurophysiology,
molecular biology, cell biology, developmental
anatomy, fine structure and cytology, virology,

morphology, immunology and aspects of chemis-
try related to the nervous system.

In a new gift to the campaign against kidney
disease, Donald P. Dunklee, president of the Kid-
ney Foundation of the Rocky Mountain Region,
has presented a check for $4,000 to Dr. Joseph H.
Holmes, head of the Division of Renal Disease in

the University of Colorado School of Medicine.
The check represents the first installment of a

gift to support the research and professional train-

ing programs in the field of kidney diseases at

the CU Medical Center. The Kidney Foundation
has also supported the Chronic dialysis (Artificial

Kidney) Unit at the Medical Center for several

years with grants totaling more than $17,000.

Dr. Robert W. Goltz, head of the Division of

Dermatology in the University of Colorado School

of Medicine, has left for South Vietnam to explore

the feasibility of an affiliation between his divi-

sion and its counterpart in the University of Saigon

Faculty of Medicine. The prospective affiliation

would be part of the United States effort to aid

South Vietnamese medical education through a

program administered by the American Medical

Assn, under contract with the U. S. Agency for

International Development (AID).

A number of American medical schools are

involved in the AMA-AID program, known as the

Vietnam Medical School Project, and additional

schools are exploring the possibilities of coopera-

tion to help South Vietnam relieve its critical

shortage of physicians and other health workers.

The project sends selected doctors and technolo-

gists from U. S. medical schools to South Vietnam
as consultants to the University of Saigon Faculty

of Medicine, which is undergoing a major reor-

ganization and expansion.

Dr. Goltz will spend about two weeks in Sai-

gon observing the medical school there and con-

sulting with members of its faculty. If a counter-

part affiliation is arranged, his division would

send members of the faculty and technologists to

Saigon for varying periods to assist in establishing

training programs in dermatology and to strength-

en facilities for the treatment of skin diseases.

Members of the Saigon faculty would come to

Denver as exchange fellows to observe American

techniques and study American teaching methods.

The entire project is financed by AID and is ad-

ministered from Chicago by the AMA.

En route back to Denver from his Saigon visit,

Dr. Goltz will participate in the second Congress

of the International Society for Tropical Derma-

tology in Kyoto, Japan. He will deliver a paper

on skin diseases in children with defective im-

munity.
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Dr. Ferdinand Wagschal died in Denver, July

17, 1969.

He was born August 4, 1879 at Montabar,

Germany and received his professional education

at the Universities of Wurtzberg, Berlin and Bres-

lau, receiving the M.D. degree June 15, 1903.

Dr. Wagschal practiced in Germany from the

time of graduation until 1936 when he moved to

the United States. He was licensed in Colorado in

1937 and practiced for a brief time at Grover and

Greeley before moving to Denver.

Dr. Wagschal was a specialist in plastic sur-

gery, and was a member of the American Medical

Association, the Colorado Medical and Denver

Medical Societies. He was an ex-patient of the

Tubercular Home. He retired from active practice

in 1953.

Dr. Wagschal’s wife died in 1965. He is sur-

vived by a son Rolf, a Denver physician; a daugh-

ter, Mrs. Anna Freund of Israel; two grandchildren

and two great grandchildren.

Utah
Dr. Delbert R. Hales, Utah County physician

and member of the Utah County Board of Health,

died July 18, 1969, at the age of 52. Born Decem-
ber 22, 1916 in American Fork, he was the son of

G. Ray and Laura Bird Hales. He married Barbara

Bailey on June 11, 1947.

A 1942 graduate of Brigham Young University,

Dr. Hales received his MD degree in 1950 from the

Pennsylvania Medical School. He later served his
' internship at the L.D.S. Hospital in Salt Lake

City. He practiced medicine in American Fork for

18 years, was president of the American Fork Hos-
^ pital staff for two years, and served as director of

the Utah Academy of General Practice. He was
a member of the Utah County, Utah State, and
American Medical Associations.

He is survived by his widow; two sons and four

daughters: Mark Bailey, David Ray, Karen, Jo-

Anne, Laura, and Carolyn, all of American Fork;

his father and step-mother, Springville; a brother.

Dr. George G., Blackfoot, Idaho; and a sister, Mrs.

I

Hal M. (Aileen) Clyde, Springville.

j

* * * *

Dr. Blaine R. Brown, University of Utah ra-

il

diologist, died August 1, 1969, at the age of 47.

I

Born July 11, 1922, in Salt Lake City, he was

j|
the son of Ray O. and Emma E. Abbott Brown.

I
Dr. Brown, a 1950 graduate of the University

;i of Utah College of Medicine, interned at the

Minneapolis General Hospital, and later com-
pleted his residency in radiology at the University

of Utah. At the time of his death he was serving

as an Associate Professor of Radiology at the

Medical School.

Dr. Brown was a member of the Salt Lake
County, Utah State, and American Medical Asso-

ciations and a fellow of the American College

of Radiology. He was a veteran of World War II,

having served as an officer in the U. S. Navy.

Survivors include his father and a sister, Mrs.

L. W. Hopkins, both of Salt Lake City; and a

brother. Grant A. Brown, of Murray.

New books received are acknowledged in this

section and such acknowledgment must he re-
garded as sufficient return for the courtesy of the
sender. Selection will be made for review in the
interests of our readers and as space permits.
Books are listed with advance data supplied by
publishers. Prices quoted are not guaranteed. For
further information, address queries to the pub-
lishers. Books here listed are available for lending
from the Denver Medical Society Library.

Recent Acquisitions

Abdominal Operations; By Rodney Maingot. 5th ed. New
York, 1969, Appleton. 2 vols. Price: $45.00.

Achalasia of the Esophagus: By Henry F. Ellis and Arthur M.
Olsen. Philadelphia, 1969, Saunders. 221 p. Price: $9.00.

Advanced Concepts in Contraception: By Frederic Hoffman.
New York, 1968, Excerpta Medica. 151 p. Price: Gift.

An Annotated Bibliography of Biomedical Computer Appli-
cations: By Ruth Allen. Bethesda, Maryland, 1969, National Li-
brary of Medicine. 216 p. Price: Gift.

Dlagnostlo Computers: By Cesar Caceres and Arthur E.
Rikli. Springfield, 111., 1969, Thomas. 86 p. Price: $8.00.

Electrical Activity of the Heart; Edited by G. W. Manning.
Springfield, 111., 1969, Thomas, 541 p. Price: $15.00.

Greenfield’s Neuropathology: Bv J. G. Greenfield and others.
Baltimore, 1967, Williams & WUkins. 679 p. Price: $22.50.

Immunoglobulinopathies: By Ralph L. Engle and Lila A. Wal-
lis. Springfield, 111., 1969, Thomas. 270 p. Price: $17.50.

The Lung and Paranasal Sinuses: By W. W. Wasson, S. H.
Sanders and D. Eugene Cowen. Springfield, 111., 1969, 'Thomas.
343 p. Price: $23.50.

Nature of Melanoma: By Vincent J. McGovern and Malcolm
M. Lane Brown. Springfield, 111., 1969, Thomas. 184 p.

Price: $12.75.

St. Louis Encephalitis in Florida: By Florida State Board of
Health. Jacksonville, Florida, 1969. 125 p. Price: Gift.

Scientific Basis of Cancer Chemotherapy, v. 21 (Recent Re-
sults in Cancer Research): Edited by Georges Mathe. New
York, 1969, Springer- Verlag. 96 p. Price: $8.75.

Sleep and Altered States of Consciousness; By Assoc, for
Research in Nervous and Mental Disease. Baltimore, 1967,
Williams & Wilkins. 591 p. Price: $25.00.

Therapeutic Radiology; By William T. Moss and William N,
Brand. 3rd ed. St. Louis, 1969, Mosby, 564 p. Price: $22.50,

Vitamin E Content of Foods and Feeds For Human and
Animal Consumption: By Martha Dicks. Laramie, Wyoming,
1965, University of Wyoming. 194 p. Price: Gift.
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Laryngology and Bronchoesophagology
Chicago, Illinois

November 3-14, 1969

The Department of Otolaryngology of the Illi-

nois Eye and Ear Infirmary and the College of

Medicine of the University of Illinois at the Med-
ical Center, will conduct a postgraduate course in

Laryngology and Bronchoesophagology from No-

vember 3 through 14, 1969. This course is limited

to 15 physicians and will be under the direction

of Paul H. Holinger, MD. It will be held largely

at the new Illinois Eye and Ear Infirmary, 1855

West Taylor Street, Chicago, and will include

visits to a number of Chicago hospitals. Instruction

will be provided by means of animal demonstra-

tions and practice in bronchoscopy and esopha-

goscopy, diagnostic and surgical clinics, as well

as didactic lectures.

Interested registrants will please write directly

to the Department of Otolaryngology, College of

Medicine, University of Illinois at the Medical

Center, Postoffice Box 6998, Chicago, Illinois 60680.

Oral Cancer Seminar
University of Colorado Medical Center
Denver, Colorado

October 27, 1969

For further information and a detailed pro-

gram, write; The Office of Postgraduate Medical

Education, University of Colorado School of Medi-
cine, 4200 East Ninth Avenue, Denver, Colorado

80220.

16th Western Cardiac Conference
University of Colorado School of Medicine
Medical Center

Denver, Colorado

October 22-24, 1969

Symposium on the Critically 111 Heart Patient.

Theme: SEVERE CARDIAC PROBLEMS
For further information, write: Colorado Heart

Association, 1375 Delaware Street, Denver, Colo-

rado 80204.

Big Mountain Medical-Ski Conference
Whitefish, Montana

January 28-30, 1970

For further information concerning this Con-
ference, write R. D. Buchanan, MD, Program
Chairman, P. O. Box 220, Columbia Falls, Montana
59912.

Colorado Chapter, American College of

Chest Physicians
Annual Scientific Assembly
St. Joseph Hospital, Denver, Colorado

October 3-4, 1969

Emergency Care of Sick and Injured
University of Colorado Medical Center
Denver

October 15-17, 1969

The course, sponsored by the American Acad-
emy of Orthopaedic Surgeons, is designed for

ambulance attendants, nurses, firemen, police of-

ficers, safety engineers in industry, rescue squads,

and others who work with persons requiring

emergency care.

With faculty members drawn from the CU
School of Medicine, the lectures, demonstrations

and practice sessions are given in cooperation with

the school, the American College of Surgeons, the

Colorado Medical Society and other interested

organizations. Dr. John D. Leidholt, Denver ortho-

pedic surgeon and an assistant clinical professor

of orthopedic surgery in the CU medical school,

will serve as course director again this year.

The course is open to persons from all parts

of the country but is primarily intended to draw
its registration from Colorado, Wyoming, Utah,

Idaho and Montana.

Interested persons may obtain further infor-

mation and registration forms from Dr. Leidholt

at 2045 Franklin St., Denver, Colo. 80205, Tele-

phone 292-9311.

Montana and Wyoming Internists

Scientific Meeting
Missoula, Montana
November 1, 1969

Specialists in internal medicine in Montana
and Wyoming will hold a scientific meeting in

Missoula, Mont., Nov. 1, under the auspices of the

American College of Physicians (ACP).
The session is one of the 35 regional scientific-

educational meetings the ACP will sponsor dur-

ing the 1969-70 academic year. Held throughout

the United States and Canada, the meetings help

the College’s 15,000 members keep abreast of de-

velopments in the basic sciences and clinical medi-
cine.

The meeting is under the general direction of

Alfred M. Fulton, Jr., MD, Billings, Mont, ACP
Governor for Montana and Wyoming.

Association of American Physicians
and Surgeons
26th Annual Meeting
Brown Palace Hotel-—Denver, Colorado

October 9-11, 1969

For further information regarding this meeting

please write to Association of American Physicians

and Surgeons, Inc., 230 N. Michigan Avenue, Suite

1000, Chicago, Illinois 60601.
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Prescribe a break in fhe outdoors for yourself. Mem-
bership opens thousands of acres of wilderness hunt-
ing, camping, fishing .... any outdoor activity

without the crowds. The Club offers the finest big

game, bird hunting, or just family recreation facilities.

Prescribe the enjoyment and relaxation you need ....
through American Sportsman's Club membership.
Treat yourself and the whole family to outdoor rec-

reation at its best!

For further information complete coupon and mail to

827 SHERMAN ST.

Denver, Colorado 80203

Phone 292-3740
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WANT ADS
STUDENT HEALTH SERVICE: Excellent opportunity for
physician to join full time staff of health service. Write

Director, Student Health Service, University of Wyoming,
Laramie, Wyoming 82070. 769-4-3B

DISTRICT AND EMERGENCY ROOM PHYSICIANS—The
Amarillo Hospital District has positions open for District

and Emergency Room Physicians. We operate a 275-bed gen-
eral hospital and a 100-bed adult psychiatric hospital. Com-
pensation is open and may be engaged on a retainer or
contractural basis. Contact: Mr. Don Pipes, Personnel Di-
rector, Northwest Texas Hospital, P. O. Box 1110, Amarillo,
Texas 79105. 669-1-TFB

TUCSON—UNIVERSITY OF ARIZONA COLLEGE OF MEDI-
CINE—INTERNAL MEDICINE RESIDENCY—at the Veterans

Administration Hospital, approved 3-year program, 360 bed
hospital with 181 medical beds. Affiliated with Davis-Monthan
AFB Hospital for pediatric and female medicine. Faculty of
College of Medicine responsible for supervision of program.
University Hospital under construction; then integrated rota-
tion. Active subspecialty and research services. ECFMG Certi-
ficate required of foreign graduates not engaged in exchange
visitor program. Salaries: First Year, $6,900; Second Year,
$7,500; Third Year, $8,100. Contact: Chief, Medical Service,
VA Hospital, Tucson, Arizona 85713. Equal Opportunity
Employer. 969-1-3B

HEALTH OFFICER—for El Paso City-County Health Depart-
ment. Headquarters—Colorado Springs, Colorado. Position

requires M.P.H. Salary open depending upon qualifications.

Requires physician with public health experience. Contact
Director of Administrative Services Division, Colorado De-
partment of Health, 4210 East 11th Avenue, Denver, Colorado
80220. 869-5-2B

GENERAL PRACTITIONER WANTED for the town of Cul-
bertson, Montana, population 1,000 and drawing area of 4,000.

22-bed general hospital. Doctors office space downtown.
Income potential $35,000 and up per year. For further details

contact Gene C. McCracken, Adm., Roosevelt Memorial Hos-
pital, Culbertson, Montana 59218. Phone 787-6621 969-2-IB

PATHOLOGY RESIDENCIES AND INTERNSHIPS available
in 600 bed general hospital. Fully approved four year pro-

gram in anatomical and clinical Pathology. Average annual
specimens and tests—348,587. Interns—$6,300; residents—$8,100

up. Board and laundry. Charles B. Mitchell, M.D., Director
of Laboratories, Harris Hospital, 1300 West Cannon, Fort
Worth, Texas 76104. 169-7-12B

SPECIiULiISTS NEEDED to round out comprehensive health
facilities in delightful medium sized medically isolated great

plains community. We have surgeon and pediatrician. Need
internist, OB-GYN, ' ENT, eye, radiologist, urologist and
orthopedist. We need men willing to pioneer. Call 336-7423
collect or write B. S. Bordman, M.D., Lamar, Colo. 769-9-3

ANESTHESIOLOGY RESIDENCIES available—Fully approved
two year program in 600 bed general hospital includes

neurosurgery, thoracic, and cardiovascular surgery. Annual
anesthetics administered—over 13,000. Stipend—$8,100 and
$9,300. Board and laundry. A. N. Heinrichs, M.D., Director,
Department of Anesthesia, Harris Hospital, 1300 West Can-
non. Fort Worth, Texas 76104. 169-8-12B

GENERAL SURGEON. YOUNG certified or eligible with mil-
itary obligation fulfilled. Salary to start, leading to partner-

ship with 44-year-old certified, established surgeon in town
of 14,000 with drawing area of 40,000. 2 hrs. from Denver.
140 bed JCHA accredited county hospital. Reply to Box 869-2-3,
Rocky Mountain Medical Journal, 1809 E. 18th Ave., Denver,
Colo. 80218. 869-2-3

PROFESSIONAL BUILDING OFFICE SPACE

In attractive N.E. Colorado Springs now leas-

ing in Academy Fair, distinctive new shopping
center.

Space already leased by Pedodontist, Orthodontist,
General Practitioner and D.D.S.

Still available, ideal for MD—up to 1,500 sq. ft.

adjacent to General Practitioner office.

K
«i

III REAL ESTATE

S III management CORPORATION

Colorado Springs Tel; 473-0812 or 596-5513
Del Madsen

CENTRALLY LOCATED
For the medical and dental professions

Here, in the heart of down-
town Denver, the Republic Build-

ing is the best-known Medical-

Dental Center in the Rocky
Mountain West, complete with

24-hour operation. X-ray; patho-

logical and dental laboratories,

pharmacy, drug and supply

stores.

With the completion of the

new 500-car, self-service parking

facility, the Republic Building

—

designed and operated for the

medical and dental professions-—

offers the ultimate in patient-con-

venience and medical facihties.

Space is available. Ask for

illustrated brochure.

m

REPUBLIC BUILDING CORPORATION
1624 TREMONT PLACE. DENVER, COLORADO 80202

PHONE 534-5271
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Newton Optical

Company
Catering to

Medical Profession Patronage

/^\309 16th Street f \ Telephone

Denver 80202 534-8714

ARTIFICIAL EYES
Plastic eyes and glass eyes

specially made to fit the most

difficult cases. An expert eye-

maker is in our office at all

times to give your patients the

satisfaction they must have.

In business since 1906.

Write or phone for full details.

DENVER OPTIC COMPANY
330 University Bldg. • 16th and Champa • 825-0229

Denver, Colorado 80202

BROADMOOR
yourselves

for the pure
pleasure of it all I

Discover America's finest resort facilities,

dining and accommodations, here within

5,000 acres of enjoyment at the gateway

to the Colorado Rockies.

The

BROWOOR
Colorado Springs, Colorado

WHAT IS LEASING??
1. Minimum Cash Outlay.

2. Tax Advantages.

ALL MAKES— ALL MODELS.

EXCEPT THIS ONE!

Let one of our Lease Consultants

give you the Facts with

ISo Obligation.

Call Collect 388-5401 — Ask for

Chuck Kocsis.

ST. CLAIRE MOTOR LEASING
Denver, Colorado

6950 E. Colfax Avenue

Prompt, professional service 24 hours

a day, every day! A complete line of

hospital beds, wheelchairs, traction

equipment, oxygen, crutches, walkers,

commodes, lamps, whirlpools— every-

thing to help patients get well faster.

We Process MEDICARE
Equipment Claims

DENVER

733-5521

350 Broadway

97



^ood •Samaritan SdoApitai

Institute for Cardiovascular Diseases
Phoenix, Arizona

December 8-13, 1969

An intensive six-doy program covering in depth selected fields in cardiovascular diseases.

The program is oriented toward practical application of diagnostic techinques, bosic under-

standing of pathophysiology of heart disease and medical and surgical management of the

most common problems in cardiology. The participants will be encouraged to become involved

with interpretation of records on informal workshop type of sessions planned for the evenings.

This course is intended for those who want an extensive and detailed discussion of the current

aspects of cardiovascular diognoses and theropy.

Program Director: A. Benchimol, M.D., F.A.C.C., Guest Faculty: William Dorson, Ph.D., Darrell

Director, Institute for Cardiovascular Diseases Fanestil, M.D., Albert Kattus, M.D., jerome
Good Samaritan Hospital Kay, M.D., Dean Mason, M.D., Pbilip Samet,

Phoenix, Arizona M.D., and Arnold Weissler, M.D.

ADVANCE REGISTRATION REQUIRED

For information write:

AMERICAN COLLEGE OF CARDIOLOGY
9650 Rockville Pike

Bethesda, Maryland 20014

THE EMORY JOHN BRADY HOSPITAL
401 Southgate Road COLORADO SPRINGS, COLORADO 80906 MElrose 4-8828

E. JAMES BRADY, M.D., Medical Director

For the care and treatment of Psychiatric disorders,

individual and Group Psychotherapy and Somatic Therapies.

Occupational, diversional and outdoor activities.

X-ray, Qinical Laboratory and Electroencephalography.

CAMPBELL F. RICE, Superintendent

Francis A. O’Donnell, M.D.
Robert W. Davis, M.D.
Richard I^. Conde, M.D.
Gilbert 0. Horn, M.D.
Paul A. Draper, M.D.
Charles W. McQellan, M.D.
James E. Edwards, M.D.
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Departing Denver and Albuquerque January 10, 1970^

imagine, the Rocky Mountain Medical Conference two week

AFRICAN ADVENTURE vacation costs less than tourist class air

fare to the same destinations yet includes—

• the best DELUXE HOTELS
• TWO gourmet meals per day at a selection of finest restaurants

• direct WORLD AIRWAYS 707 private jet

• five AFRICAN ADVENTURE hosts to

assist you
• Transfers of all baggage—

-70 POUNDS BAGGAGE ALLOWANCE
• plus many other special features

ENJOY four days each in MOROCCO,
KENYA and TUNISIA optional trip • i

to Romen
AFRICAN ADVENTURE is YOUR

-

vacation . . . sightsee . . . shop . .

.

golf . . . nightclub . . . relax . .

.

there is absolutely NO
REGIMENTATION.

NEVER has there

LS
nts

NAIROBI

RETURN THIS COUPON NOW!

been a vacation

value like our
AFRICAN

ADVENTURE.

SEND TO: COLORADO MEDICAL SOCIETY
1809 E. 18th Ave., Denver, Colo. 80218

Enclosed is my check for $ ($100 per person)
as AFRICAN ADVENTURE deposit

NAME

ADDRESS

CITY STATE

ZIP PHONE

MAKE YOUR RESERVATIONS EARLY-SPACE STRICTLY
LIMITED!

ROCKY MOUNTAIN MEDICAL CONFERENCE
Departing Albuquerque and Denver January 10, 1970 PLUS $30 TAX AND SERVICE



HW&O

DISPOSABLE UNIT
OF SODIUM SULFOBROMOPHTHALEIN INJECTION, USP

(50 mg. per ml.)

BROMSULPHALilN® IN A STERILE. DISPOSABLE. ECONOMICAL UNIT

^ s

HYNSON.
WESTCOTT &

DUNNING. INC.

The Bromsulphalein test is a

convenient, sensitive, reliable test of

liver function.

The precalibrated syringe contained

in the BSP Disposable Unit makes

weight calculations unnecessary,

providing proper dosage regardless of

patient-weight. Each unit contains

complete directions for use, precautions

and contraindications.

The all-inclusive BSP Disposable Unit

provides economic unit dispensing.

Complete literature available on

request.

Baltimore, Maryland 21201
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heavenly relief

for unearthly cough

ABTR

Benyliri
EXPECTORANT

Each Ruidounce contains: 80 mg.

Benadryl® (diphenhydramine
hydrochloride, Parke-Davis);

12 grains ammonium chloride;

5 grains sodium citrate;

2 grains chloroform; 1/10 grain

menthol; and 5% alcohol.

An antitussive and expectorant for

control of coughs due to colds or

of allergic origin, BENYLIN
EXPECTORANT is the leading

cough preparation of its kind.

BENYLIN EXPECTORANT
tends to inhibit cough reflex...

soothes irritated throat membranes.
And its not-too-sweet, pleasant

raspberry flavor makesBENYLIN
EXPECTORANT easy to take.

PRECAUTIONS: Persons who
have become drowsy on this or

other antihistamine-containing

drugs, or whose tolerance is not

known, should not drive vehicles

or engage in other activities re-

quiring keen response while using

this preparation. Hypnotics, seda-

tives, or tranquilizers if used with

BENYLIN EXPECTORANT
should be prescribed with caution

because of possible additive effect.

Diphenhydramine has an atro-

pine-like action which should be
considered when prescribing

BENYLIN EXPECTORANT.
ADVERSE REACTIONS: Side

reactions may affect the nervous,

gastrointestinal, and cardiovascu-

lar systems. Drowsiness, dizziness,

dryness of the mouth, nausea, ner-

vousness, palpitation, and blurring

of vision have been reported. Al-

lergic reactions may occur.

PACKAGING: Bottles of 4 oz.,

1 6 oz., and 1 gal.

Parke, Davis& Company
Detroit, Michigan 48232

PARKE-
4iOR69



Photo professionally posed.

No injection after all!

This penicillin produces high, fast levels—orally.
Pen»Vee® K is usually so rapidly and com-
pletely absorbed that therapeutic penicillin

levels are attained within 15 to 30 minutes.

Thus it can often obviate the need for peni-

cillin injections. The higher serum levels

produced generally last longer than with those
of oral penicillin G.

Indications: Infections susceptible to oral penicillin G: prophylaxis
and treatment of streptococcal infections; treatment of pneumococcal,
gonococcal, and susceptible staphylococcal infections; prophylaxis of

rheumatic fever in patients with a previous history of the disease.

Contraindications: Infections caused by nonsusceptible organisms;
history of penicillin sensitivity.

Warnings: Acute anaphylaxis (may prove fatal unless promptly con-
trolled) is rare but more frequent in patients with previous penicillin

sensitivity, bronchial asthma or other allergies. Resuscitative (epineph-
rine, aminophylline, pressor amines) and supportive (antihista-

mines, methylprednisolone sodium succinate) drugs should be
readily available. Other rare hypersensitivity reactions include
nephropathy, hemolytic anemia, leucopenia and thrombocytopenia.

In suspected hypersensitivity, evaluation of renal and hematopoietic
systems is recommended.
Precautions: In suspected staphylococcal infections, perform proper
laboratory studies including sensitivity tests. If overgrowth of

nonsusceptible organisms occurs (constant observation is essential),

discontinue penicillin and take appropriate measures. Whenever
allergic reactions occur, withdraw penicillin unless condition being
treated is considered life threatening and amenable only to penicillin.

Penicillin may delay or prevent appearance of primary syphilitic

lesions. Gonorrhea patients suspected of concurrent syphilis should
be tested serologically for at least 3 months. When lesions of primary
syphilis are suspected, dark-field examination should precede use of

penicillin. Treat beta-hemolytic streptococcal infections with full

therapeutic dosage for at least 10 days to prevent rheumatic fever

or glomerulonephritis. In staphylococcal infections, perform surgery
as indicated.

Adverse Reactions: (Penicillin has significant index of sensitiza-

tion) : Skin rashes, ranging from maculopapular eruptions to exfolia-

tive dermatitis: urticaria; serum sickness-like reactions, including

chills, fever, edema, arthralgia and prostration. Severe and often fatal

anaphylaxis has been reported (see “Warnings").
Composition: Tablets—125 mg. (200,000 units), 250 mg. (400,000
units), 500 mg. (800,000 units); Liquid—125 mg. (200,000 units) and
250 mg. (400,000 units) per 5 cc.

Wyeth Laboratories Philadelphia, Pa.

o«ALpEN.VEE*K
(potassium phenoxymethyl penicillin)



September 2, 1969

TO THE EDITOR:

The subject of laryngectomy, discussed in the

August 1969 issue of the Rocky Mountain Medical

Journal, by a panel at the University of Colorado

Medical Center was of great interest to a recently

laryngectomized doctor.

For the benefit of other Doctors who in the

future might have to undergo laryngectomy and

who might remember the statement of Dr. Borthick

regarding the ease of attainment of speech, I hasten

to object to his blatant sentence, “Intelligent and

well motivated people are usually speaking well

after just one day.” I have spoken to several

laryngectomized people, as well as two speech

therapists, regarding this statement. The kindest

remark was, “Well' maybe it was a misprint.”

Also concerning Dr. Borthick’s statement re-

garding esophageal and pharyngeal speech as be-

ing two distinct, separate and pure methods that

can be taught—it is the feeling of all, especially

the more recent laryngectomized people, that such

newly acquired speech is a combination of both

types that generally comes without special con-

scious acquirement.

Sorry to be critical, but, on the first day of

speech therapy, I could not “lock air” in a de-

pendable manner.

John B. Farley, MD, Pueblo, Colo.

HOSPITAL

LIFE

DISABILITY

•

GROWING
WITH THE

ELEVEN

WESTERN STATES

Henry V, too,

suffered anorectal pain.

Henry V, hero of Agincourt, suffered severe

anorectal pain due to a fistula in ano, for

which the folk remedies and nostrums of the

day provided little relief.’

Among the most common afflictions of man,

anorectal disorders affect seven out of ten

adults at some time during their lives.

I. Bano,. L.; South. M. J. 57: 328-331 (March) 1964.

for symptomatic relief of initial

inflammatory anorectal distress . .

.

Anusol-HC‘
hemorrhoidal suppositories with hydrocortisone

one suppository morning and

evening for 3 to 6 days

Each Anusol-HC suppository contains bismuth subgallate, 2.25%;

bismuth resorcin compound, 1.75^; benzyl benzoate, \.2%;

Peruvian balsam. 1.8^: zinc oxide. 11.0%; boric acid, 5.0%; and

hydrocortisone acetate, 10 mg., plus the following inactive ingredi-

ents: bismuth subiodide, calcium phosphate, white wax and color-

ing in a cacao butter and hydrogenated vegetable oil base.

Precautions: Prolonged use of Anusol-HC might produce systemic

corticosteroid effects. Symptomatic relief should not delay de-

finitive diagnosis or treatment.
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’heydon’t feel they“suffer”

rom hypertension...

lat’s the''Buti”part

I Butiserpazide.

he “Buti” part of Butiserpazide—the mildly

tive action of Butisol acting in concert with the

dc thiazide/reserpine formula—proved

iful in one study in reducing hypertensive

ptoms in over half the patients/

mong the symptoms showing “striking” overall

rovement were headache, nervousness,

litation and dizziness. Nor is that all there is to

‘beauty” of Butiserpazide. Clinical

parisons have also shown that many patients

lond with smooth, uniform lowering of blood

sure®. . . at times below the levels achieved with

dous therapy^’®. . . as well as a lowered

ience of drug side effects. (The usual dosage

st 1 tablet once or twice a day.

)

)u have a choice of 2 strengths:

utiserpazi(lr-25
5TABS®* Tablets

[SOL® (butabarbital) 30 mg.f; hydrochlorothiazide

ig.; reserpine 0.1 mg.

utiseraazide-50
:STABS®* Tablets

risoL® (butabarbital) 30 mg.f; hydrochlorothiazide

ng.; reserpine 0.1 mg.

awers blood pressure

I smoothly that patients are

'ten untroubled by either

e disease ... or therapy

ling: May be habit forming.

ig. of Butisol (butabarbital), plus the other

;dients, in outer layer; 15 mg. of Butisol in a

ially coated core for delayed release, to approximately

ilize duration of action for all components.

Contraindications: Sensitivity to any component, porphyria, peptic ulcer, ulcer-

ative colitis, mental depression, renal impairment or shutdown. Warnings:

Consider the possibility of sensitivity reactions in patients with history of

allergy or bronchial asthma. Coated potassium tablets, sometimes administered

in conjunction with antihypertensive therapy, may be associated with small

bowel lesions, which have led to obstruction, hemorrhage and perforation.

Surgery has frequently been required and deaths have occurred. Such tablets

should be used only when indicated and when adequate dietary supplementation

is not practical. They should be discontinued immediately if abdominal pain,

distention, nausea, vomiting, or g.i. bleeding occur. Use in Pregnancy: Exercise

caution, since thiazides cross the placental barrier and may cause fetal or

neonatal hyperbilirubinemia, thrombocytopenia or altered carbohydrate metab-

olism; adverse reactions seen in the adult may occur in the newborn. Use

reserpine in women of childbearing age only when essential to patient welfare.

Increased respiratory secretions, nasal congestion, cyanosis, and anorexia may

occur in infants born to reserpine-treated mothers. Precautions: Butisol

(butabarbital)—Exercise caution in moderate to severe hepatic disease. Elderly

or debilitated patients may react with marked excitement or depression.

Hydrochlorothiazide— U\ay induce electrolyte imbalance; when used with digi-

talis or one of its glycosides and in patients with severe hepatic insufficiency,

cardiac arrhythmias or symptoms of impending hepatic coma may occur. Dis-

continue and institute appropriate countermeasures if prolonged use produces

hypokalemia or (likely with sodium restriction) hyponatremia and hypochlore-

mic alkalosis. (Ammonium chloride, used to reverse hypochloremic alkalosis,

is contraindicated in hepatic disease.) May produce elevated serum uric acid

levels (and, infrequently, gout) or reduce glucose tolerance, altering insulin

requirements in diabetics. Reserpine— Qbsme for signs or symptoms of peptic

ulcer or ulcerative colitis. Discontinue at first sign of mental depression;

keep in mind possibility of suicide. Exercise extreme caution in history of

mental depression. May produce cardiac arrhythmias when used with digitalis

and quinidine, or may precipitate biliary colic in patients with gallstones.

Discontinue 1 to 2 weeks before surgery; inform the anesthetist in event of

emergency surgery. Exercise caution in history of epilepsy. Discontinue 1 to

2 weeks before ECT. ffe/reza/— Exercise caution in coronary artery disease.

Adverse Reactions: Dizziness, drowsiness, weakness, nasal congestion, leg

cramps, nausea, palpitations, superficial skin bruises, palmar erythema, head-

ache, dehydration, skin rash, “hangover,” systemic disturbances, diarrhea,

itching, vomiting, paresthesia, photosensitivity, pancreatitis, jaundice, xan-

thopsia, purpura, thrombocytopenia, leukopenia, agranulocytosis, aplastic

anemia, anorexia, gastric irritation, abdominal cramping, constipation, glycos-

uria, vertigo, cutaneous vasculitis, orthostatic hypotension (potentiated by

alcohol, barbiturates, or narcotics), increased salivation and gastric secretion,

increased intestinal motility, loose stools, angina-like syndrome, arrhythmias,

bradycardia, flushing, hypotension, nervousness, paradoxical anxiety, rarely

atypical Parkinsonian syndrome, central nervous system sensitization (mani-

fested by dull sensorium, deafness, glaucoma, uveitis, optic atrophy), dryness

of mouth, syncope, epistaxis, weight gain, and impotence or decreased libido.

Usual Adult Dosage: BUTiSERPAZlDE@-25 or 8UTISERPAZIDE®-50: 1 tablet daily

or b.i.d. When used with other antihypertensive agents reduce dosage of both

drugs about 50% and observe carefully for changes in blood pressure. Before

prescribing or administering, see package insert. References: l. Coodiey, E L Curr.

Ther Res. 4:460 (Sept.) 1962. 2. Johnson, H. J., Jr.:Penn. Med. j. 67:35 (May) 1964.

McNeil Laboratories, Inc.

Fort Washington, Pa. 19034
( McNEIl

)



What's
FtolydUiiijtrihydrateIgottodowitU

the price of bananas?
Just this: According to the U.S. Bureau of Labor

Statistics, bananas are one of the few things that

actually C(»t less today than five years ago. The

same is true of Polycillin. In fact, the price of Poly-

cillin has been reduced about 30% since its intro-

duction in 1963. . . making it, according to national

surveys of patient costs, as economical as lead-

ing brands of tetracycline and erythromycin.

And Polycillin is available in a variety of dosage

forms for your patients—more than any other am-

picillin. It comes in 250 mg. and 500 mg. capsules;

in convenient, chewable tablets of 125 mg.; oral

suspension, 125 mg. and 250 mg. per 5 ml.; and

in pediatric drops, 100 mg. per ml. Also available

parenterally as Polycillln-N®(sodium ampicillin).

BRISTOL LABORATORIES
Division of Bristol-Myers Co.
Syracuse, Nevtf York 13201

BRISTOL



symptoms ormixed anxiety-depression are rareiy ciear-cut...

but they are often a clear indication For

i Mellaril"
(thioridazine)
25 mg. t.i.d.

i effective in mixed anxiety-depression and in moderate to severe anxiety

Before prescribing or administering, see Sandoz
literature for full product information, including

adverse reactions reported with phenothiazines. The
following is a brief precautionary statement.

Contraindications: Severe central nervous system
depression, comatose states from any cause, hyper-
tensive or hypotensive heart disease of extreme degree.

Warnings: Administer cautiously to patients who have
previously exhibited a hypersensitivity reaction (e.g.,

blood dyscrasias, jaundice) to phenothiazines. Pheno-
thiazines are capable of potentiating central nervous
system depressants (e.g., anesthetics, opiates, alcohol,

etc.) as well as atropine and phosphorus insecticides.

During pregnancy, administer only when necessary.

Precautions: There have been infrequent reports of

leukopenia and/or agranulocytosis and convulsive

seizures. In epileptic patients, anticonvulsant
medication should also be maintained. Pigmentary
retinopathy may be avoided by remaining within the
recommended limits of dosage. Administer cautiously

to patients participating in activities requiring
complete mental alertness (e.g., driving). Orthostatic

hypotension is more common in females than in males.
Do not use epinephrine in treating drug-induced
hypotension. Daily doses in excess of 300 mg. should
be used only in severe neuropsychiatric conditions.

Adverse Reactions: Central Nervous System-
Drowsiness, especially with large doses, early in

treatment; infrequently, pseudoparkinsonism and
other extrapyramidal symptoms; nocturnal confusion,
hyperactivity, lethargy, psychotic reactions,

restlessness, and headache. Autonomic Nervous
System—Dryness of mouth, blurred vision, constipation,

nausea, vomiting, diarrhea, nasal stuffiness, and pallor.

Endocrine System-Galactorrhea, breast engorgement,
amenorrhea, inhibition of ejaculation, and peripheral
edema. S/cm— Dermatitis and skin eruptions of the
urticarial type, photosensitivity. Cardiovascular
System—Changes in the terminal portion of the
electrocardiogram have been observed in some
patients receiving the phenothiazine tranquilizers,

including Mellaril (thioridazine). While there is no
evidence at present that these changes are in any way
precursors of any significant disturbance of cardiac
rhythm, several sudden and unexpected deaths
apparently due to cardiac arrest have occurred in

patients previously showing electrocardiographic
changes. The use of periodic electrocardiograms has
been proposed but would appear to be of questionable
value as a predictive device. Other—

A

single A
case described as parotid swelling.

SANDOZ PHARMACEUTICALS, HANOVER, N.J. SANDOZ 69-384



Laboratories Division .

W^a<:e)& Tierh^Inc., Rochester, N.

cougning
is nota harmless
privilege ^-^Current Therapy 1967, ed. by Conh, H. F,, P, 88

purpose

(Resm complexes of HydrOcodone and Phenyltoloxamtne)

. it works

(usually

for 10 to 12
hours*)

TUsSioNEX susrension/tablets; Each teaspoonful (5 cc.) or

tablet ofTUSSIONEX contains 5 mg. hydrocodone (Warning:

May be habit-forming) and 10 mg. phenyltoloxamine, both as cation

exchange resin complexes of sulfonated polystyrene.

Class B narcotic~ oralRx where state laws permit.

indications: Coughs associated with respiratory infections

including chronic sinusitis, colds, influenza, bronchitis, and cough

resulting from measles, pulmonary tuberculosis, bronchiectasis,

and bronchogenic carcinoma.

*Dosage: Adults: 1 teaspoonful (5 cc.) or tablet every 8-12 hours.

Children: Under 1 year: 1/4 teaspoonful every 12 hours.

From 1-5 years: 1/2 teaspoonful every 12 hours. Over 5 years:

1 teaspoonfuleveiy 12 hours.

side effects: May.i|iclude mild constipation, nausea, facial

pruritusi or drow.sine$i,\;.

Forcomplete det^lctli^^m^ition, refer to package insert or

official brochure;.'
* \ .



the
thousandth
teaspoonful
Peptic ulcer patients find

the thousandth dose of

this antacid as effective

nd easy-to-take as the first!

Optimal neutralization-provided by the combination of aluminum and mag-

nesium hydroxides.

Unfailing good taste-confirmed by 87.5% of 104 patients in one study, after

a total of 20,459 documented days on Mylanta Liquid or tablets.''

Concomitant relief of G. I. gas distress—provided by the proven antiflatulent

action of simethicone.

2

Dosage: One or two tablets (well chewed or allowed to dissolve in the mouth); one or two teaspoonfuls

to be taken between meals and at bedtime, or as directed by physician.

References: 1. Danhof, I. E.; Report on file. 2. Hoon, J. R.: Arch. Surg. 93:467 (Sept.) 1966.

Mylanta
#LIOUID/TABLETS
aluminum and magnesium hydroxides plus simethicone

Stuart I Division/ATLAS CHEMICAL INDUSTRIES, INC./Pasadena, Calif. 91109



now
he can

'

thanks to

SODIUM®

(SODIUM BUTHeiOlIAll

the ^^daytime sedative’^ for

everyday situational stress

When stress is situational—environmental pressure,

worry over illness—the treatment often calls for an
anxiety-allaying agent which has a prompt and
predictable calming action and is remarkably well

tolerated. Butisol Sodium (sodium butabarbital)

meets this therapeutic need.

After 30 years of clinical use . . . still a first choice

among many physicians for dependability, safety and
economy in mild to moderate anxiety.

Contraindications: Porphyria or sensitivity to

barbiturates.

Precautions: Exercise caution in moderate to severe

hepatic disease. Elderly or debilitated patients may
react with marked excitement or depression.

Adverse Reactions: Drowsiness at daytime sedative

dose levels, skin rashes, “hangover” and systemic

disturbances are seldom seen.

Warning: May be habit forming.

Usual Adult Dosage: As a daytime sedative,

15 mg. (M gr.) to 30 mg. gr.) t.i.d. or q.Ld.

Available for daytime sedation: Tablets, 15 mg. (M gr.),

30 mg. (14 gr.); Elixir, 30 mg. per 5 cc. (alcohol 7%).

BUTICAPS® [Capsules Butisol Sodium (sodium butabarbital)]

15 mg. (M gr.), 30 mg. 04 gr.).

( McNEIL

)

McNeil Laboratories, Inc., Fort Washington, Pa,



X'

TEPANlL““t!ife right start in support of the

weight-control program you recommend. It

reduces the appetite. Doesn’t kill it. Weight

loss is significant—gradual—yet there is a

relatively low Incidence of CNS stimula-

tion. Because TEPANIL works on

appetite, not on the "nerves.^

Confraindicotions; Concurrently with MAO Inhibitew, in patlints

hypersensitive to this drug; in emotionally unstable patients

susceptible to drug abuse.

Warning: Although generally safer than the amphetarnIneSj
' use with greet caution in patients with severe hypeftenslon or

severe cardiovascular disease. Do not use during first trintester ©f

pregnoncy unless potential benefits outweigh potential risks.

Adverse Reactions; Rarely severe enough to require discontinuation of ther*

apy, unpleasant symptoms with diethylpropion hydrochloride have been reported

to occur in relatively low incidence. 'i

As is characteristic of sympathomimetie agents, it may occosionally cause CNS effects such as

insomnia, nervousness, dizziness, onxiety, ond jitteriness. In controst, ChlS depression has been

reported. In a few epileptics an increase in convulsive episodes has been reported.

Sympothomimetic cord/ovosco/or effects reported include ones such as tachycardia, precordial

pain, arrhythmia, palpitation, and increased blood pressure. One published report described

T-wove chonges in the ECO oh a healthy young mole after ingestion of diethylpropion hydro-

chloride; this was an isolated experience/ which has not been reported by others.

Allergic phenomena reported include such conditions as rash, urticaria, eGchymosi$,and erythema.

Gostro/ntestino/ effects such OS diarrhea, constipation, nausea, vomiting, and abdominal discom-

fort have been reported.

Specific reports on the hematopoietic system include two each of bone marrow depression,

agronulocytosis, and leukopenia.

A voriety of miscellaneous adverse reactions have been reported by physicians. These include

complaints such as dry mouth, headache, dyspnea, menstrual upset, hoir loss, muscle pain,

decreased libido, dysuria, and polyuria.

Convenience of two dosage forms: TEPANIL Ten-tab tablets; One 75 mg. tablet daily, swallowed

whole, in midmorning (10 a.m.); TEPANIL: One 25 mg. tablet three times daily, one hour before

meals. If desired, an additional tablet may be given in midevening to overcome night hunger.

Use in children under 12 years of age is not recommended.

Tepanir Ten-tab
(diethylpropion hydrochloride)

THE NATIONAL DRUG COMPANY
DIVISION OF RiCMAROSON-MERRELL INC

PHILADELPHIA, PENNSYLVANIA 19144 PATENT



quality
dependability

comfort
in a complete line of

colostomy products by

JOHN F. GREER
complete colostomy care for over 35 years

GREER COLOSTOCAP,
with disposable plastic

bags, provides easier
care for bed patients and
active persons.

GREER COLOSTOBELT, for

the dry colostomy. Offers

support and protection be-

tween irrigations.

DERMA-
GUARD, gum
karaya base pro-

tective adhesive
powder soothes
irritated skin.

THE LAIRD TIP, manufac-
tured by Greer for direct

water flow into the colon
during irrigation with limited

penetration.

DERMA-GUARD RINGS,
special formula rings ad-
here to the skin and pro-

vide a leakproof seal for

the ostomy appliance.

Ask for the illustrated informative booklet on colostomy care.

John F. GreerCo., acorp. 5335 College Ave. Oakland, Calif. 94618

GREER COLOSTOMY COMPACT,
designed for comfort includes

odor free plastic irrigation equip-

ment and emergency pouch.

GEO. BERBERT & SONS, INC.
1717 LOGAN STREET, DENVER, COLORADO 80203

TELEPHONE 255-0408

1903 • 1969— Our 66th Anniversary

Rocky Mountain Medical Journal



Picture of

painful myositis

treated with
Parafon Forte wBLrs

Paraflex® (chlorzoxazone)* 250 mg.

Tylenol® (acetaminophen) 300 mg.

Parafon Forte tablets help to relieve pain,

restore mobility. . . stop pain-spasm feedback

by providing

:

a nonsalicylate analgesic equal to aspirin for the relief

I
of pain,i>^ yet unlikely to produce the irritation to the

gastric mucosa so often associated with salicylate

therapy®

and a skeletal muscle relaxant shown to have up to a

6-hour span of action^. ..to retain effectiveness even

on continued administration^. ..but not likely to have

I

the central effects of tranquilizing compounds.®

!i Prescribe Parafon Forte for effective spasmolysis

and analgesia in sprains, strains, myalgias, low back

tpain, bursitis and other musculoskeletal disorders.

'Your patients will appreciate the restored comfort

I and freedom of movement it usually provides.

Contraindications; Sensitivity to either component. Precautions:

Exercise caution in patients with known allergies or history of

drug allergies. If a sensitivity reaction or signs or symptoms sug-

gestive of liver dysfunction are observed, the drug should be

stopped. Adverse Reactions: Occasionally, drowsiness, dizziness,

lightheadedness, malaise, overstimulation or gastrointestinal

disturbances may be noted; rarely, allergic-type skin rashes,

petechiae, ecchymoses, angioneurotic edema or anaphylactic

reactions. In rare instances, Paraflex (chlorzoxazone) may pos-

sibly have been associated with gastrointestinal bleeding. While
Paraflex (chlorzoxazone) and chlorzoxazone-containing prod-

ucts have been suspected as being the cause of hepatic toxicity

in approximately eighteen patients, it was not possible to state

that the dysfunction was or was not drug induced. Usual Adult

Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets,

imprinted “McNEIL”— bottles of 100.

References: 1. Batterman, R. C., and Grossman, A. J.: Fed. Proc. 1^:316,

1955. 2. Goodman, L. S., and Gilman, A., ed.: The Pharmacological Basis of

Therapeutics, ed. 3, New York, The Macmillan Company, 1965, p. 331. 3. Roth,

J. L. A., et al.: Gastroenterology 44:li6,

1963. 4. Berman, H. H., et al.: Dis. Nerv.
Syst. 25:430, 1964. 5. Friend, D. G.: Clin.

Pharmacol. Ther. 5:871, 1964.

»U.S. PATENT NO. 2,895,877

( McNEIL I

McNElL LABORATORIES, INC., FT. WASHINGTON, PA. 19034
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FACT & liGEND

WAS A MILITARY OFFENSE!
OVERWEIGHT ROMAN HORSEMEN WERE MADE TO

THEIR MOUNTS AND BECOME FOOT SOLDIERS!

CONTROL FOOD AND MOOD ALL DAY LONG WITH A SINGLE MORNING DOSE

One Ambar Extentab before byreakfast canAMBAR^l BRIEF SUMMARY/Indications; Ambar
help control most patients’ appetite for up I "I I ’A O® suppresses appetite and helps offset emo-

to 12 hours. Methamphetamine, the appe- A AZ/iN A/YAA k3 tional reactions to dieting. Contraindica-

tite suppressant, gently elevates mood and methamphetamine HCi is mg
, tions: Hypersensitivity to barbiturates or

helps overcome dieting frustrations. Pheno- (Warning: may be habit forming). sympathomimetics; patients with advanced

barbital, the sedative in Ambar, controls irritability and renal or hepatic disease. Precautions; Administer with cau-

anxiety. .. helps maintain a state of mental calm and equa-

nimity. Both work together to ease the tensions that erode

the willpower during periods of dieting.

Also available: Ambar #1 Extentabs®— methamphetamine

hydrochloride 10 mg., phenobarbital 64.8 mg. (1 gr.) (Warn-

ing: may be habit forming).

tion in the presence of cardiovascular disease or hypertension.

Side Effects: Nervousness or excitement occasionally noted,

but usually infrequent at recommended dosages. Slight drows-

iness has been reported rarely. See package insert for further

details. a. h. robins company, yl|,H-DOBINSA. H. ROBINS COMPANY,
RICHMOND, VA. 23220



Derived from seaweed, and long used to impart

velvety consistency to foods, alginates— a Warner-

Chilcott contribution to antacid palatability— help

1 ) erase the chalkiness and grittiness found with some
other antacids; 2) dispel unpleasant aftertaste. Like

ice cream, Gelusil-M is smooth and creamy; and it has

a cool mint flavor. Thus, for your patients Gelusil-M

is excellent to start on and easy to stay on.

introducing

each 5 ml. teaspoonfol contains:

500 mg. magnesium trisiiicate

250 mg. aluminum hydroxide (Warner-Chilcott)

200 mg. magnesium hydroxide

•U.S. Patent No. 3,324,755

a consistent buffering onticostive^ antacid
tAvoids constipation.

See next page for prescribing information ^



i

GELUSIL-one name to remember...and a dosage form for every patient.

Gelusif-M Liquid

Indications: Gelusi!-M is indicated for

prompt and dependable symptomatic

relief of peptic ulcer, gostritis, heart-

burn, hiatal hernia, esophagitis, and
other conditions for which control of

gastric hyperacidity is required.

Precaution: Prolonged or intensive

therapy in patients with severe renal in-

sufficiency may lead to hypermagne-
semia.

Dosage: One to two teaspoonfuls (5

ml. to 10 ml.) between meals and at

bedtime or whenever symptoms occur.

Certain conditions, such as acute peptic

ulcer, may require individualized dos-

age. If diarrhea occurs, reduce dosage
or discontinue use.

Supplied: Gelusil-M (spearmint-fla-

vored)— light green bottles of 12 fl. oz.;

and a special hospital pack. Keep
tightly closed— shake vigorously.

Geiusif Tablets

Easy to take along / easy to take /

pleasantly mint-flavored. An antacid

with adsorbent and demulcent proper-

ties which contains in one tablet; 0.25

Gm. aluminum hydroxide (Warner-
Chilcott) and 0.5 Gm. magnesium trisili-

cate (USP).

Dosage; 2 tablets— or more— between
meals and at bedtime, or whenever

symptoms occur. Tablets should be

chewed.

Regular GeiusifLiquid

Pleasant mint flavor... ideal for hospi-

tal or home. Available in 12 fl. ©z. and

6 fl. 02 . bottles and a special hospital

pack. An antacid which contains adsor-

bent and demulcent agents in each 4

ml. teaspoonfuh 0.25 Gm. aluminum

hydroxide (Warner-Chilcott), 0.5 Gm.
magnesium trisilicote (USP).

Dosage: 2 teospoonfuis ( 4 ml. each)—

or more— between meals and at bed-

time, or whenever symptoms occur.

Also Available: Gelusil® Flavor-Pack,

Gelusil-Lac®.

WAiNER-CHILCOTT
Morris Plains, New Jersey

GM-tN-9&-4C



Results on skin are final proof of any topical antibiotic’s effectiveness

No in vitro test can duplicate a clinical situation on living skin. ‘Neosporin’ (polymyxin B
— bacitracin — neomycin) Ointment has consistently proven its effectiveness in thousands of

cases of bacterial skin infection. The spectra of the three antibiotics overlap in such a way
as to provide bactericidal action against most pathogenic bacteria likely to be found topically.

Diffusion of the antibiotics from the special petrolatum base is rapid since they are insoluble

in the petrolatum, but readily soluble in tissue fluids. The Ointment is bland and nonirritating.

Caution: As with other antibiotic preparations, prolonged use may result in overgrowth of nonsuscep-
tible organisms and/or fungi. Appropriate measures should be taken if this occurs. Articles in the
current medical literature indicate an increase in the prevalence of persons allergic to neomycin.
The possibility of such a reaction should be borne in mind.
Contraindications; This product is contraindicated in those individuals who have shown hyper-
sensitivity to any of its components.
Supplied: Tubes of 1 oz., Vz oz. with applicator tip, and Vs oz. with ophthalmic tip.

Complete literature available on request from Professional Services Dept. PML.

'NEOSPORIN’
brand

POLYMYXIN B-BACITRACIN-NEOMYCIN
OINTMENT

BURROUGHS WELLGOME & CO. (U.S.A.) INC.,Tuckahoe, N.Y.

/or October 1969 19
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£ T O R I A L S

J. HE INCREASING PATIENT LOADS in Emergency

Departments across the country has under-

scored the need for a new type of physician

—a specialist in emergencies: the Emergency

Physician. To assist this new breed of phy-

sicians the American

College of Emergency
Physicians was organ-

ized in August, 1968.

A nucleus of physi-

cians—both from full

time and part time Emergency care groups in

Michigan—chartered the American College

of Emergency Physicians and have organized

the College on a nationwide basis. At a meet-

ing in Chicago on February 7 and 8, 1969, fur-

ther steps were taken to widen the scope

of the new specialty group. Representatives

from 19 states were present to help plan the

future of the college.

One of the main purposes of the College is

to improve emergency services rendered to

the patient. Other aims of the College are: to

encourage and implement the training and

continuing education of emergency physi-

cians; to promote policy which preserves the

integrity of private practice; to promote co-

ordination of community emergency care

facilities and personnel; to advance the ethi-

cal standards of the private practice of Emer-
gency Medicine and Surgery.

The first and most important order of

business is to attract those physicians who
are working, full time or part time in Emer-
gency Departments across the country. For

information write: Executive Secretary,

American College of Emergency Physicians,

120 West Saginaw Street, East Lansing,

Michigan 48823; or the representative in your

area:

Harris B. Graves, M.D.

Nebraska Methodist Hospital

8301 Dodge Street

Omaha, Nebraska 68114.

E HAVE PREVIOUSLY REPORTED upon the

medical care in Equador as observed during

a South America tour in which a number of

colleagues from the Rocky Mountain area

participated. The first major city visited was

Quito and the second

was Buenos Aires. In

Argentina there is one

Medical Doctor to

every 708 people. In-

cidentally, the World Health Organization

considers that one MD per 1,000 people is

adequate. The U.S. has approximately the

same ratio as Argentina. Unfortunately—and

inevitably—the distribution of doctors is not

even anywhere on earth, following population

distribution and economic standards. For ex-

ample, there is one MD to 253 people in

Buenos Aires and one to 2,489 people in

Formosa.

There is no socialized medicine as we
know it in Argentina. A doctor can practice

where he wishes, and anyone can go to the

so-called free state hospitals. The doctors

are paid by the state regardless of how much
service or how many operations performed.

All patient visits to physicians’ offices are

on a private basis, 'but about 70 per cent of

the population participates in some sort of

prepaid medical care. The country has a

total of 3,375 hospitals with 141,869 beds.

Broken down, these figures represent 1,594

state hospitals with 107,227 beds; prepayment

plans hospitals (“Mutuals”), 95 with 4,969

beds; and private hospitals and sanitoria,

1,686 with 29,173 beds. Thus, there is one hos-

pital bed for every 180 people. The doctors

on the average are in the middle class eco-

nomically. The median income of an MD is

0.48 of the median earning of the best paid

professions—lawyers, economists, and en-

gineers.

We found that a visit to the University of

Buenos Aires was rewarding, particularly

Emergency
Physicians form a

National

Orgtmization

Medical

Care in

Argentina
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concerning medical education. The admission

course and tests by the Faculty of Medicine

last one year. It entails successfully passed

examinations upon the subjects of mathe-

matics, biology, chemistry and physics. This

is the only requirement for admission to the

Medical School after completion of secondary

education. The curriculum includes six years,

the first three of which are devoted to basic

sciences. Instruction entails lectures, labora-

tory work, conferences, seminars, and studies

of text books and current literature. There is

considerable freedom of the student remind-

ful of the traditional system in English uni-

versities, but the examinations are rigid. The

last three years are coursed in “Hospital

Training Units” through hospitals in Buenos

Aires. Medical teams are formed by interns,

residents, and attending physicians. Clinico-

pathological conferences are dominant and

medical and surgical subspecialties are repre-

sented, plus hygiene and legal medicine. Upon
completion of the curriculum, the student be-

comes a “Medico” and he is at liberty to

practice medicine. No internship is required,

but many seek them. A residency program

was started ten years ago at the University

of Buenos Aires which now gives many post-

graduate courses. The University Hospital is

called “Jose De San Mgrtm,” 17 stories tall

with 800 beds; the average daily census is

650. There are 360,000 outpatient clinic visits,

260,000 laboratory tests, and 133,000 x-rays

taken annually. It has 24 operating rooms and

42 intensive care unit beds, and nearly ten

thousand surgical operations are performed

per year. Five hundred Medical Doctors at-

tend and there are three hundred nurses.

The annual budget is the equivalent of

7,142,857 U. S. dollars. Buenos Aires has one

doctor for 250 people, but the rural areas are

not well covered. There is no National Board

of Medical Examiners, but one is contemplat-

ed. The Argentina Medical Association com-

pares to our AMA and the Argentina Sur-

gical Association is comparable to our Amer-

ican College of Surgeons. Hospital accredi-

tation is under the Ministry of Health.

There are interesting features of Argen-

tina in general. Its area is 1,840,000 square

miles, roughly one third of the U.S.A.; its

population is 23,000,000 or about one-tenth

that of the U.S.A. Most of its population is

of European descent, predominantly English,

German, Polish, and Russian. Seventy per

cent live in the cities. It is mostly a middle

class country with small rich and small poor

elements. Ninety per cent are catholics, 25

per cent Jewish, and 2.5 per cent protestant,

the small remainder non-denominational. The
educational pattern is comparable to that of

the U.S.A. (no riots noted thus far). Seven
years of compulsory primary education are

followed by 5 or 6 years of secondary educa-

tion which is reflected in a creditable 90 per

cent literacy for the country. Twenty-eight

universities have 202 faculties, institutes, and

separate departments or schools located in

53 different places and offering 300 different

careers. Ten of the universities are national

and the rest provincial or private, the latter

decreed in 1956. The National University de

Cordoba was founded in the year 1613, the

U. N. de Buenos Aires in 1821, the U. N. de

La Plata in 1889, and the other seven in the

twentieth century. Apparently there was a

reform movement or revolution in 1966 when
some professors, students, and graduates

joined to govern many of the universities

now classed as national. What really hap-

pened is not made entirely clear to visitors,

but we wondered how comparable it was to

what we are now going through in our coun-

try.

These editorial columns have during the

past 30 or more years occasionally commented
upon the pattern of medical education and

practice in the Old World. At one time we
stated that if we want to see where we are

headed, look at the Old World. The truth

of the prediction is all too clearly pointed

up in the American scene at the present time.
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Survival-physiologic and
psychologic aspects

John Q. Gallagher, MD, Denver

Knowledge of survival may well be

important to many of us here in the

Rocky Mountain area who hike, climb,

ski, hunt, or fish.

This discussion will be confined strictly to

mountain survival. Desert, sea, and tropical

survival are subjects unto themselves. Inter-

est in this subject is often precipitated by a

period of temporary disorientation. Getting
lost can be terrifying, and to say the least,

embarrassing—certainly a stimulus to learn

more of the subject.

Man’s response to ejctremes of environ-

ment have long been of interest. His ability

to lead a healthy and productive life in a hos-

tile environment is dependent on his suc-

cessful adjustment to those physiologic and
psychologic stresses peculiar to such environ-
ments. Knowledge on the subject is obtained
from histories of successful survivors and
from reconstructing the errors of the unsuc-
cessful. Trouble in the mountains is not un-
common. In the Alps, in 1961, 246 deaths were
recorded. Every year the Bavarian Mountain
Rescue Group saves more than 2,000 individ-
uals. The Denver based Alpine Rescue Unit
averages 10 major rescues and over 100 minor
rescues every year.

We should begin with a number of basic

generalizations.

‘Presented at the Eleventh Annual Meeting of the Rocky
Mountain Traumatologic Society, February 1969, Aspen,
Colorado.

1. Carelessness is the main cause of trouble

in the mountains.

2. The art of survival can be learned.

3. Man can endure physically and men-
tally far more than is generally supposed

—

provided the individual knows what to do.

Why is it, you wonder, that a 21-year-old

girl and a 40-year-old bush pilot can survive

for 54 days in the Arctic in sub-zero weather,

yet there are countless reports of young,

healthy individuals who perish in a snow
storm in less than 24 hours. The recent plains

blizzard in Nebraska and Kansas this past

winter demonstrated this dramatically. The
Dachstein tragedy was thoroughly investi-

gated and is well documented. In April of

1954, a party of 18 pupils between the ages

of 14 and 17, accompanied by two young
teachers, set out to climb the Dachstein moun-
tain in Austria; through a series of tragic

errors in judgment, all of them died in a

snow storm.

Psychologic aspects

Now, what is the personality of the suc-

cessful survivor? First of all, he exercises

forethought. He is prepared to get lost. He
knows the terrain or has maps of the area.

He is not alone. Most important, he files a

“flight plan.” In other words, he tells some-
one where he is going, when he plans to

return—and he sticks to the flight plan.

The successful survivor carries some form
of survival kit. This is an established rule

among military jet pilots, and one that saved

the life of Air Force Lt. Steeves in 1957, who
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ejected over the Sierras of California, when
he was off course and unable to radio his

position. He landed in deep snow in late

winter at an altitude of near 10,000 feet.

Warm clothes, good foot gear, and some basic

survival equipment aided him to climb out

over 100 miles some 50 days later to civiliza-

tion. All of us can make up our own survival

kit. This can be added to and subtracted from

trip to trip or year to year. Suggested basic

items in such a kit are listed (Chart 1). This

can be compact and weigh less than five

pounds. This way one is materially prepared.

You are ready for an emergency if it arises.

CHART 1

SURVIVAL KIT

1. Compass. Maps.

2. Waterproof matches.

3. Compact, high-calorie food e.g., Turblokken

4. Pocket knife, e.g., Swiss Army
5. Light-weight nylon cord.

6. Light-weight plastic sheet.

7. Extra socks.

8. First-Aid equipment:

Ace bandage

Steristrips

ASA, sleeping pills, etc.

Burn dressings, etc.

The second personality trait of the suc-

cessful survivor is that he doesn’t panic—he

stays calm. It seems evident that only a rela-

tive minority of persons are able to quickly

grasp the aspects of a dangerous situation

and utilize the information for appropriate

selective action. The majority of persons,

when confronted with an immediate threat

or actual presence of major danger are ir-

resolute, are unable to make decisions, and

are characteristically described as docile and

suggestable. They are afraid. In contrast, the

effective minority state that while tense or

excited, they are too busy to remember any

feelings or sensations of fear. The ineffective

majority, then, literally demand leadership,

and in many disastrous situations, the phe-

nomena of the emergent leader arises in re-

sponse to this demand. Many make primitive

efforts to escape danger by either blind flight

or by aimless activity. Still others psycho-

logically withdraw from the situation and

appear apathetic, dazed, or mute. Panic pro-

duces irrational behavior and self destructive

activity may occur. For the average person

the discomfort of cold, loss of contact with

others as when isolated by a storm, the an-

cestral fear of darkness, and other groundless

anxieties make for a psychologic maelstrom;

misinterpretation of observations and mis-

judgments are compounded one upon the

other until abject despair is overwhelming.

The will to survive is present in all, but

in some it is more tenacious. Faith, courage,

and a will to live are terms tossed about daily

without much context; but in a threatening

situation; as every physician knows, they may
spell the difference between life and death.

So the successful survivor is prepared, re-

mains calm, and when you review their case

histories, you see that they either assume or

accept leadership. They evaluate the situa-

tion; and in the light of the time of day,

weather, environment, and their own physical

condition, they plan their rescue.

Physiologic mpects

As mentioned earlier, man can take much
physical abuse if he has self-control, is mo-

tivated, and is prepared. The first physio-

logical requirement is protection of the body

from the environment. The environment in

the Rocky Mountains can rival the Arctic in

severity. It is well known that man can sur-

vive cold and live. The Eskimos and Hima-

layan climbers have demonstrated this.

Dorothy Stevens, a young Chicago woman
was found intoxicated in the snow with a

body temperature of 64°F.; she survived

with some loss to her lower extremities. Sten-

mark, a 25-year-old Swede, in 1957, spent 8

days buried in an avalanche, virtually unable

to move; he too survived, losing one foot and

the toes on the other lower extremity. Just

what happens when one is exposed to severe

cold? Shivering, a compensatory temporary

response, stops when the body temperature

drops to 93 °F. At this point, a person’s ability

to concentrate disappears. The mind becomes

cloudy and overcome by apathy. When the

body temperature drops to 90 °F. the individ-

ual loses conciousness. If the temperature

drops lower, metabolism slows and even-

tually ceases. However, these are observa-

tions in the average individual. Sir Edmond
Hillary showed that man can adapt to live
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and work in high altitudes at extremely low

temperatures. He describes a Nepalese holy

i man who wandered about barefoot in the

snow in freezing temperatures covered by

only a light garment. It is well known that

the Australian Aboriganies can and do sur-

vive wearing virtually no clothes, sleeping

in the open at temperatures below 50 °F.

What can the body stand in the way of

food and water deprivation? Water depriva-

tion is a study unto itself and not really per-

tinent to survival in the Rocky Mountains.

A well nourished individual can go without

food for approximately three weeks--“Cer-

tainly less if exposed to cold or expending

energy. Muhatama Gandhi, during his famous

fasts, went up to 24 days with only sips of

water, however, he barely moved or spoke.

Survival Technics

Now, what are some of the survival tech-

nics that we have learned from studying the

experiences of the successful survivor? When
you have admitted to yourself that you are

lost and cannot easily walk out, it is im-

portant not to wait until completely exhaust-

ed to solve the first problem, an adequate

shelter. Shelter is especially important if a

storm or “white out” occurs. Sit it out! A
“white out” is an eerie phenomena which

occurs when the light reflected by the snow

has the same color as the sky. All shadows

disappear and there is suddenly no more

horizon, no height and no depth. Judgment

of distances goes too. To push on is useless.

A basic premise of protecting oneself from

the environment is that air is one of the best

and most available insulators, whether it

is between layers of clothing, in a foam
mattress, down bag, or in the form of snow
containing countless tiny air pockets. A
blanket of snow a foot thick can maintain

a temperature difference of up to 30 °F. de-

pending upon its density, moisture content,

age, and other factors. There are various

forms of shelter that can be devised utilizing

snow as an insulator. A snow hole dug

around a tree is one of the easiest to con-

struct. If you go down in a plane, survival

I

experts say to stay out of the fusilage as its

aluminum construction offers nothing in the

form of protection from cold.

Fig. 1. Drawing of a snow hole around a tree.

After shelter, fire is the next important

thing in protecting your body from the en-

vironment. A bough bed will protect the fire

from sinking in the snow. It is also wise not

to build a fire under snow covered branches

which will soon put it out. When the suitable

shelter and a warm fire are provided, food

is the next consideration. If you are in good

condition and you possibly have a compact

supply of high caloric food in your survival

kit, you are well set up for the first few

days and this food can be partialled out in

small amounts. Military survivor experts say

that generally speaking, you can eat anything

that will not eat you. For those interested,

there is a book titled “Edible Plants of Colo-

rado.” Porcupine and mountain grouse are

animals that, when spotted, might easily be

killed. With the light nylon cord from your

survival kit, snares can be constructed over

game trails.

Injury

A word about injury. Frostbite is always

a menace. One should be able to recognize the

yellow-white spots, or in severe cold any area

that suddenly stops hurting should be checked

on. It’s important to maintain the “core” or

general body temperature. The treatment is

quite well known—hands placed over the

frostbitten area of the face will warm it up,

or frostbitten fingers placed in your axilla

can handle the situation. Feet are a little

more of a problem and should be placed in
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the warm abdomen of a companion if he or

she is available. Frozen extremities are a

well known problem here in Colorado. It is

generally felt that one should not try to

re-warm a frozen extremity until it can be

done properly and rapidly, that is, in a shel-

ter with electricity and warm water or in a

hospital. Experience in the Arctic has shown
that a patient is not unable to walk with a

frozen extremity, but if the extremity is

partially re-warmed, there is increased tissue

loss and he does become a so-called “stretcher

case.”

Snow blindness is another hazard, and

bright sun or overcast weather can produce

this without warning. It is especially men-

acing because the symptoms can be delayed

from 2 to 12 hours. The symptoms are pain,

photophobia, lacrimation, headache, and de-

pression. One should wear sunglasses or, if

these are lost, construct the rather well

known Eskimo slit variety of wood or bark.

What happens to the person on touring

skiis or snow shoes, or even possibly a ski-

doo who falls through the snow into a fast

moving stream or a spring. This can be a

tragedy unless one acts fast. You must get

to shelter. If this is unavailable—and it us-

ually is—immediately build a wind break or

get out of the wind. A large fire is an im
mediate necessity. One technic that has been

worked out successfully by Arctic survivors

is the “freeze dry” method. When out of the

wind, next to the fire, one should roll him-

self and his wet clothes in the snow. Re-

move all the wet snow-covered clothes down
to the bare skin. Then quickly allow the wind
and cold to freeze the clothes. They will

freeze fast and if you break them against a

tree or any other hard object and remove all

the ice, and then beat out the ice dust, one

can dry the clothes by the fire. This sounds

grim, but it can be a life-saving procedure.

Summary: To be a survivor:

1. Don’t go into the mountains unless you

are prepared to get lost.

2. Stay calm and in perfect self control.

Be a Leader, particularly when alone or with

children.

3. Make a realistic decision—walk or wait

—based upon distance, time, and physical con-

dition.

4. Be motivated and you can survive. •
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Cryosurgery for control of vertigo*

James R. Tabor, MD, LaVar G. Best, PhD, and Michael J. Metz, MS, Denver, Colorado

The symptom of vertigo is one of the most

distressing of all medical problems and is

a prominent cause of intermittent and

prolonged incapacitation. Cryosurgical

ablation of the labryrinth is indicated

in selected cases.

It is first appropriate to discuss the symp-

tom of vertigo and the types of sensation that

constitute vertigo. In general, vertigo as a

symptom is used interchangeably with the

terms dizziness and giddiness. These terms

all refer to the hallucination of movement.

A rotatory sensation is sometimes referred to

as “true vertigo;” but vertigo, dizziness and

giddiness include the hallucination of move-

ment, whether it be rotatory, sideways, back

and forward or up and down It may be an

unsteadiness in walking such as a swimming
feeling, and it includes oscillopsia, which is a

sensation of objects bobbing up and down
in the visual fields usually noticed while

walking. Those feelings not included as ver-

tigo are “lightheadedness,” faintness or a fear

of falling.

The causes of vertigo may be divided into

two classifications: non-recurrent vertigo and

recurrent vertigo.

ISon-recurrent vertigo

In the first place, a sudden destructive

disturbance of the inner ear will cause a

dizziness which will be sudden and will last

for a period of days or weeks gradually clear-

ing completely. The causes in this situation

may be an acute labyrinthitis secondary to

‘This article was presented at the Fourth Annual Institute

of Industrial Medicine, Inc., Colorado Springs, Colorado,
on January 16, 1969. Reprints: James R. Tabor, MD.

a chronic otitis media, a sudden vascular

occlusion involving the inner ear or trauma

to the inner ear in the manner of a fracture

or concussion. This inner ear problem may or

may not be associated with an acute hearing

loss.

Secondly, infections which involve the

vestibular nerve may cause a sudden dys-

function of the vestibular end organ and

dizziness which usually lasts two to three

weeks in younger people and perhaps two

additional weeks if the patient is elderly.

This may be a vestibular neuritis secondary

to a viral upper respiratory infection, and this

infection may also be associated with mumps.

Herpes zoster oticus is that type of vestibular

neuritis secondary to this specific virus.

Thirdly, vascular problems of the brain

may cause a sudden lesion of the central

connections of the vestibular nerves resulting

in a dizziness which is sudden. Superior

cerebellar artery occlusion or posterior in-

ferior cerebellar artery occlusion is included

in this classification.

Recurrent vertigo

The most common type of episodic ver-

tigo is Meniere’s disease. Endolymphatic hy-

drops is the more exact term describing this

entity since it indicates the histological find-

ings of a distention in the endolymphatic

space. The cause of this condition is not

known. Symptomatology includes episodic

attacks of vertigo associated with fluctuating

hearing loss and tinnitus. In addition, there

may be fullness or pressure in the affected

ear and an intolerance to excessively loud

noise. Audiometric testing classically shows

a low-tone sensori-neural hearing loss, and

the caloric tests may or may not be abnor-

mal. Of course, complete ear, nose and throat
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examination including neurological examin-

ation and x-rays are normal

Meniere’s disease must be distinguished

from an acoustic neuroma which also causes

a unilateral sensori-neural hearing loss. In

the case of the acoustic neuroma, the dizzi-

ness is usually an unsteadiness and not com-

monly episodic or rotatory. The hearing loss

is usually non-fluctuant and progressive.

Caloric testing or electronystagmographic

testing usually reveals a reduced response in

the affected ear, and x-rays in many cases

show enlargement of the internal auditory

meatus. Numerous additional auditory tests

may increase one’s suspicion of an acoustic

neuroma, however the most definitive diag-

nostic test is a posterior fossa contrast study.

Intermittent labyrinthitis secondary to

chronic otitis media may also cause episodic

vertigo, however in this situation usually

there is a history of intermittent otorrhea

associated with the hearing loss. In addition,

examination usually reveals a perforation of

the tympanic membrane or evidence of a

cholesteatoma. Streptomycin intoxication

causes an unsteadiness, and the diagnosis is

TB is still

around.
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usually made by the history. Trauma to the

temporal bones such as a concussion or frac-

ture also may cause recurrent attacks of

vertigo for a number of months after such

an accident.

Basilar artery insufficiency is one of the

causes of intermittent unsteadiness or dizzi-

ness which affects the central connections

of the vestibular nerve in the brain stem.

Vertebral artery insufficiency associated with

arteriosclerosis, cervical spondylosis, or vas-

cular abnormalities in this region may cause

a similar situation.

Demyelinating diseases of the central

nervous system such as multiple sclerosis may
cause a similar type of vertigo as can intra-

medullary or extramedullary tumors and

syringobulbia. Other causes of intermittent

dizziness include lesions of the temporal lobe

such as neoplasm, epilepsy, encephalitis, or

migraine headaches and, of course, tumors

and abscesses of the cerebellum.

Application of Cryosurgery

Since Meniere’s disease is a major cause of

serious recurrent and episodic vertigo, con-

siderable attention has been directed toward

this problem during the past number of years.

The generally accepted pattern of treatment

starts with a trial on medication as the first

step and includes vasodilating medication

such as histamine and niacin. Diuretics have

been used in the past in conjunction with a

low-salt diet. Numerous antivertiginous drugs

have been effective on a short-term basis.

In recalcitrant cases, surgical procedures

have been done in the past. The first and

most successful operation for Meniere’s dis-

ease was surgical labyrinthectomy. However,

total loss of hearing occurred after this type

of surgery, therefore only patients with in-

capacitating vertigo and a severe hearing loss

could be treated in this fashion. During the

past 10 years, numerous surgical procedures

have been used which are designed to eradi-

cate the vertigo without adversely affecting

the hearing level. These include labyrin-

thotomy through the stapedial footplate,^ the

“tack” operation,^ the “shunt” operation of

the endolymphatic sac,® ultrasound applica-

tion to the labyrinth^ and cryosurgery of the

labyrinth.®
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Fig. 1. The Linde Cryosurgical Apparatus with the

sterile 2.7 mm. probe attached.

Cryosurgical application to the labyrinth

has been effective, during the past three

years, for control of vertigo in most cases. In

addition, the incidence of hearing loss with

this procedure has been low. The first step

in selective cryosurgical ablation is, with the

patient under general anesthesia, to expose

the bony lateral semicircular canal through

a small postauricular incision. The mastoid

cortex is removed to expose the bony lateral

semicircular canal which is then thinned in

order to expose a “blue line” of the lateral

semicircular canal. This “blue line” is the

fluid of the canal which is visible after the

bone is removed to a very thin layer. The
fluid of the lateral canal is not entered or

exposed during surgery.

The cryosurgical probe, 2.7 mm. in di-

ameter, is placed on the lateral semicircular

canal where the bone has been thinned. The
Linde cryosurgical apparatus is used for the

liquid nitrogen source (Fig. 1). The tempera-

ture of the tip, which is monitored by a

thermocouple, is reduced to minus 160 degrees

Centigrade for two minutes, and this pro-

cedure is repeated one to two times.

Fig. 2. Equipment set-up as used in the operating

room for monitor of the auditory and vestibular

functions during selective cryosurgical labyrin-

thine ablation.

Evoked response audiometric testing (Fig.

2) provides a method to “monitor” the au-

ditory and vestibular nerve function after

each successive freeze. This method of testing

auditory and vestibular nerve function has

also evolved over the last few years giving

the surgeon control of the patient even though

the surgery is done under general anesthesia.

The stimulus for testing auditory nerve func-

tion is a 2,000 Hertz tone burst This is re-

peated a number of times while the subse-

quent EEG tracing is recorded and averaged

by a computer. By this method the response

is recorded, and the threshold of hearing may
be followed. Cryosurgery is stopped prior to

any significant loss in hearing. The vestibular

nerve is “monitored” by a “click” stimulus

and the response shown by EEG computer

averaging in the same general approach. The

cryosurgical application to the labyrinth is

repeated until this vestibular response is no

longer present. In short, cryosurgical appli-

cation is repeated, as long as there is no sig-

nificant shift in the hearing level, until the

vestibular response is gone.
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The patients with Meniere’s disease who
are candidates for selective cryosurgical abla-

tion are those then who have distressing

episodic vertigo or continuous unsteadiness.

A medical trial has given them little relief.

Their hearing loss may be mild or more

severe. Cryosurgery may be used in cases

with near-normal hearing since loss of hear-

ing from the surgery is very uncommon.

CASE REPORTS
Case 1. A 54-year-old male had a two-year history

of acute rotatory attacks with nausea and vomit-

ing completely incapacitating him for an average

of two days each week. Audiometric tests showed

a 38 per cent sensori-neural hearing loss on the

right, characteristic of Meniere’s disease. Special

audiometric tests, radiographic studies and caloric

tests showed no evidence of an acoustic neuroma.

On May 4, 1967, a right selective cryosurgical

labyrinthectomy was done. There has been no

vertigo since surgery, and audiometric tests have

shown no additional hearing loss.

Case 2. A 38-year-old male had a five-year history

of acute rotatory attacks with nausea and constant

daily unsteadiness. Audiometric testing showed a

50 per cent hearing loss on the left, sensori-neural

in type, characteristic of Meniere’s disease. Spe-

cialized audiometric tests, caloric stimulation and
x-rays showed no evidence of an acoustic neuroma.

On June 29, 1967, a left selective cryosurgical

labyrinthectomy was done. Since surgery he has

had no vertiginous attacks, and audiometric tests

have shown no change.

Case 3. A 43-year-old female had a six-year his-

tory of acute rotatory attacks with nausea and
vomiting in addition to daily unsteadiness. Audio-
metric testing showed a 40 per cent hearing loss

on the right, sensori-neural in type, characteristic

of Meniere’s disease. Specialized audiometric test-

ing, caloric stimulation and radiographic examina-

tion showed no evidence of an acoustic neuroma.

On December 15, 1966, a right selective cryo-

genic labyrinthectomy was done. This patient had
no difficulty up to nine months after surgery at

which time she commenced to have recurrence of

rotatory attacks. Examination at that time showed
evidence of Meniere’s disease with concomitant

fullness in the previously unaffected left ear. These

attacks have been controlled with medication.

This case points out the importance of cryo-

surgery since a certain number of patients will

develop Meniere’s disease in the opposite ear.

As cryosurgery does not adversely affect the

hearing, the patient retains the use of the hearing

in case the endolymphatic hydrops occurs in the

opposite ear.

Summary

Cryosurgical ablation of the labyrinth pro-

vides a method to stop vertigo in Meniere’s

disease without adversely affecting the hear-

ing. Evoked response testing of the auditory

and vestibular nerves during surgery pro-

vides a means for control and designates the

amount of cryosurgery necessary in each

patient. •
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Colorado guide to resources

for the visually handicapped*

Eugene Fleming, BA, and Robert W. Ridley, MD, Grand Junction, Colo.

I

Recent estimates indicate that there are

nearly 425,000 legally blind persons in the

!| United States, and this total is expected to

^

approach 525,000 by 1980d An additional 500,-

i 000 have vision so impaired as to be classi-

I
fied as Partially-Seeing. Every practicing phy-

sician, excluding ophthalmologists, will at-

I

tend about six such visually-handicapped per-

sons a year. The purpose of this paper is to

supply a single reference source to which

,
the physician can easily turn.

“Legal blindness” uses the criteria both

of central visual acuity and breadth of field.

Thus it includes both those whose central

visual acuity in the better eye with correc-

tion is 20/200 or less (Snellen) for distance,

and also the group whose central visual

j:
acuity might be greater but whose field of

I
vision subtends an angle of 20° or less. This

I
definition of legal blindness is accepted for

' Colorado State Income Tax purposes and by

j
the Colorado Welfare Department for their

I Aid to the Blind. The Social Security Admin-

istration now accepts these criteria for blind-

ness as a result of the 1967 amendments to

the Social Security Act.

The partially-seeing are not legally blind,

but are eligible for some services. Here the

0 visual acuity is more than 20/200 but less

^ than 20/70. The Industrial Commission of

I

Colorado accepts tables prepared by the

American Medical Association, section on

ophthalmology, to estimate loss of visual effi-

ciency following industrial eye injuries. The

5 pres«itation of the following material is pat-

5 terned after material given to medical stu-

;; dents at the University of Missouri by Dr.

i
Paul C. Wheeler.2

Mr. Eugene F. Fleming received his B.A. from Howard
5

Payne College, Brownwood, Texas in 1958. He is currently

I
working toward his master’s degree at Colorado State

i College, and is Home Teacher-Counselor, Division of Re-
J habilitation. State of Colorado.

General

In Colorado, the Section of Services for

the Blind in the Division of Rehabilitation,

Colorado Department of Social Services,

provides many direct services to blind and

visually handicapped people. It also pro-

vides many indirect services such as referral

to other agencies. Services for the Blind main-

tains a register of all known blind people in

the state and acts as a clearing house for

many services and resources for these people.

Since this service is available, this presenta-

tion will not attempt to make an exhaustive

list of services for blind people in Colorado,

except for those of Services for the Blind in

the Division of Rehabilitation.

/. Vocational

Preparation and Placement

Purpose: To provide necessary counsel-

ing, prevocational experience, training and

job placement which will enable a visually

handicapped person to engage in remunera-

tive employment suited to his needs and

abilities.

Administration: Colorado Department of

Social Services, Division of Vocational Re-

habilitation in cooperation with U. S. De-

partment of Health, Education and Welfare.

Eligibility: Individuals who have a visual

impairment which constitutes an employment

handicap.

Specific Services: 1. Counseling and

guidance toward adjustment to visual im-

pairment. 2. Medical evaluation and physi-

cal restoration, if appropriate. 3. Specialized

training needed in daily living skills, com-

munication, and independent travel. 4. Coun-

seling and guidance toward choice of suitable

vocational goal. 5. Guidance in use of aids and
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appliances to enable individual to continue in

present occupation or related occupation

whenever practical. 6. Specific vocational, col-

lege, or on-the-job training. 7. Assistance in

securing tool, supplies, and licenses necessary

to put training to use. 8. Job placement and

follow-up supervision. 9. Instruction and

counseling needed by blind homemakers.

Referrals: Services for the Blind, 1150 Dela-

ware Street, Denver, Colorado 80204, or Vo-

cational Rehabilitation Counselor for the area

in which the patient lives.

Comment to Physician: The services de-

scribed in this section are available to vis-

ually handicapped and blind persons who are,

or soon will be of working age. Counseling

and financial assistance may be available to

meet those needs which the handicapped

student or his family is unable to provide.

At present, there are about 30 blind students

attending Colorado colleges and universities.

Additional students are in a variety of other

training programs.

Food Service Operations

Purpose: To provide small business op-

portunities for the Blind.

Administration: Colorado Department of

Social Services, Division of Vocational Re-

habilitation in cooperation with the U. S.

Department of Health, Education and Wel-

fare.

Eligibility: A blind person who is a resi-

dent of the state, 21 years of age or older, who
is able to demonstrate aptitude and interest

in this type of employment.

Specific Services: 1. Services included in

“Preparation and Placement” above. 2. Se-

curing of locations suitable for Food Service

Operations. 3. Provision of equipment and

merchandise for the operation. 4. Supervision

and assistance, as necessary, to insure effi-

cient and remunerative operation of the

business.

Refer to: Services for the Blind, 1150 Dela-

ware Street, Denver, Colorado 80204, or to

Vocational Rehabilitation Counselor for the

area where the patient lives.

Comment to Physician: Food Service I

Operations are conducted primarily on Fed-

eral, State, or local government property.

Recent trends have led to opening of busi-

nesses in hospitals, other public buildings,

and in industrial settings. Over 40 of these j

business are now operating in Colorado.

Manufacture and Sales Program

Purpose: To provide employment for

those visually impaired persons unable to

compete in the sighted labor market and to

develop, wherever possible, ability to enter

work in private industry, and to provide sales

outlets for merchandise produced in the home
industry and sheltered workshop.

Administration: Colorado Department of
'

Social Services, Division of Vocational Re-
'

habilitation in cooperation with the U. S. De-

partment of Health, Education and Welfare.

Eligibility: Visually handicapped persons

in need of sheltered employment.

Specific Services: 1. Services outlined in i

“Preparation and Placement” above. 2. Pro-
f

vision of raw materials, workshop facilities,

and supervision for manufacture of salable

articles. 3. Handling of the distribution and

sale of completed articles.

Refer to: Services for the Blind, 1150 Dela-

ware Street, Denver, Colorado 80204, or the

Vocational Rehabilitation Counselor serving

the area in which the patient lives.

Comment to Physician: The Columbine is

the trademark for the blind-male products of

Colorado. The Columbine Industries, located

at 100 West 7th Avenue, in Denver, trains and

employs a number of blind persons each year.

The products are sold to government and

industry, through door to door selling, and

through Lions Club sales. About 40 people

are presently employed in these programs.

II. Educational

Classroom Services

Purpose: To provide an education for

blind and visually handicapped students com-

parable to that of their peers.

Administration: Colorado Department of

Institutions, Colorado Department of Educa-

tion, and local school districts.
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Eligibility: Any child who is blind or un-

able to use conventional printed materials

for educational processes as a result of visual

difficulties and who can use specially pre-

pared materials such as braille or recordings.

Specific Services:

1. Textbooks and supplemental reading

materials in braille or extra-large ink print.

2. Tape or disc recordings of educational ma-

terials. 3. Playback equipment for recordings.

4. Special conferences for parents of blind

children. 5. Guidance for local school dis-

tricts establishing classes for the blind. 6.

Consultative services to any teacher of a blind

child.

Refer to: Home Teaching Service, Reha-

bilitation for the Blind, 1150 Delaware Street,

Denver, Colorado 80204; Colorado School for

the Deaf and Blind, Institute and Kiown
Street, Colorado Springs, Colorado; Depart-

ment of Education, Division of Special Edu-

cation Services.

Comment to Physician: Services provided

by the agencies Jisted in this section may be

of benefit to many students not thought of as

“blind” by parents and teachers. More and

more districts are organizing programs for

blind children so that it is not necessary for

them to leave home. The state residential

school for the blind is located in Colorado

Springs. The State Training Schools at

Wheat Ridge and Grand Junction also have

classes for the retarded blind.

Home Instruction

Purpose: To assist persons of all ages who
lose part or all of their vision to function

optimumly in a sighted world by means of

instruction and counseling provided by

trained personnel who visit clients in their

homes.

Administration: Division of Vocational

Rehabilitation, Services for the Blind, Home
Teaching Section.

Specific Services: 1. Counseling to aid in

adjustment to visual loss. 2. Braille instruc-

tion. 3. Typewriting instruction. 4. Other

communication instruction, as handwriting,

phone dialing, use of recording and play-back

equipment. 5. Activities of daily living in-

struction such as eating technics, identifica-

tion of clothing, grooming, etc. 6. Home care

instruction in such matters as cooking adap-

tations, needle threading, ironing, house

cleaning, etc. 7. Handcraft instruction. 8.

Limited mobility instruction in and near

home, including pre-cane, indoor, and some

outdoor basic cane technics. 9. Provision of

information relating to devices and services

available to legally blind persons in most

areas of their interests. 10. Recreation in-

struction, including games, crafts, and social

skills.

Refer to: Home Teaching Section: Reha-

bilitation for the Blind, 1150 Delaware Street,

Denver, Colorado 80204.

Comment to Physician: Home Teachers

visit all sections of the state. There is no

charge for their services, regardless of the

financial situation of the patient. However,

it is usually required that the individual pur-

chase instructional materials and supplies

such as braille paper and writing equipment.

All persons, young or old, who are newly

blinded either suddenly or gradually, should

be referred to this agency. The teachers serve

as co-ordinators of local, state and federal

services provided for the visually handi-

capped.

Library Services

Purposes: To provide a wide range of read-

ing matter for those unable to use conven-

tional library materials because of limited

vision or other physical handicap.

Administration: Library Division of Colo-

rado Department of Education in coopera-

tion with the Library of Congress, U. S.

Department of Health, Education and Wel-

fare.

Eligibility: (1) Legal blindness or inabil-

ity to read normal print because of a physical

handicap, (2) U. S. citizen.

Specific Services: 1. Loan of braille books

and magazines. 2. Loan of books and maga-

zines recorded on disc or tape. 3. Loan of rec-

ord players for books and magazines. 4. Loan

of brailled music scores.
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Refer to: Library Work for the Blind, 90

Lowell Blvd., Denver, Colorado 80219.

Comment to Physician: The Library of

Congress program makes it possible for the

visually handicapped person to be well in-

formed without depending on family, neigh-

bors, or other volunteers for reading many
of the more popular books and magazines.

Students find many of the recordings fit in

well with their assignments, but they must

plan ahead to have the recordings when they

are needed.

Correspondence Schools

Purpose: To provide quality education

for interested young people and adults who
are blind.

Administration: Hadley School for the

Blind, local college and adult education pro-

grams.

Eligibility: (1) Ability to perform tasks

required of students, (2) Severe visual im-

pairment.

Specific Services: 1. High school and col-

lege courses in braille or recorded form. 2.

Avocational courses in braille or recorded

form. 3. Specific vocational courses. 4. Bible

study and other religious instruction.

Refer to: Home Teaching Section, Reha-

bilitation for the Blind, 1150 Delaware Street,

Denver, Colorado 80204.

Comment to Physician: Courses available

are too numerous to list here. The local Home
Teacher-Counselor is qualified to advise and

assist in enrollment in nationally available

courses or local educational programs.

///. .Psycho-Social

Counseling

Purpose: To assist parents, physicians

and others concerned in meeting the particu-

lar needs of visually handicapped children

and aid in the adjustment of adults to loss

of vision.

Administration: Colorado Department of

Social Services, Division of Rehabilitation,

Services for the Blind.

Eligibility: Legal blindness or other severe

visual impairment.

Specific Services: 1. Individual counseling

of parents, visually handicapped individuals,

physicians, personnel of other agencies, and

other interested persons. 2. Distribution of

literature on blindness and public speaking

on specific aspects of blindness. 3. Guidance

to individuals and parents to put them in

touch with other resources having relation

to their problems.

Refer to: Home Teaching Section, Services

for the Blind, 1150 Delaware Street, Denver,

Colorado 80204.

Comment to Physician: Counseling in the

early period of blindness may make the ad-

justment and training of blind persons less

difficult than if they are left to develop

faulty methods of dealing with problems

created by loss of vision.

IV. Financial

Social Security

Purpose: To permit blind persons to have

certain privileges under Social Security be-

cause of the disabling effects of blindness.

Administration: Local Social Security Of-

fice, State Social Security Office, and U. S.

Department of Health, Education and Wel-

fare.

Eligibility: (1) Legal blindness, (2) U. S.

citizenship, (3) Have worked on jobs covered

by Social Security a designated number of

quarters.

Specific Items: 1. Disability payments to

blind child if qualified parent is retired, dis-

abled, or deceased. 2. Direct monthly pay-

ments to a disabled worker and his family

that depends on number of quarters he

worked in covered occupations.

Comment to Physician: Regulations

change frequently as legislation is passed,

so no detailed listing of benefits is attempted.

Total disability depends on a number of

factors in such a way that total loss of vision

does not automatically qualify a person for

disability payments. This is determined after

consideration of other physical factors, age,

emotional status, and occupational back-

ground.
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Tax Benefit

Purpose: To provide a degree of tax re-

lief to compensate a blind person for extra

expenses incurred solely as a result of blind-

ness.

Administration: Federal Income Tax Serv-

ice, Department of Internal Revenue; Colo-

rado Revenue Service.

Eligibility: (1) U. S. and Colorado tax-

payer, (2) Legal blindness.

Specific Items: 1. An additional $600 de-

duction for self or spouse on federal tax re-

turns regardless of other deductions or ex-

emptions. 2. An additional $750 deduction for

self or spouse on Colorado tax returns re-

gardless of other deductions or exemptions.

3. Deduction, as medical expense, of full cost

of maintenance of a guide dog. 4. Deduction,

as medical expense, of some costs of specific

education for which the parent has to pay,

including room and board if part of tuition.

Refer to: Nearest Internal Revenue and

Colorado Revenue offices.

Comment to Physician: A physician’s

statement including acuity with best cor-

rection, or other reason of blindness must be

included with each tax return.

“Aid to the Blind”

Purpose: To provide financial assistance

to the needy blind in the form of direct pay-

ment of funds from the public treasury.

Administration: Colorado Department of

Social Services administered locally by Coun-

ty Department of Welfare with advice from

county commissioners.

Eligibility: (1) Colorado resident, (2) Le-

gally blind or in danger of becoming legally

blind, (3) Inability to provide personal and/or

family subsistence needs as defined in regu-

lations pertaining to Welfare recipients or

being a member of a household for which

subsistence is otherwise provided by Welfare

payments.

Specific Items: 1. Payments based on de-

termined need sufficient to meet subsistence

income. 2. Medical coverage by Blue Cross-

Blue Shield for eye treatments which will

alleviate or prevent potential or existing

blindness.

Comment to Physician: Regulations re-

garding this form of direct assistance change

from time to time, so no details are included

here. The regulations are quite complex, so

it seems better to refer persons who appear

to be in financial need to those familiar with

the regulations.

“Blind! Pension”

In the state of Colorado, there is no such

thing as “blind pension.” See “Aid to the

Blind” above.

F. Mobility'

Orientation and Travel Training

Purpose: To facilitate the independence of

individuals by providing individualized in-

struction in special techniques of orientation

and modes of travel.

Administration: Colorado Department of

Social Services, Division of Rehabilitation,

Services for the Blind.

Eligibility: (1) Visual handicap that ser-

iously impairs travel ability, (2) Desire to

increase personal independence.

Specific Services: 1. Training to increase

awareness of non-visual stimuli which can be

used to assist the traveler. 2. Training in

proper travel techniques with the aid of the

Hoover (long) cane. 3. Advice and assistance

in connection with securing a guide dog,

when this appears feasible. 4. Orientation in-

struction to older adults in institutional set-

tings and consultation with staff personnel on

mobility problems of the aged blind.

Refer to: Home Teaching Service, Reha-

bilitation for the Blind, 1150 Delaware Street,

Denver, Colorado 80204, or local Home Teach-

er-Counselor.

Comment to Physician: Mobility with im-

paired vision is an extremely complex task.

Home Teachers provide limited instruction

in the home, hospital, nursing home, or other

places where the individual might reside. The
state residential school and other programs

of education for the visually handicapped are

also providing instruction to students when
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possible. Guidance into more advanced train-

ing is provided for those who can benefit

from it.

F/. Medical

Eye Care

Purpose: To prevent or alleviate severe

visual impairment of the medically indigent

£ipplicant.

Administration; U. S. Department of

Health, Education and Welfare; Colorado De-

partment of Social Services, County Welfare

Departments; and various local service clubs.

Eligibility: (1) Colorado resident, (2)

Medically indigent, (3) Have an eye condi-

tion ameanable to treatment as determined

by an ophthalmologist.

Specific Services: 1. Medical evaluation

of an individual’s eye condition. 2. Eye sur-

gery as indicated. 3. Eye medication and

treatment as indicated.

Refer to: Local County Welfare Depart-

ment or appropriate service club.

Comment to Physician: Despite Medicare,

this service may be the most suitable for

some elderly persons qualifying for it by
reason of glaucoma or cataracts. In some
instances of younger persons, the Division of

Rehabilitation can assist in the same ways
as the local Welfare Department.

VII, Miscellaneous

Insurance Waivers

Purpose: To ease financial burdens on cer-

tain insured persons who have become legal-

ly blind by waiver of premiums.

Administration; Veterans’ Administration,

U. S. Treasury Department, individual insur-

ance companies.

Eligibility: (1) Legal blindness occurring

after purchase of policy, (2) Have in force

life insurance policy containing waiver

clause.

Specific Items: 1. Waiver of premium on
veteran’s insurance (G. I. Insurance) after

qualifications are met. 2. Complete waiver
of future premium payments on life insur-

ance policies containing suitable and appli-

cable provision for such a waiver after com-
pany has been satisfied the conditions have

been met. 3. Retroactive rebate of premium
paid on the applicable policy after the es-

tablished date of onset of blindness.

Refer to: Insurance carrier, or area Veter-

ans’ Affairs Office.

Comment to Physician: Many insurance

companies require a six-month waiting pe-

riod before they are willing to review a case.

The Veterans Administration requires a

complete physical examination conducted by

the staff at one of their medical centers. In

the past, insurance companies considered le-

gal blindness complete evidence of 100 per

cent disability, but this is no longer the case.

Current regulations can be determined only

by checking with a company representative.

Voting Aid

Purpose: To make it possible for the vis-

ually handicapped person to cast his ballot

as freely as does his seeing peer.

Administration: Local election officials,

U. S. Department of Justice.

Eligibility: (1) Registered voter, (2) Vis-

ual impairment severe enough to make read-

ing of the ballot impractical.

Specific Item: The visually handicapped

voter is allowed by Colorado law to choose

any other qualified voter to mark his ballot

or operate a voting machine under his di-

rection.

One Fare Travel Concession

Purpose: To ease the financial burden of

travel for the blind person when a guide is

required in unfamiliar surroundings.

Administration: American Foundation for

the Blind.

Eligibility: (1) A visual impairment so

severe that a guide is required in unfamiliar

surroundings, (2) Need to travel by bus or

train.

Specific Item: The American Foundation

for the Blind issues to applicants a booklet

of coupons which make it possible for an

individual to purchase bus or railway tickets
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good for the passage of himself and his guide

for the price of one fare from companies

which cooperate in this program.

Refer to: Home Teaching Service, Re-

habilitation for the Blind, 1150 Delaware

Street, Denver, Colorado 80204, for applica-

tion forms and more detail.

Comment to Physician: The major rail-

roads and bus lines honor the One Fare

Travel Concessions, but some of the smaller

“feeder lines” do not. None of the airlines

have yet agreed to cooperate in this service.

Pedestrian Protection

Purpose: To facilitate safe public foot

traffic for the visually handicapped.

Administration: Lions Clubs of Colorado,

local judiciary.

Eligibility: Visually handicapped.

Specific Item: Blind persons are not spe-

cifically mentioned in anti-discrimination

laws of this state, but would certainly be

covered. A person using a cane or guide dog

is expected to exercise the same precaution

as a seeing pedestrian. They may not be re-

fused accomodations in public places because

of the guide dog or impairment, provided the

guide dog is muzzled and under the control

of the owner.

Refer to: Local law enforcement office.

VIII. Religious

Purpose: To make the Bible and related

materials as accessible to visually handi-

capped persons as these materials are to the

non-handicapped.

Administration: Various religious organi-

zations.

Eligibility: Willingness to state verbally

or in written form that vision is inadequate

to read conventional materials.

Specific Services: 1. Standard Bibles or

parts of Bibles on disc or tape recordings,

Braille, or large type. 2. Inspirational material

in various media for use by visually handi-

capped persons. 3. Correspondence courses in

braille on Biblical and doctrinal topics. 4.

Loan of religious hymns and gospel music on

discs and tape.

Refer to: Home Teaching Service, Reha-

bilitation for the Blind, 1150 Delaware Street,

Denver, Colorado 80204.

Comment to Physician: The Home Teach-

er-Counselors have information available on

various services provided by specific religious

groups and will provide this information to

patients on their request. There are some

non-denominational services about which the

patient will likely be told at the same time. •
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The lumbosacral angle:

criterion for employability

Angus K. Wilson, MD, Salt Lake City

Examination for occupations involving

potential lumbosacral stress, with particular

reference to erect positioning.

This report is based on 300 pre-employment

examinations of the lumbosacral spine, in-

volving applicants for positions where twist-

ing and bending (railroad firemen, brakemen
and trainmen) and heavy lifting (fertilizer,

chemical and steel fabricating plants) are

occupational requirements. In all cases the

lumbosacral spine was examined in lateral

recumbent and erect positions. Comparative-

ly little attention has been paid to the lumbo-

sacral angle as a criterion for employability

in heavy industry. Ferguson'* considers an an-

gle of 42° of “some moment so far as stresses

are concerned.” When the angle is 47°, the

stresses are a menace, and when the angle

is 52° or more, stresses are severe. Gordon®

considers there is definite shearing stress

on the lumbosacral ligaments when the angle

is greater than 47°. Both recommend rejec-

tion of applicants whose lumbosacral angle

exceeds 47°. Bond^, in an excellent classifica-

tion for job placements, recommends rejec-

tion for “marked increase of lumbar lordosis

associated with increase of lumbosacral an-

gulation,” but does not specify degree of an-

gulation. This presentation is concerned only

with applicants for Bond’s Category IV.

Becker* found that 6.1 per cent of low back

complaints were in employees who had, in

pre-employment examinations, “increased or

decreased lumbosacral angles.” Angle meas-

urements are not stated. McGee® thinks “most

of our radiologic consultants and plant phy-

sicians do attach significance” to an excessive

angle. In contrast, Thibodeau^ considers that

“variations in articular facets, lumbosacral

angle and sizes of transverse processes prac-

tically never produce symptoms.” I am re-

quired to reject applicants with a lumbo-

sacral angle in excess of 45°.

Assuming that the lumbosacral angle is

important, with respect to employability for

heavy duty or back stress occupation, two

questions require answers:

1. What method of measurement should

be used?

2. Should the measurement be made in

erect or recumbent positions?

Method
There are four satisfactory methods for

radiologic measurement of lumbosacral an-

gle. Ferguson’s Angle (Fig. 1) is probably

most widely used in the United States. It con-

sists of a line drawn across the superior sur-

face of S 1, forming an angle with a hori-

zontal line parrallel to the lower edge of the

x-ray film. Schmorl and Junghans® (Euro-

pean) use two methods: the “Angle of the

Promontory” (Fig. 2) is formed by lines

drawn tangential to the anterior surfaces of

L 5 and S 1; the “Lumbosacral Angle” (Fig.

3) is formed by lines bisecting the mid-bodies

of L 5 and S 1. Both of these yield obtuse

angles. Measurements between 120° and 135°

are regarded as acceptable. All of these meas-

urements are based on bony structures.
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Fig. 1. Ferguson’s Angle.

Since occupational stresses, in heavy in-

dustry, are on the soft tissues of the inter-

vertebral disc, it seems to me more logical

to measure the angle where those stresses

occur, namely at the lumbosacral disc. I have

chosen to designate this the “Disc Angle”

(Fig. 4) . It is measured by a line bisecting the

intervertebral disc space and a line hori-

zontal to the lower margin of the film. It is

true that stresses involve ligaments and mus-

cles but those structures require evaluation

by physical, rather than roentgenological ex-

amination.

Positioning

The lumbosacral angle may be measured

in erect or recumbent position. Ferguson®

recommends the recumbent with “the film

placed parallel to the patient, so that the

edges register the vertical and horizontal

positions.” Technically, it is not easy to align

a patient, in recumbent position, so that the

long axis of the body coincides with the long

axis of the x-ray film in its cassette. My
technologists and I have found it is easier

to orient patients in erect lateral position.

There are at least two additional reasons for

preferring erect positioning: (1) Applicants

are expected to do most, if not all, of their

work in erect position, and (2) it is possible

to compare results of subsequent examina-

tions more accurately. Six applicants, in this

Fig. 2. Angle of the Promontory.

Fig. 3. Lumbosacral Angle.

series, were re-examined because of rehiring

or job change. Comparison between original

and re-examinations is shown in following

chart (Chart 1.) No conclusion can be drawn

from so few examples, but the examinations

in erect position appear to come closer to

duplication than those made in recumbent

position.
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CHART 1

Erect Recumbent

Patient Original

Re-exam-
ination

Re-exam-
Original ination

B 42° 44° 40° 47°

S 40° 40° 36° 47°

P 33° 27° 33° 30°

H 30° 30° 51° 51°

Y 34° 37° 30° 30°

M* 49° 35° 55° 24°

[*“M” was an applicant rejected initially because

of increased shearing stress. He was cautioned re-

garding sloppy posture, corrected it and was ac-

ceptable on subsequent examination).

A third advantage of erect over recumbent

positioning is detection of spondylolisthesis

(Fig. 5,a,b). A slip of 2-3 mm. may not be

evident in a film made in recumbent position

but becomes apparent with the applicant

erect. In my experience the anterior slip has

always been greater in the erect-position film.

Results

In the 300 cases, which form the basis for

this report, the lumbosacral angle in recum-

bent and erect positions was equal in only

27 individuals. In 123, the angle was greater

in erect than recumbent positions. In the re-

maining 150 cases the angle was greater re-

cumbent than erect. Sixteen applicants had

excessive (greater than 45°) in recumbent

position, but in erect position the angle was
45° or less. These were accepted and none

have had any problem with back disability.

Fig. 4. Disc Angle.

Thus, 16 applicants who might, because of

rejection, have wound up on welfare or un-

employment rolls, were preserved for useful

and gainful occupation.

Relationship between the L 3-S 1

perpendicular Line
A perpendicular line dropped through the

mid-body of L 3 and its relationship to S 1

(Fig. 6) is useful for estimating the lumbo-

sacral angle and evaluating lumbosacral

stress. Gordon^ states the perpendicular

Fig. 5a. 7 mm. spondylolisthesis in recumbent

lateral.

Fig. 5b. 13 mm. spondylolisthesis in erect lateral

position. Same applicant as 5a.
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should intersect S 1 or fall within 1.5 cm. of

its antero-superior angle. In the applicants

considered here, the perpendicular has fallen

through S 1 with angles varying between 27°

to 44°. Thus, if the perpendicular falls

through or at the promontory of the sacrum.

Fig. 6. L3-S1 perpendicular line as indication of

shearing stress at the lumbosacral angle.

Fig. 7. Hyperlordosis. Lumbosacral angle is 50°,

indicating increased shearing stress.

the lumbosacral angle should be 45° or less.

This has practical application when one is

required to evaluate employability on “wet

film” reading. If the line falls anterior to the

promontory, the angle should be measured on

dry film.

Fig. 8. Pars interarticularis defect. Same applicant

as Fig. 5 a, b. Bilateral defects were present.

Fig. 9. Posterior defect with spondylolisthesis. A
right pars interarticularis defect was also present.
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Fig. 10. Sacralization of lumbar transverse process.

Rejections

Twelve applicants were rejected because

of a lumbosacral angle, both recumbent and

erect, in excess of 45° (Fig. 7). As noted pre-

viously, 16 were acceptable on basis of erect

angle within permissible limits, although the

recumbent was excessive. Two applicants

were rejected because of spondylolisthesis

(Fig. 5,a,b), two because of pars interarticu-

laris defects (Fig. 8) or posterior arch defect

(Fig. 9) and two because of asymmetrical

lumbosacral sacralization (Fig. 10). Bilateral

last lumbar transverse process sacralization,

with or without complete fusion of the bodies

of S 1-S 2, is also considered grounds for

rejection in occupations involving potential

lumbosacral stress.

Twenty one (7 per cent) of the 300 appli-

cants in this series were rejected for employ-

ment.

Conclusions

1. Measurement of the lumbosacral angle

should be made through the disc be-

cause stresses are on soft tissues.

2. The measurement should be made with

the applicant erect because

a. Spondylolisthesis is more readily

detectable.

b. Measurements come closer to dupli-

cation on repeat examination.

c. Applicants who might be rejected

because of excessive measurement in

recumbent position, may be accept-

able when measurement is made on

an erect position film.

d. Accurate orientation of the appli-

cant’s vertical long axis to the ver-

tical long axis of the film is tech-

nically more feasible with the appli-

cant erect. •
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Tumor Conference Edited by Erick R. Ratzer^ M.D.

from

University of Colorado Medical Center

PARTICIPANTS: George J. Hill, II, MD, Assistant Professor of Surgery

Thomas J. Irish, MD, Resident in Surgery

Bing Johnson, MD, Assistant Professor of Radiology

Richard Mulligan, MD, Professor of Pathology

Erick R. Ratzer, MD, Assistant Professor of Surgery

John Tweeten, MD, Resident in Radiology

Dr. Irish: Case Presentation.

The patient today is a 16-year-old boy

whose main complaint was a swelling in his

left temporal area for 6 weeks. He is very

active in athletics and the initial impression

of his family doctor was the tumor was sec-

ondary to trauma. However, when the mass

persisted, consultation was sought. There was

slight discomfort in the region of the left

temporal mandibular joint when the patient

opened his mouth widely.

Physical examination was totally unre-

markable except for a 6.0 x 5.0 cm. diffuse,

firm, rubbery mass in the upper left parotid

gland area. (Fig. 1). The mass was fixed and
appeared to be behind the zygomatic arch.

Facial nerve function was normal. Needle

aspiration for old blood was not helpful.

After chest x-rays and skull x-rays the

mass was biopsied under general anesthesia.

Frozen section examination of the biopsy

revealed a malignant tumor, most likely a

sarcoma. Therefore, wide excision of the

tumor down to the periosteum was carried

out The overlying skin was not removed,

but the superficial lobe of the parotid gland

was. The zygomatic-temporal branch of the

facial nerve entered the tumor and was re-

sected. A tarsorrhaphy was performed on the

lateral one-third of the left eyelid at the end

of the procedure. His convalescence has been

remarkable.

Dr. Ratzer: May we see the x-rays now,

please?

Dr. Tweeten: The chest films were normal

—

there was no evidence of any pulmonary

metastasis.
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Fig. 1. Photograph of the tumor area taken in the

operating room. Note the identation made by the

zygomatic arch with tumor bulging out both

above and below.

The skull films show the zygomatic arch

on the left has been actually destroyed or

displaced. (Fig. 2). It is not possible to be

sure whether the process started in the bone

and destroyed it or whether it started in ad-

jacent soft tissue and secondarily destroyed

the bone.

Our impression based on the skull films

was that this was most likely a benign bone

tumor arising in the zygoma—probably a

benign aneurysmal bone cyst. A fibrosarcoma

or an osteosarcoma would not have the fea-

tures seen on the film.

Dr. Hill: In a patient with a sarcoma, is there

any advantage in having tomograms taken

of the chest preoperatively to determine the

presence or the absence of metastatic nodules?

Dr. Johnson: I believe the same amount of

information is available on a satisfactory

plain film with careful interpretation. Con-

sidering the time and expense the additional

yield of the whole lung tomography is small.

Dr. Ratzer: Since the radiologist felt fairly

definite this was a benign aneurysmal bone

cyst we proceeded to treat him as such. This

particular tumor is readily cured with radia-

tion therapy and the place of surgery is

biopsy and curettage. After exposing the

tumor mass, we cut into it for the biopsy,

and obtained much friable material. Once

the capsule of the mass had been opened, the

contents just sort of spilled out into the

wound. This is not what occurs with a be-

Fig. 2. This view illustrates the almost complete

destruction of the left zygomatic arch.

nign aneurysmal bone cyst, and we then

obtained frozen section examination of the

specimen and proceeded with the resection.

Although I can’t predict what will happen

in this case, the spilling of cancer cells into

a wound is not consistent with the principles

of cancer surgery, and should be avoided.

However, radical operations can’t be done

without tissue diagnosis either. A compro-

mise in this situation may have been a Vim
Silverman needle biopsy.

Dr. Johnson, in view of what occurred

can you in retrospect see how a diagnosis

of other than benign bone tumor could have

been made from these films?

Dr. Johnson: In retrospect, I don’t believe we
could have made a diagnosis of a malignant

soft tissue tumor.

I would have diagnosed a bone tumor, as

was done, but I would have been alarmed be-

cause of the history of its rapid growth and

because of some areas of possible bone de-

struction away from the soft tissue mass.

Dr. Ratzer: Dr. Mulligan would you please

describe the histology?

Dr. Mulligan: The tumor mass we received

measured 10.0 x 6.0 x 6.0 cm. and was rather
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firm, had a grey-red surface and was broken

down in the center.

Microscopically, you can see even at this

power, this is a spindle cell tumor and there

is strong suggestion that it may have come

from atypical vein structures. This last item

was pointed out for tumors of soft parts de-

rived from smooth muscle by Dr. Arthur

Purdy Stout. Here is one of these atypical

vessels, the whole wall of which is composed

of tumor cells In another field we see a

swatch of cells looking like “rain over the

mountain,” very obviously malignant, and in

this H & E stain very definitely suggestive

of smooth muscle. Our diagnosis is leiomyo-

sarcoma. (Figs. 3 & 4).

We also have a reticulum stain of the

tumor which shows the reticulum among
these neoplastic smooth muscle fibers. The

reticulum not only passes among the fibers,

but under really high power, you can see they

have fine lateral branching which is abso-

lutely typical of both benign and malignant

smooth muscle cells. The trichrome stain also

very definitely shows these fibers red and

containing myofilaments which further sup-

ports our diagnosis of leiomyosarcoma.

Fig. 3. Leiomyosarcoma. Note uniformity and bun-
dled arrangement of malignant smooth muscle
cells X 160.

With regard to prognosis, I would estimate

this patient has about a 20 per cent chance

of being cured. The most likely sites for

metastases are the lungs as this tumor spreads

via the blood stream as a rule. The time

sequence for metastasis in leiomyosarcoma

is difficult to predict because this tumor is

very precocious. It could metastasize in a

few weeks, and then again it could take

years. I have seen them in the uterus, which

is the most common site of occurrence, take

six years before pulmonary metastasis de-

veloped.

Dr, Ratzer: Can you tell us if the margins

around the primary tumor are adequate?

Dr. Mulligan % That is one of the most difficult

questions to answer in processing a sarcoma.

It is easy when you have a surface cancer

like a squamous cell carcinoma or an adeno-

carcinoma to tell when you have adequate

margins. But for sarcomas, you can never tell

when the surgeon may have left a lobule of

tumor behind. We have not devised a method
for sarcomas that will tell if the tumor is com-

pletely out except in amputations.

Dr. Ratzer: Dr. Johnson, how do you feel

about giving the operative site in this pa-

tient postoperative radiation therapy?

Fig. 4. Same x 330.
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Dr. Johnson: I think there is a good chance

of this tumor recurring in the area of surgical

excision, but the question is when it should be

treated. Most of the reported experience in

sarcomas of the head and neck and radiation

therapy is with rhabdomyosarcoma. There is

no unanimity of opinion with regard to post-

operative treatment. There are therapists

who would recommend immediate postopera-

tive treatment, and there are those who
would wait and treat only when recurrence

developed I favor the later approach. When
recurrence develops and is then treated, very

often we will see subsequent recurrence in

the irradiated field. Also, as far as we can

tell, the time of hematogenous spread has no

relationship on when recurrence is irradiated.

Dr. Ratzer: Dr. Hill, what about chemother-

apy in this patient?

Dr. Hill : 1 would start him on it now, although

I must admit here is not much rationale for

it. I raises the question of your basic philoso-

phy about malignant disease which has a poor

prognosis. My thought is that if you have a

situation with a poor prognosis, and yPu can

devise a plan of chemotherapy which has a

relatively low risk, you may come up with a

slight edge for giving chemotherapy.

An argument against giving chemotherapy

is based on the theory that cancer chemother-

apeuticagents may depress the patient’s re-

sistance to tumor growth more than they ben-

efit the patient by destroying the tumor. How
ever, in animals it has b^en difficult to demon-

strate accelerated tumor growth secondary to

the use of an anticancer drug. I am referring

to alkylating agent sand antimetabolities, not

hormones and experimental anti-serums.

For this patient, I have recommended using

50 mg of Cytoxan per day. Cytoxan, which

is an alkylating agent, causes us a little con-

cern because of recent interest in it as an

immuno-suppresent. This drug has been able

to prolong skin homografts in mice, and it

has been useful in rheumatoid arthritis, the

exact mechanism here being vague but im-

munosuppression is a definite possibility.

However, outside of these observations, Cy-
toxan is generally considered a poor immuno-
suppresent, and it is a drug with an extremely

high tumor-kill or therapeutic ratio in some

tumors. For instance, in mouse lymphosar-

coma it will eradicate somewhere in the

neighborhood of 99.9 per cent of the tumor

with one dose at the LDm level.

I am well aware of the impossibility of

comparing animal tumor behavior with hu-

man tumor behavior, but in some instances

there have been similarities. Since there is

a chance of benefit for this patient with mini-

mal risks, I favor giving him chemotherapy

now on a so-called prophylactic basis. •

ADDENDUM
Two months after the initial surgery local

recurrence developed at the operative site. This

area was treated by radiation therapy fCo®®).

4,000 rads were given over a S-week period with-

out much effect. A chest x-ray at the conclusion

of the irradiation revealed bilateral metastatic

nodules. Carbisterol (NSC-19962) was started soon

after in an effort to control the tumor. The pul-

monary deposits continued to grow rapidly, how-
ever, and he died SVz weeks later of respiratory

insufficiency secondary to massive tumor. Autopsy
confirmed extensive pulmonary spread plus 2

additional tumor nodules in the liver. The course

of the illness from onset of symptoms until death

was 7 months.
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Masculinity and femininity*

What are the reed issues?

Franklin G. Ebaugh, MD, Denver

In today’s world of Hippies and casual co-

habitation, of soaring divorce rates and ille-

gitimacy rates and abortion rates, of changes

in values about “what is good” in America,

of publications like The Feminine Mystique,

The Vanishing American Male, and The

Naked Ape, and of labels like “The Sexual

Revolution on Campus,” we can consider the

question of masculinity and femininity a “hot

topic,” even at a medical meeting.

The fact that it is a “hot topic,” is of

course a commentary on the shape of Amer-
ican anxieties and sensitivities. Parents are

worried about their children, and in some
cases about themselves. The signs, symbols,

and behaviors which are the accustomed so-

cial statements—or advertisements—people

use to indicate sex and gender have changed.

“You can’t tell the boys from the girls” is no

longer a joke, but it is an untruth. Merely the

language has changed. Just because they look

alike does not mean they are alike.

Are the children of today actually con-

fronted with so little sexual differentiation

in their adult models that they will have
difficulty becoming well-integrated and pro-

ductive adults? Of course not. The whole
problem is more imaginary than real, but it

sells magazines.

As Gershman^ has suggested, what may
actually be taking place is the development

of healthier patterns of relationship and
communication between people—less com-
pulsive, neurotic sexuality and more meaning-

ful sharing of love and experience. This bodes

well for the American home, for the future

generation of children, and for the rebirth of

a desperately needed “sense of community”

‘Presented at the Colorado Medical Society Meeting, Sep-
tember 14, 1968. Read in part by Dr. John Lightbum in

the absence of Dr. Franklin G. Ebaugh.

in our mechanized and crowded world In

other words, I am saying that the general

trend toward greater sexual freedom, gro-

tesque though it may be in its infancy, is a

positive response to the need for more men-

ingful interpersonal relationships.

Levels of sexual orientation

First, “gender identification” is not at all

the same thing as “sexual behavior,” which

again is not identical with normative “social

role behavior.” “Gender identification” is the

basic conviction a child develops in the first

few years of life (Gershman would say the

first three; others specify the first five) that

“I am a boy,” or “I am a girl.” This conviction

is built into the concept of self, the indi-

vidual’s idea of “Who I am,” by the expecta-

tions and clues of parents, some of them very

subtle, but hardly mystical. Once established,

this “gender identification” seldom changes,

which is one of the reasons that sexual iden-

tity problems are notoriously difficult to treat

psychiatrically. To the extent, then, that

parents have a clarity of conviction about

the child’s gender, the child will think of

himself as that gender. If however, there are

parental wishes and fantasies which contra-

dict the child’s physical gender, sexual mis-

identification may occur.

Stroller^ presents particularly interesting

evidence for the power of gender identifica-

tion in discussing the predicament of persons

with physical abnormalities of the sexual or-

gans; there is no evidence that this disturbs

their conviction of gender, although it causes

pain in other respects, and such patients are

safer candidates for remedial surgery and

endocrine therapy than those with confusion

of gender.
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“Sexual behavior,” that is the mode of

sexual activity and the object-choice of a

sexual partner, is also learned—but later in

the child’s development. To be sure, prob-

lems of perversion and homosexuality may be

related to mis-identification of gender; fre-

quently they are. But not all homosexuals

think of themselves as members of the oppo-

site sex. In the first place, sexual sharing can

involve two distinctly different kinds of mo-

tivation. One is identification; “I would like

to be you, or to be like you.” The other is

search for gratification; “I want you; I want

to give, and/or receive pleasure with you.”

Dr. Walker will elaborate more on that. I

wish only to emphasize that choice of sexual

object is learned behavior, which is not al-

ways independent of gender identification,

but which is not entirely determined by it.

Social behaviors, or “socio-sexual role

playing” as it is conventionally termed, is a

third dimension of the issue; it is the socio-

sexual role playing which is changing at

present, and thus altering occupation patterns

and the life styles of families. The social

behaviors, signs, and symbols which define

the sexes include such characteristics as mode
of dress, walk, speech, emotional response,

primary interests, motivations, and prefer-

ences. Some of these behaviors are subtle but,

as everyone knows, unmistakable in their

implications. Sometimes they are clues to

sexual behavior and/or gender identifica-

tion; sometimes they are not. Social role play-

ing is nothing but appropriate behavior,

which, again, is nothing but conformity to the

myriad little social rules to be found in the

interaction patterns of a society at any given

time.

Organic characteristics—essentially the

equipment a person can use in the pursuit of

sexual adjustment—also play a vital role at

the more superficial levels of behavior, but

there is no evidence that basic gender identi-

fication is dependent upon them. On the other

hand, undue concern about sexual adequacy
can be a clue to underlying conflict and dis-

turbance in basic identification

What, then, are requirements for success-

ful masculinity and femininity?

The development of masculinity depends
upon gender identification consistent with

biological characteristics at the self-concept

level. This, in turn, requires the following

major experiences. The boy should have a

relationship with his mother that provides

opportunity for the development of self-

esteem, but which is not so engulfing and
non-frustrating that the child fails to acquire

a sense of himself as a unique and individual

person. He needs the familiar three A’s

—

affection, admiration, and acceptance—but he

should not be over-possessed. It is also im-

portant that the mother want him to be a

boy, and that she treats him in a convention-

al manner as a boy in all respects.

There must also be a father who not only

lives in the home, but who is also an active,

influential part of the family—one who is

not withdrawn into his work or his individual

problems, one who is active rather than pas-

sive. The presence of some kind of male image

is not sufficient; the father must manifest

enough psychological force to draw the boy

into emancipation from his dependent rela-

tionship with his mother, to protect him from

any unconscious desires his mother may have

to feminize him, and to encourage identifica-

tion with his own role behavior.

There are other vital aspects of the “learn-

ing of identification” which have been too

much neglected in the conventional approach

to understanding masculinity. One of these is

that erotic fantasies, and the attachment of

erotic interest to certain persons and experi-

ences, also represent learned behavior. In this

regard the characteristics of the common cul-

ture—music, advertising, magazines, cloth-

ing, and the like, play a large role in teach-

ing boys the accepted patterns of erotic re-

sponse.

Too, the importance of the youngster’s

peer group is often under-emphasized as a

source that teaches appropriate interests and

masculine behaviors. The separation of the

sexes during the latent years of childhood

and their rejection of one another serves the

function of safeguarding the learning of nor-

mative social behaviors. At this stage, fathers

can sometimes facilitate the activities neces-

sary to adequate role playing, but it is other,

same-generation models who do most of the

teaching. Sexual experimentation, exhibition,

joking, peeping are, of course, an important

part of peer group teaching, also.
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Developing femininity

The development of femininity depends

very much on the same experiences, with a

few important exceptions. Little girls, too,

must not be engulfed in their relationships

with their mothers, but stable personality

development depends on a warm, secure rela-

tionship during the early years. The results

of failure to declare independence from this

relationship are sometimes seen in schizo-

phrenic women, but more particularly in im-

mature women who “play at” being women,
in context of limited horizons and immature

emotional responses. Like a boy, a little girl

needs to be appropriately defined by her

mother, so that she develops the unalterable

conviction that “I am a woman”—a convic-

tion that stands her in good stead if she fails

to bear children, undergoes hysterectomy, or

endures other experiences which could be

construed as “de-feminizing.”

A little girl’s relationship with her father

can help her mature in important respects.

It involves a desire to compete with her

mother, and thus breaks the dependency

bond. It also motivates the child to learn the

emotional attitudes of femininity, to appre-

ciate her womanhood to the extent that her

father encourages and appreciates it, and to

gain a general idea what to expect of men.

It is usually under conditions of rejection or

over-seductiveness by the father that girls

become over-involved in this relationship, and

thus spend their lives searching for “someone

like father.”

Both in their relationships with their

mothers and in the peer group, which be-

comes intensely important in adolescence,

girls learn the erotic preferences and “attrac-

tion-mechanisms” which will later facilitate

healthy sexual response.

Clinical Significance

As we all know so well in medicine today,

the patient is a whole person. His illness de-

veloped and will remit in context of his emo-
tional health and life situation, as well as his

organic status. Since happiness and health

depend to a remarkable degree upon satis-

factory interpersonal relationships, and these

are in turn dependent upon an individual’s

ability to fulfill his role expectations, the

quality of his sexual identification is crucial

to his welfare. It has been argued, in fact, that

the only “self” any of us possesses is that

which was created in interpersonal relation-

ships, and which must constantly be reaf-

firmed by social interaction, either actual

or fantasied. This is some of the implication

of the research in sensory deprivation.

However, the fact of gender misidentifica-

tion or sexual abberation does not automati-

cally lead to the conclusion that the patient is

emotionally disturbed at any given time, nor

that his relationships are socially disjunc-

tive. There are myriad ways that people use

to articulate themselves, their beliefs, and

their needs with the realities of their life

situations. Disturbance in identification does

specify an area of vulnerability, however, a

potential “trouble spot” which should be

kept in mind in trying to understand a pa-

tient.

The physician’s contribution

In certain medical specialties, of course,

the ramifications of sex and gender are most

directly relevant to the illnesses we treat.

Psychiatry is one of them, but at least four

others immediately come to mind.

In his major function as advisor on child

development, the pediatrician has an especial-

ly critical position in his relationship with

parents. In this field some of the finest pre-

ventive work can be done in the area of gen-

der identification. Mothers who dress their

toddlers in ways more appropriate to the

opposite sex, who confide that they “wish the

baby had been a girl this time; we already

have three boys,” or who seem to relate to

their child in a cross-sexed fashion may be

encouraging him or her toward gender mis-

identification. Since the wishes are often un-

conscious on the part of the parent, such be-

havior may be difficult to change, or might

even warrant referral to a child guidance

clinic. On the other hand, some mistakes are

less significant dynamically, and may simply

result from failure to realize the extent to

which a 2-year-old boy correctly reads the

implications of his pretty long curls. Ma-

ternal over-engulfment of children is a more

familiar problem, of course, and needs less
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discussion. In either situation, the pediatri-

cian is likely to be the only person capable of

intervening before the damage has become

irremediable.

Most often, problems defined overtly as

sexual in some dimension are taken first to

the obstetrician and gynecologist. It is he who

must undertake the complex studies of ster-

ility, impotence, menstrual abnormalities,

frigidity, and other malfunctions of the re-

productive system; it is also he who must try

to identify and evaluate the emotional fac-

tors that not only undergird such problems,

but also occur as secondary reactions to the

symptoms. Like pediatrics, the field oL gyne-

cology is heavily demanding of psychiatric

sophistication. The questions of whether to

perform preventive hysterectomy, whether

to sterilize, and even when to give endocrine

therapy are seldom easily answered. Too fre-

quently, a patient’s symptoms are defenses

against his own sexuality as he defines it,

because of conflicts around either basic iden-

tification or specific sexual behavior patterns.

The requested or indicated medical therapy

sometimes arouses guilt and increases the

patient’s psychological conflicts enough to

bring about an emotional upset. No healthy

woman with a strong feminine gender iden-

tification is likely to respond with emotional

trauma to a necessary hysterectomy. On the

other hand, one who would unconsciously pre-

fer to be a man, or one who was reared to

regard himself as an “it” may experience such

surgery as a confirmation of her lifelong fears

or neurotic wishes.

The somewhat more esoteric problems

of correcting organic defects in sexual equip-

ment, “changing sex” and the like, are fraught

with more difficulty, and probably psychiatric

evaluation should always be a part of the

initial evaluation However, again, the evi-

dence suggests that if the gender identifica-

tion is strong and appropriate, the likelihood

of producing emotional difficulties is mini-

mized.

To the extent that surgery is an indicated

part of treatment, the surgeon confronts sub-

stantially the same evaluative issues. Most

surgeons, of course, are prone to cast a quiz-

zical eye at any patient requesting specific

surgery, and to wonder about motivations. I

have found that the crucial thing to remem-

ber in such situations is that the patient’s

“reasons,” that collection of justifications he

uses to explain himself, are emotional, not

intellectual, although in most cases he will

present the rational ones first. Allowing the

conversation to continue awhile and listening

carefully will usually unearth the feelings

involved.

It goes almost without saying that the

generalist confronts all of the foregoing kinds

of situations, as well as a few which are his

own specific domain. Like the pediatrician,

he often sees the patient first, and works as

a preventive agent, a case-finder, and a re-

ferral channel, in addition to performing his

own medical work. By his patients, who may
view him as “the family doctor,” he is more

likely to be considered a family friend, and

to this extent he has access to more infor-

mation. On the other hand, this increases his

responsibility for wise management of that

information; on the other, it gives him a bet-

ter basis for making treatment evaluations.

Conclusion

To recapitulate, then, masculinity and

femininity are crucial components in the

healthy adjustment of people. To understand

the whole patient whom we evaluate and

treat, we need to know whether his view of

himself—his self-concept, or gender identifi-

cation—is consistent with the behaviors ex-

pected of him in his life situation. Especially

if the patient displays symptoms in the repro-

ductive system, we need a rather detailed

idea how he articulates his basic sexual iden-

tification with the two other levels of sex-

uality—the sexual behavior and social role

playing. Only on this basis can we determine

appropriate therapy. Furthermore, to the ex-

tent that comfortable sexual adjustment con-

tributes to happiness, it plays a potential role

in the whole complex of psychosomatic and

hypochondriacal illnesses. •

REFERENCES
1 Gershman, Harry: "The Evolution of Gender Identity.” Bull. N. Y. Acad. Med. 43, 1967, pp.

1000-1027.

* Stroller, Robert J.: Sex and Gender. New York: Science House, 1968.
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Man in space, now fait accompli, re-emphasizes the

importance of Uro-Phospbate therapy. Research into

the effect of space travel on the astronaut reveals

that weightlessness causes loss of bone calcium. As
the bones are required to bear less and less of the

weight of the body they lose calcium, increasing the

calcium content of the urine. When physical activity

is reduced, the acidity of the urine should be adjusted

to keep increased calcium in solution .... a prophy-

laxis to prevent kidney or bladder calculi.

Uro-Phosphate,
NOW A SUGAR-COATED TABLET
Each tablet contains; methenamine, 300 mg.; sodium acid phosphate, 500 mg.

Uro-Phosphate gives comfort and protec-

tion when inactivity causes discomfort in

the urinary function. It keeps calcium in

solution, preventing calculi; it maintains

clear, acid, sterile urine; it encourages

Dosage:

For protection of the inactive patient

1 or 2 tablets every 4 to 6 hours is

usually sufficient to keep the urine

clear, acid and sterile.

2 tablets on retiring will keep residual

urine acid and sterile, contributing to

comfort and rest.

A clinical supply will be sent to

physicians and hospitals on request.

complete voiding and lessens frequency

when residual urine is present.

Uro-Phosphate contains sodium acid

phosphate, a natural urinary acidifier.

This component is fortified with methe-

namine which is inert until it reaches the

acid urinary bladder. In this environment

it releases a mild antiseptic keeping the

urine sterile.

Uro-Phosphate is safe for continuous use.

There are no contra-indications other

than acidosis. It can be given in sufficient

amount to keep the urine clear, acid and

sterile. A heavy sugar coating protects its

potency.

WILLIAM P. POYTHRESS & COMPANY, INC. RICHMOND, VIRGINIA 23217
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Chronic beryllium disease*

Thomas A. Neff, MD, and Thomas L. Petty, MD, Denver

More than 100 different diseases may cause

a miliary pattern on the chest roentgeno-

gram.' In Gaensler’s series- of 105 patients,

who had an open lung biopsy for diagnosis

of a diffuse pulmonary infiltrate, only 65

could be diagnosed without resort to lung

biopsy.

The following case of berylliosis empha-
sizes the importance of a complete occupa-

tional history and demonstrates the need for

lung biopsy in making a definitive diagnosis

and in planning appropriate treatment in

cases of miliary lung disease.

CASE REPORT
A 44-year-old white female was first admitted

to Colorado General Hospital in July, 1968, with

a two-year history of cough, dyspnea, and weight

loss. (The patient had been hospitalized twice

previously for these symptoms, but no diagnosis

had been made and no treatment given.) Her
cough was brassy, non-productive, and occurred

in frequently exhausting paroxysms. The patient’s

dyspnea started and had progressed unrelentingly,

forcing her to stop work six months prior to

admission. By the time of admission, dyspnea

prevented her from doing even light housekeep-

ing. Her weight had decreased from 115 to 85

pounds over two years. Fever was absent, but

night sweats were present for two months. Nasal

congestion, anorexia, retrosternal discomfort, and
arthralgia in the knees and wrists were additional

complaints. The patient denied past lung disease

or any obvious inhalation exposure.

Her occupational history revealed that she had
worked in a porcelain plant from 1955 until early

1968, when her illness had forced her to stop.

Over this twelve-year period, her work consisted

in flaming, polishing, and inspecting porcelain

objects. The environment was never considered

dusty by the patient. She reported that beryllium
had been used in the early phase of the porcelain

making and that several years earlier she had
walked through and worked adjacent to a “beryl-

lium room” at the plant.

• From the Department of Medicine, University of Colo-
rado Medical Center, Denver.
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Physical examination revealed a thin white
female who appeared both acutely and chronically

ill with evidence of recent weight loss. Blood
pressure was 115/70, temperature 98.8°, pulse
regular at 100/minute, and respirations shallow at

32/minute. No skin lesions or adenopathy were
present. Mild clubbing and cyanosis were ob-
served. On chest examination, decreased respira-

tory excursions were noted. Rales were heard
diffusely throughout both lungs at the end of

inspiration. A mild right ventricular lift and a
Grade I diastolic murmur were noted along the

left sternal border. The liver was slightly en-
larged. No edema or other abnormal findings were
present.

Laboratory examinations included complete
blood count, urinalysis, blood urea nitrogen, fast-

ing blood sugar, serum electrolytes, calcium and
phosphorous, protein electrophoresis, and liver

function tests, all of which were normal. An in-

termediate strength PPD-S was negative. Three

sputum examinations by smear and culture were
negative for M. Tuberculosis. An electrocardio-

gram revealed right axis deviation, right atrial en-

largement, and right ventricular enlargement.

Chest x-ray showed multiple small, diffusely

distributed nodular densities without hilar adenop-

athy. (Fig. 1) Pulmonary function tests revealed

a “restrictive defect” with significantly impaired

diffusion and only mild impairment of ventilation.

(Table I)

In order to obtain a definitive diagnosis, an

open lung biopsy was performed via a left anter-

ior intercostal approach on August 1, 1968. At

surgery, the entire left lung was abnormally pale,

stiff, and rubbery with multiple small nodules

palpable throughout the parenchyma. A wedge
section of lung and a hilar lymph node were re-

moved for microscopic, microbiologic, and chemi-

cal examination.

A hematoxylin and eosin stained microscopic

section revealed diffuse interstitial infiltration

with histiocytes and lymphocytes associated with

numerous well defined non-caseating granulomas.

(Fig. 2) Additional specially-stained sections were

negative for acid fast bacilli and fungi as were

cultures of the lung tissue for the same organisms.

Analyses of the lung and lymph node tissue for
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beryllium by Doctor Harriet Hardy of the Beryl-

lium Registry** revealed 0.049 and 0.22 micro-

grams of beryllium per gram of dry lung and

lymph node tissue respectively which is signifi-

cantly abnormal.

The patient made an uneventful postoperative

recovery. On August 6, 1968, after tuberculosis

had been ruled out, prednisone 40 mg/day was

initiated. She noted immediate symptomatic bene-

fit with rapid resolution of her cough and im-

provement in appetite and gain in weight. The

prednisone was tapered during a one-month per-

iod, and this resulted in an exacerbation of symp-
toms including severe arthralgia. An increase of

prednisone from 15 mg to 30 mg rapidly relieved

these symptoms. The minimal required mainten-

ance dose of prednisone has been found to be

20 mg/day in this patient. Six months after the

** Beryllium Case Registry, Massachusetts Institute of

Technology, Cambridge, Massachusetts.

Fig. 1. Chest x-ray of 7/24/68 before treatment

showing maximum infiltrates.

TABLE I - PULMONARY FUNCTION TESTS

7-25-68 9-30-68 2--18-69 Predicted

VC® (L) 2 .13 2.60 2.42 3.26

FEVi (L) 2 .05 2.12 2.09 > 75% of VC

MMEF (L/sec.) , 2 .65 2.17 3.18 3.12

MW (L/min.) 75 73 100

TLC (L) 3 .3 — 3.9 4.9

RV (L) 1 .2 — 1.5 1.7

Rest T, . bExercise Rest Exercise‘s Rest Exercise‘s

pH 7.44 7.45 — 7.46 7.45 7.40 + .02

PgC02 (mm Hg) 37 37 --— 35 33 35 + 2

Pa02 (mm Hg) 55 48 --— 67 57 72 + 3

Hb Sat. (%) 89 85 94 91 93 + 2

O 2V 58 54 — - 36.5 37 30 + 5

DpQ (ml/mm Hg/min) 8.5 9.0 — 10 12.2 ^ 15 25

®VC = Vital Capacity, FEV
2_

= Forced Expiratory Volume in 1 Second, MMEF = Mid-maximum
Expiratory Flow, MW = Maximum Voluntary Ventilation, TLC = Total Lung Capacity,
RV = Residual Volume, O 2V = Oxygen Ventilation Equivalent (Ve/V^ ) ,

= Diffusing
Capacity for Carbon Monoxide, Steady State Method. 2

^ = 0% grade, .75 m.p.h. ^ = 0% grade, 1 m.p.h. = Values for 5,280 feet
above Sea Level^^

® The normal values for blood gases are the same for mild and moderate exercise
and for rest.

for October 1969 53



institution of prednisone, the patient has practi-

cally no cough and is only mildly dyspneic with

moderate exercise. She has gained forty pounds.

Her chest x-ray has cleared remarkably (Fig. 3);

however, her electrocardiogram is unchanged.

Repeat pulmonary function tests show significant

improvement in some tests, especially in arterial

saturation and oxygen ventilation equivalent.

(Table 1)

Discussion

Elemental beryllium is a light, stable

metal with an atomic number of four. Beryl-

lium metal, alloys, and oxide all have unique

physical and chemical properties which make
them highly useful in modern science and
industry. A partial list of past and current

uses of beryllium containing products in-

cludes windows of x-ray tubes, cathode heat-

ing elements in radio tubes, radiation shields,

high temperature crucibles, ceramics, spec-

ial springs, airplane and rocket parts, solid

rocket fuels, linings of coreless inductor fur-

naces, and fluorescent and neon light manu-
factured before 1949.

Berylliosis occurs in both an acute and
chronic form. The acute form may affect

(1) the skin and mucous membranes of the

Fig. 2. Photomicrograph oj lung biopsy showing
multiple non-caseating granuloma and thickened
alveolar walls (Hematoxylin and eosin x 30)

Fig. 3 Chest x-ray of 2/17/69 after 7 months of

prednisone treatment showing marked resolution.

eyes and nasopharynx (dermatitis, conjunc-

tivitis, and rhinitis)
, (2) the upper airway

(tracheobronchitis)
,
and (3) the lower air-

way (pneumonitis) . The berylliiun exposure

before the acute illness is usually obvious.

The acute disease was most prevalent in the

1940’s and early 1950’s before it was fully

understood and accepted and then controlled

by appropriate preventive medicine. De-

Nardi'* et al. reported on 431 acute cases in

1953.

While chronic berylliosis is a systemic

disease, the major pathologic process occurs

in the lungs and is characterized by non-

caseating sarcoid type granulomata. Two
unique features of chronic berylliosis are the

latent period between exposure and onset of

symtoms and the factor of individual suscept-

ibility. Hardy^ reported that 26 (12%) of

210 cases of chronic berylliosis in fluorescent

lampmakers had had a delay in onset of more
than 10 years after initial exposure. While

the symptoms of chronic berylliosis, i.e. non-

productive cough, dyspnea, weight loss, chest

discomfort, and arthralgia, are non-specific,

they are nevertheless very suggestive of this

disease. Such patients are often misdiagnosed

as having tuberculosis or sarcoidosis. Lung
biopsy, with the appropriate examination of

the tissue, as outlined in the case report is

often the only way conclusively to establish

the correct diagnosis. This approach is es-

pecially important when the occupational
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history of beryllium exposure is at best sug-

gestive rather than definitive. Some patholo-

gists with a large berylliosis experience, such

as Freiman,® feel that the degree of par-

enchymal interstitial inflammatory reaction

surrounding the granulomata helps to dif-

ferentiate some cases of beryllium disease

from sarcoid.

High dose (30-60mg/day of prednisone

or the equivalent) steroids should always be

given a therapeutic trial after the diagnosis

has been made. The immediate response may
be dramatic as in our case and others,” al-

though a long term favorable outcome is not

assured.'^ The majority of patients apparently

need a permanent maintenance dosage of

corticosteroids to prevent relapse.®

Although the reported cases of chronic

berylliosis have dropped significantly in re-

cent years, all physicians should remain alert

to the possibility of this preventable and

treatable disease because the possibility of

exposure still exists and will no doubt per-

sist. Hardy® reports that new cases are still

being diagnosed and reported to the Beryl-

lium Registry on an average of 18 per year.

Are these cases really the “top of the

iceberg”?

Summary

A case of chronic beryllium is presented.

The salient clinical features, pulmonary

pathophysiology, diagnostic tests, and appro-

priate therapy are discussed. The need for

the continued awareness of this entity is

stressed. •
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Prepared by Alan E. Lindsay, MD, Salt Lake City

THE PROBLEM: How many ventricular pre-

mature complexes can you see in the four tracings

above? Remember that a VPC has a broad QRS
complex and is premature. Of the six broad pre-

mature complexes in these tracings only one is a

VPC—the rest are conducted beats exhibiting

ABERRANT VENTRICULAR CONDUCTION
(AVC) because of certain time relationships.

Tracing 1 (V,). The underlying rhythm is atrial

fibrillation. The fourth beat (arrow) is premature

nd has right bundle branch block configuration.

Note that this beat terminates a short cycle pre-

ceded by a long cycle. The right bundle branch is

apparently still refractory because of the preced-

ing long R-R cycle, a reflection of the fact that

duration of refractoriness is directly proportional

to previous cycle length. Later in the tracing what
is probably a VPC occurs (ninth QRS). Note that

it does not have right bundle branch block con-

figuration and is followed by a pause.

Tracing 2 (Lead V,). The same type of aberrant
beat is seen during artial flutter. The tall R-wave
in V, suggests that the patient has right ventricular

hypertrophy.

Tracing 3 (V,). Each arrow points to a prema-
ture P-wave followed by a QRS complex (atrial

premature beat). Why is the QRS complex follow-
ing the second premature P-wave aberrant (right

bundle branch block configuration)? Notice that

it is the APC which has the longest R-R interval

of the two complexes preceding.

Tracing 4 (Lead III). By now, the reason for

the aberrance of the two premature beats (ar-

rows) should be obvious. Each is the first of a

short run of atrial tachycardia. The first run is

two beats long, the second is four beats long.

Only the first beat of each run has a “long” R-R
interval preceding it.

COMMENT: Aberrant beats of this type illus-

trate the “Ashman phenomenon,” i.e., in irregular

rhythms a beat terminating a short cycle preceded

by a long cycle may be aberrantly conducted.

Differentiation from VPCs is important because

aberrantly conducted beats generally require no
therapy apart from that required by the underly-

ing rhythm.

Right bundle branch block configuration and
a long cycle—short cycle sequence thus favor the

diagnosis of aberrant conduction. Other forms of

QRS configuration and a pause following the ab-

normal beat favor ectopy.

REFERENCE
Marriott, and Sandler, A.: Criteria, old and new,

for differentiating between ectopic ventricular beats and
aberrant ventricular conduction in the presence of atrial

fibrillation. Prog. Cardiov. Dis., 9:18, 19^.
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Babies, dehydration, and aspirin

John R. Connell, MD,* Denver

Inappropriate therapeutic use of aspirin for

children continues to account for a dangerous

and needless segment of salicylate intoxica-

tion.* This is notably so in the first year of

life, judging from the reports of Erganian,^

Winters,^ Segar,^ and from our own experi-

ence. Salicylism as a by-product of ill-chosen

therapy which Done* describes as causing

“the most severe instances of aspirin poison-

ing among young children,” provides one of

the flagrant and tragic riddles of modern
medicine. The fundamental answer is pro-

posed in the body of this communication.

In the last seven years we have treated

12 infants less than one year of age who
had “baby aspirin” overdose disease. In every

instance parents or guardians were project-

ing their own symptomatic use of aspirin

upon the baby and ignoring the cautionary

advice on the aspirin package. None of the

mothers was aware of the potential risks

involved in continuing the medication beyond
one day though all knew that a single “acci-

dental” ingestion of a large number of tab-

lets could be harmful.

That this disparity is not confined to our

own clinic population is suggested by cor-

respondence with seven community hospitals

located in all quarters of Colorado. In this

seven-year period physicians in these hos-

pitals treated infants three, four, five, six,

seven, 11, and 15 months of age, three listed

as one year old, three others as two years,

and one more who was reported to be three

years old—all these poisoned as the result

of therapy. Of particular concern is the fact

that four of these infants (five months, 11

months, 15 months, and two years) did not

survive. It seems fairly well evident that chil-

dren’s aspirin is not only a hazard for curious

toddlers who can open bottles but that par-

ents can—and on occasion do—translate their

infant’s basically minor illnesses into bio-

chemical disasters.

Four of our 12 cases will be reported

briefly to illustrate certain variables that

may obscure the diagnosis and delay the

proper management of the small infant with

aspirin overdosage. The case numbers refer

to those in Table 1. For details of treatment

the reader is referred to the current liter-

ature.®

TABLE 1

ADMISSION DATA ASPIRIN-TREATED INFANTS
DENVER GENERAL HOSPITAL

1961-1968

Infant Age
Aspirin Therapy
Grains Days

Adm.
Temp C”

Salicylate

Mg/100
ml.

CO
2

mEq/1
Cl

mEq/1
1 3 wks. 5 1 37.0 94 12

2 3 wks. 5 l*/2 39.0 124 8.5 105

3 4 wks. 30 6 38.0 84 12.5 125

4 9 wks 71/2 2 38.7 88 13.0 116

5 4 mos. 6V4 2 39.1 74 11.0 124

6 4 mos. 10 4 36.4 25 13.0 116

7 4 mos. 20 3 37.4 22 7.0 114

8 5 mos. 6V4 */2 40.0 58 10.0

9 6 mos. 15 3 38.0 36 14.1

10 8 mos. 5 2 37.4 66 14.8

11 8 mos. 10 31/2 36.5 32 14.6

12 11 mos. 71/2 2 39.5 47 15.0 113

‘Director of the Pediatric Service and Denver Poison
Control Center, Denver General Hospital, Denver.

for October 1969 57



CASE REPORTS

Case 1. Jimmy, age 21 days, weighing six

pounds, six ounces, was brought to the emer-

gency room by his foster mother who stated he

was irritable, sneezing frequently, coughing, re-

fusing his bottle, and would not go to sleep. He
was afebrile, took formula for the examining

physician, and seemed to have no more than a

mild upper respiratory infection. The physician

did not inquire into medication being given but

reassured the foster mother, suggested a modi-

fied feeding, and sent them home. Eight hours later

they returned. The infant’s respirations were now
50 per minute and deep. He was mildly cyanotic

and there were harsh sounds in the left base

posteriorly. A diagnosis of bronchopneumonia was

made and he was admitted to the ward where

oxygen therapy was started. In reviewing the

history the ward physician learned that the foster

mother had given the baby one children’s aspirin

tablet approximately every four hours during the

preceding day for a total of five grains. The baby’s

fluid intake had fallen off sharply and for 10

hours he has passed no urine. The chest x-ray film

was normal, but the serum salicylate level was

94 mg. per cent and the CO, content 12 mEq/1.

Intravenous fluids re-established urinary output

and brought definite improvement within six

hours. By the following day he was essentially

symptom free and taking his pre-salicylate feed-

ing in normal amount.

Comment: An experienced Welfare Department

foster mother gave children’s aspirin to a three-

week-old baby because “aspirin is about the only

thing that is good for a cold.” In this combination

of salicylate intoxication, respiratory infection,

and decreased fluid intake, the temperature is

frequenty elevated, the total leukocyte count

moderately increased, the breath sounds “wet,”

and the respirations exaggerated; the possibility

of aspirin poisoning may be easily overlooked.

Asking about aspirin usage should be part of the

pediatric history, and when symptoms are com-

patible—even though the history is not confirma-

tive—testing for salicylism is indicated.

Case 2. Jimmy M., age 22 days, weighing six

pounds, one ounce, was brought to the emergency
room because of vomiting, diarrhea, fever, irri-

tability for two days, and refusal of feedings for

approximately 12 hours. His rectal temperature

was 39 °C, he was semicomatose, his respiratory

rate was 66 per minute, and his breathing was
deep and pauseless. Dehydration was estimated at

10 per cent, attributed to the fluid losses of acute,

severe gastroenteritis. The resident, wondering

about the severity of the hyperventilation, learned

from the mother that she had given four 11/4 grain

aspirin tablets spaced through the preceding 24

hours. The serum salicylate level was then de-

termined and found to be 124mg/100ml; the CO,
content was 8.5 mEq/1. Parenteral fluid therapy

brought about slow improvement during the early

hours, but by the 30th hour he was retaining

feedings and recovery thereafter was uneventful.

Comment: The high salicylate level suggests

—though does not prove—that the mother’s mem-
ory may have been faulty or another person may
have participated in the medication plan. Although
the relation of total dosage to time and serum
chemical values does have prognostic value, other

factors (i.e., renal function, state of hydration,

and response to therapy) are more predictive of

severity and outcome in the youngster who is

therapeutically poisoned. That “fever medicine”

does not always bring fever down and keep it

down should be included in parent instructions.

Persisting in family directed treatment under

these circumstances is treacherous.

Case 8. Charlene, five months old, was brought

by her father to the emergency room because of

an upper respiratory infection of a week’s dura-

tion, complicated by two days of increased stool

frequency. No medication had been given but

because of her temperature of 40°, the intern

ordered a five grain aspirin rectal suppository

cut in half and one of the halves inserted. Phy-

sical examination revealed only mild dehydra-

tion and respiratory infection which was thought

to be viral; the father was given several aspirin

suppositories and instructions concerning home
care. Twelve hours later he brought her back,

still with temperature of 40 °C, but now with

rapid and deep breathing. She was admitted to

the ward where the father told the ward intern

he had followed instructions, inserting one rectal

suppository every four hours, and had brought

her back because the treatment was not effective.

X-ray films revealed no signs of pulmonary in-

fection. The serum salicylate level was 58 mg/
100 ml and the CO^ content 10 mEq/1. On par-

enteral fluid therapy she easily excreted the over-

dose and within 12 hours was retaining formula.

Improvement thereafter was rapid.

Comment: Whether aspirin suppositories, even

though halved, are wise treatment for fever in

the early months of life where water deficits are

so easily acquired is open to question. Certainly

instructions should be explicit whenever aspirin

is prescribed, regardless of the route; the vague-

ness of absorption from the rectum is no assur-

ance of safety. That fever may accompany salicy-

late intoxication may seem paradoxical, but it is

an established phenomenon and should not cause

the physician to disregard the history of salicylate

therapy or to misinterpret the compatible physical

signs.

Case 7. Tina, age four months, was brought to

the emergency room because of deep, rapid, grunty

breathing and staring into space. Five days pre-

viously she had begun to have rhinorrhea and

later to cough. Three days prior to admittance
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loose stools developed which her mother treated

with a bland adsorbent proprietary antidiarrhea

mixture. Although fever was not part of the

illness, Tina was also given children’s aspirin

every four hours “because she was fussy.” On the

days of admittance she vomited whenever at-

tempts were made to feed her, respirations became

rapid and deep, and she began to lose awareness.

She was then brought to the hospital where she

was observed in a tonic seizure.

Examination showed a comatose, moderately

dehydrated, afebrile infant in hyperextension, with

eyes rolled up and to the left, pupils widely dilated

and unresponsive to light. Respirations were 70

per minute, maximal in depth, and pauseless. The
tonic seizure was followed by flaccidity, respon-

siveness only to pain, and frequent periods of

gross extremity twitching. Peripheral cyanosis was
moderate. Serum chemistries—including glucose

—were normal except for a salicylate level of 22

mg/100 ml, chloride value of 114 mEq/1. Spinal

fluid was within normal limits.

Intravenous fluid therapy was started, but it

was not until the third day that she began to

respond to handling and to suck on the oro-

pharyngeal aspirating tube. The following day

oral feedings were taken well. Examination in the

post hospital period discloses no evidence of brain

or renal damage.

Comment: The- mother’s use of aspirin to pla-

cate her fussy sick baby is readily understood,

and, indeed, is often given tacit approval by phy-

sicians and their aides. Unfortunately the progres-

sive accumulation of the toxic salicylate radicle

as the child’s body water diminishes is not pointed

out in the package pamphlet nor on the container,

and the point may not be adequately stressed in

the physician’s office. Other factors undoubtedly

enter into aspirin misuse, such as a misconception

of the role it plays in recovery. Coma and con-

vulsions are not frequent in salicylate intoxica-

tion but they do occur in severe cases. When they

are associated with a hard driving respiratory

effort, the triad should always suggest salicylism

as a major complicating problem. The relatively

low serum salicylate value need not detract from

the diagnosis, and, in fact, is not an uncommon
finding in the most severe therapeutically poi-

soned cases.

Discussion

Therapeutic salicylate intoxication is

largely a preventable disorder. It seem equal-

ly true that medical personnel are the ones

who must bring it to an end. Although gen-

eral practitioners, pediatricians, public
health officers, nurses, and others concerned

with child health and safety have been ad-

vising parents for many years on the pre-

vention of accidental poisoning, the dangers

of aspirin accumulation resulting from a home
remedy program could stand re-emphasis.

To rest the blame on merchants, pharmacists,

and supermarket checkers, or to dismiss each

poisoning as an unfortunate error on the

part of inadequate parents offers little hope

of solving the problem.

Several courses are open to us as phy-

sicians but at Denver General Hospital we
have chosen to concentrate our educational

efforts—though not limit them—to the post-

partum period. The program requires a min-

imum of time and energy and is adaptable

to virtually all lying-in situations. Since its

inception in late 1967, we have not had an-

other case in the first year of life.

In all but the most disadvantaged areas

of our nation, babies are attended at birth

or soon thereafter by a physician or an allied

trained person. Instructions are given on in-

fant feeding, skin care, protection against

infectious disease, and a host of newborn and

maternal problems. This is the ideal time to

make preliminary remarks about how and

when—if at all—children’s aspirin is to be

used during the early weeks and months. An
anxious young mother, troubled by the rest-

lessness and crying of her baby during a

common illness, may otherwise resort in-

correctly to the aspirin bottle unless told a

more proper action to take. This instruction,

therefore, constitutes the first step and the

others follow in logical order:

1. Instruct parents early. The hazards of

aspirin administration and the need for com-

prehensive continuing medical advice and

care are pertinent admonitions at any time

and particularly suited to the postpartum

period.

2. Reinforce oral with printed advice. A
guide sheet can be kept with the baby’s

health record or taped to the cupboard wall

where the medications are kept. Composed

in basic language, these guidelines can center

on what to do when the baby becomes ill

and can point out that aspirin is not to be

given without exact instructions from the

physician. (Our instructions are available on

request and can be modified to suit the needs

of other practices).
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3. Orient the office staff. Even nurses

are often unfamiliar with the rapidity of

onset and the severity that mark infant sali-

cylism. It might also be appropriate to in-

clude the physician’s philosophy along with

his methods for symptomatic treatment of

minor illnesses, pointing out if need be that

bringing the fever down with aspirin or a

substitute is not comparable to bringing it

down with antibiotic therapy. With the an-

ticipation that physicians will be relying

more and more on nurse “practitioners” or

nurse “assistants” to advise mothers in the

office and over the telephone, a clear under-

standing of the use of symptomatic medica-

tion becomes of increasing importance.

4. Refer to the 1V4: grain tablet as Chil-

dren’s Aspirin. No company known to us mar-

kets a NA grain tablet as “baby aspirin” al-

though one, “a Baby Love Product,” is now
on the market. If initially there was justifica-

tion for “baby” talk, it no longer exists in our

opinion. To perpetuate it can, by erroneous

implication, be decidedly dangerous.

5. Use an aspirin substitute in the first

year of life. Although more expensive, these

are virtually free from the cumulative toxic

effects of aspirin. The acetomenophin solu-

tions dispensed with a graduated dropper and
to a lesser degree the salicylamide prepara-

tions are far less hazardous when used with

or without physician guidance. Furthermore,

the reduced risk accompanying massive sin-

gle ingestion should not be overlooked, a

significant accident prevention factor when
an alert, exploring toddler patrols the house.

These five fundamentals form the pha-

langes of the hand of caution which physi-

cians can properly hold up to the parents of

every child under their care. We believe their

implementation would have a salutary effect

upon the entire problem of childhood salicy-

late intoxication, not just that caused by
therapeutic accumulation. Safety containers

with clever closures, advertising leaflets with

double messages, strip packaged and foil

wrapped tablets that defy toddlers opening-
even acts of Congress limiting the number of

children’s aspirin tablets per merchandising
unit—cannot prevent well meaning parents

from overdosing their small children.

Who can?

the family’s physician and his staff.

Then let him act before other children

die of the “delicious” tablet that comes in

“the exact dosage prescribed by doctors.”

Summary and Conclusion

Experiences at Denver General Hospital

and at selected hospitals throughout Colo-

rado confirm the reports of others that thera-

peutic aspirin poisoning of infants continues

to occur. Nine of our 12 cases were in infants

six months of age or younger, that period in

life when the new mother may be experienc-

ing many anxieties about her baby’s periodic

fretfulness and minor illnesses. It is natural

that she should employ children’s aspirin to

comfort her baby just as she uses adult-sized

tablets for her own remediable discomforts.

Small infants whose water balance is

easily compromised by vomiting, diarrhea,

sweating, hyperventilating and refusal to take

feedings can develop surprising serum levels

and stores of salicylate. When this occurs in

the presence of a common childhood illness,

the toxic signs of salicylism may be mistaken

Taste!
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for those of the antecedent or coexisting dis-

ease, and proper diagnosis and treatment be

delayed. As a matter of speculation, death

may occur far more frequently from this

cause than death certificates record. Such an

error might easily be made when the aspirin

has been given for several days, perhaps even

by several people, and much of it has diffused

into the tissues, resulting in a disarmingly

low serum salicylate level (i.e., less than 25

mg/100 ml) as in Case 7.

Although recovery with proper therapy is

to be expected, it is far better to prevent than

to endure these life-threatening experiences

and the occasional death. Public education ef-

forts until now have been only partially suc-

cessful. The final phase falls to the physi-

cian, and it is he who should accept full re-

sponsibility for its accomplishment. A five-

point program is proposed, beginning with

instruction of the mother during her post-

partum stay in the hospital. It seems success-

ful in our experience.

We urge physicians who treat children to

adopt this or a similar program as part of

their overall effort at preventing poisoning

of all types. The label on the safety-capped

bottle or strip pack is not enough.
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International College of Surgeons

MANUSCRIPT AWARD FOR 1970

The Obstetrics and Gynecology Specialty Group

of the International College of Surgeons is pleased

to announce a competition for an award to be

given the author of a manuscript selected by the

Prize Committee of the Group. This award will

consist of an invitation to present the winning

paper at our meeting Paris, France, including a

round-trip ticket, hotel expenses and $10.00 per

diem.

The rules of the competition appeared in the

August issue of this Journal.

Fellows of the International College of Sur-

geons are not eligible. Contestants must be in-

terns, residents or graduate students in the field

of obstetrics and/or gynecology. Contestants must

hold the degree of Doctor of Medicine from an ac-

credited college of medicine.

To conceal the identity of the author, manu-
scripts must be submitted under an assumed

name. The manuscript must be accompanied by

a sealed envelope, containing a card bearing the

assumed name of the author, the title of the

manuscript and the true name of the author, his

degrees, titles and address. An original and

three copies of each manuscript (carbon photo-

static, mimeographic or other) and illustrations

must be submitted on or before January 15, 1970

to Doctor Eduard Eichner, Chairman of the Prize

Committee, 10605 Chester Avenue, Cleveland, Ohio

44106.

The Committee on Prizes, under its rules and

regulations, shall judge the merits of each manu-

script, select the winner of the award and submit

the name and address of the author to the Chair-

man of the Obstetrics and Gynecology Specialty

Group before February 7, 1970.

The Chairman of the Group shall notify the

winning author by February 15, 1970. If no sub-

mitted manuscript is deemed acceptable by the

Committee on Prizes, no award shall be made.

The successful contestant will be asked to ap-

pear in person to participate in the regular scien-

tific program of the Group on Obstetrics and

Gynecology at the Biennial Meetings of the Inter-

national College of Surgeons in Paris, France,

April 20-24, 1970.
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emd in poiAonin^

Vegetable oil aerosol spray intoxication'

Daniel T. Teitelbaum, MD, Denver

For the past two years, poison control

centers in the United States have been aware

of the misuse of aerosol spray products by

teenagers. A number of deaths have been

noted throughout the United States. Recently

two deaths have occurred in Colorado which

were directly due to inlialation of a vegetable

oil containing aerosol spray. Both of these

deaths occurred in younger teenagers who
might be classified as “teeny-boppers.” These

younger teenagers are particularly prone to

fad-type intoxications and ingestions. The
ready availability of the products “teeny-

boppers” choose to ingest or inhale makes it

extremely difficult to exercise realistic con-

trol over the offending agents. It is essential

that physicians recognize the syndrome of

intoxication caused by these products, and

be prepared to admiinister appropriate treat-

ment at once in order to prevent serious

complications or death.

Aerosol sprays are generally dispensed in

cans containing an active ingredient—in this

case, vegetable oil—and an inert propellant,

which constitutes approximately 25 per cent

of the contents. The propellants are generally

Freons.® The toxic effect of aerosol sprays

may be divided into two categories: (1) that

caused by the propellant, and (2) that caused

by the active ingredients.

Death from inhalation of aerosolized prod-

ucts may occur acutely because of freezing

of the upper airways and obstruction to the

From the Physician’s Poison Consultation Service, Uni-
versity of Colorado Medical Center, 4200 East Ninth Avenue,
Denver, Colorado 80220.

flow of air through the larynx. This is a

direct effect of the refrigerant action of

Freon,® one of a family of fluorocarbon com-

pounds widely used in the refrigeration in-

dustry. Freons® are generally considered to

be virtually inert biologically; however, they

may produce mild intoxication when inhaled

in a concentration above 5 per cent for a pro-

longed period, or in much higher concentra-

tions over a short period. In addition to cold

injury and mild intoxication, they cause irri-

tation of the upper respiratory passages,

cramps, and paralysis. Since teenage misuse

of aerosolized products involves spraying the

product into a closed paper or plastic bag

and then inhaling the fumes, toxic concen-

trations of the Freon® gases may be reached.

At high temperatures, Freons® may break

down to irritant gases such as hydrogen

fluoride, hydrogen chloride, and phosgene.

However, these decomposition products are

not involved in teenage abuse.

Severe illness due to lipid pneumonia

caused by the very fine particles of vegetable

oil which are inhaled by the patient may fol-

low misuse of this spray. If substantial evi-

dence that a youngster has been inhaling such

a product is obtained, early, vigorous therapy

appropriate for lipid pneumonia is indicated.

Therapy includes the use of high doses of

steroids, antibiotics, and meticulous bronchial

toilet. Even with such therapy, the morbidity

may be expected to be high, and the mor-

tality substantial. Patients with serious lipid

pneumonia and significant diffusion block
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may require the use of sophisticated respira-

tory assist equipment which is not generally

available to the physician. It would be wise

if a physician treating such a patient were to

contact the Physician’s Poison Consultation

Service at the University of Colorado Medical

Center for assistance and possible referral

of the patient to a Center which has equip-

ment to maintain the respiratory exchange of

these patients, early in the course of therapy.

The frontiers that today excite men’s

minds are in the fields of science and tech-

nology. Imaginations are captured by organ

transplantation and flights to the moon. It

seems no problem will long escape being

reduced to laws of physics and chemistry.

Unfortunately, many crises in human be-

havior loudly refute this assumption. In-

terest in the humanities must not interfere

with technological advances or deny the im-

portance of scientific method. But our need
is still for leaders in both areas. One must
not succumb to the other.

Nowhere is this more true than in the

field of medicine. Many feel that medical

schools must train physicians who are con-

cerned not only that the patient lives, but

how he lives. As Dr. Sam Clark states, “the

physician, whether he likes it or not, under-

takes to deal not only with death and disease,

but with the ‘quality of life’.”^ Dr. Kerr White
suggests thinking about medical care not in

terms of a disease, nor in terms of “profes-

*Practicing pediatrician, diplomate of the American Board
of Pediatrics, Fellow of the American Academy of Pedi-
atrics, and chairman of the Youth Committee of the
Colorado chapter of the American Academy of Pediatrics).

The Physician’s Poison Consultation Serv-

ice of the University of Colorado Medical Cen-

ter will be pleased to assist in the manage-
ment of any patient at any time. The Poison

Consultation Service may be reached by call-

ing 399-1211 at any time of day or night, and
asking for the doctor on poison call. We are

anticipating the publication of comparable

studies three or four times a year in the

Rocky Mountain Medical Journal. •

and heat

Richard E. Thompson, MD,* Westminster, Colo.

sional independence,” but in terms of the

patient.^ He suggests the divisions of primary,

secondary, and tertiary care. Primary medical

care is analagous to general outpatient medi-

cine. The physician functioning at this level,

with ancillary help, would have responsibil-

ity for health counseling and be the first phy-

sician consulted for any illness. Secondary

care implies consultative functions and hos-

pital inpatient care. Tertiary medical care im-

plies sub-specialty knowledge and technics

such as are available at a University Center.

Many agree the present system of medical

education is mainly geared to produce “ter-

tiary care” physicians. Whether this is de-

sirable or not is a subject capable of pro-

ducing not only disagreement, but emotional

outbursts. Dr. White feels “the field of pri-

mary medical care can and should prove re-

warding to a proportion of medical gradu-

ates.” He favors “strengthening internal medi-

cine and pediatrics in their concern for pro-

vision of family-centered primary care.”^

Others would also cite the rejuvenated field

of general practice as rewarding and impor-

tant.

The race of dust
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What makes primary and secondary medi-

cal care “intellectually stimulating and pro-

fessionally rewarding?” Two major consid-

erations seem worth mentioning. The first

is that the practitioner can know the satis-

faction of the educator. His students are pa-

tients and parents who must be brought to a

better understanding of themselves and their

children in health and disease. The second

should not be lost sight of. It is that many
problems of medical care at the primary level

await definition and resolution. As Dr. Mul-

lins has stated, “many basic investigators

readily admit they are working out the fun-

damental mechanisms previously observed

and categorized by astute clinicians.”®

There are three kinds of doctors. One
works at applying present knowledge mean-

ingfully to patient care. One assimilates pres-

ent medical knowledge and has the ability

to pass it on to students in a lucid and often

inspiring way. One uses present knowledge

as a springboard to finding further answers,

and asking the next set of important ques-

tions. All three types are needed at all levels

of medical care. The academic physician must

possess some of the motivation of the clini-

cian to be effective. The practicing clinician

must be well-grounded in scientific method

as his approach to any problem. Again, neither

viewpoint must succumb completely to the

other.

There is one additional point to be made
from the standpoint of the patient. All levels

of medical care are equally important to

him even if his degree of misfortune happens

to be slight in our eyes. A child of your own
with acute croup, meatal stenosis, or an in-

guinal hernia immediately proves the im-

portance of relatively minor problems to the

total well-being of a child and his total family

structure. If a hemorrhoidectomy seems an

insignificant procedure to you as a physician,

it might be good for you to trade places with

the patient at least once.

The embryo physician must be allowed

to appreciate the dignity of the practitioner

as educator, clinical investigator, and im-
portant to people in handling many physical

problems well. Only then will he possess a

total overview of the field of medicine, and
be able to choose the place within it which

best suits his personality and aptitudes. In

classifying medical students according to per-

sonality and aptitude. Dr. Daniel Funkenstein

speaks of “student-clinicians.” These students

are “primarily interested in being of service

to people working with them and helping

them directly,” with interest in sciende being

that of a means to an end.^ What is their ex-

perience in medical school today? What is

their opportunity to retain their basic goal,

and to achieve a balanced viewpoint of medi-

cine described as desirable?

The student’s idea of medicine and his

place in it will change and develop according

to the inspiration and example of his mentors.

He discovers they are primarily basic scien-

tists. In time, he enters internship and resi-

dency training, which are hospital-centered.

His contact with practicing clinicians is in-

formal and considered of secondary impor-

tance. When he expresses his interest in

clinical questions, he is told he will pick up
the subtleties of general medicine “later.” So

he concentrates on understanding immuno-
globulins and learning to distinguish one

chromosomal abnormality from another. He
becomes further laboratory and literature

oriented and less patient oriented. Through-

out his training, he is impressed that spe-

cialization is not enough in this day and age;

he must now sub-specialize. So he may stay

on for a year or two of endocrinology or

cardiology. This training has been excellent,

and admirably suits his friends who desire

an academic career. But our protagonist still

chooses to “be of service to people by working

with them directly.”

In “practice,” he first discovers that Amer-

ican mothers and fathers are uncomfortable

discussing their children’s weight in grams,

then encounters in rapid succession:

“My baby spits up every time he eats.”

“My boy is not achieving in school.”

“I told your nurse he has a cold, but I

really want to talk to you about his bed-

wetting.”

“My girl has coughed for two weeks and

the other doctor said it was allergy just

because I have asthma and she’s worse

around the cat, so I came to you for a shot

of penicillin.”

64 Rocky Mountain Medical Journal



Little wonder that dislike for clinical med-

icine develops in advance of ability to ap-

preciate its nuances. Our hero may end up

in a radiology residency, or return to the

cloister of a University department, frus-

trated and unhappy, warning students and

housestaff against clinical pursuits and en-

couraging them to sub-specialize. Those who
do learn the satisfactions of primary care do

so in spite of their early training, and not

because of it. And their mentors speak of a

crisis in delivering medical care, and wonder

why the problems of practice are not con-

sidered challenging by young physicians.

While the area of ancillary help for the

physician is being explored, it seems equally

important to many people to broaden the

student’s, intern’s, and resident’s apprecia-

tion of “fascinating” and “interesting” prob-

lems. The Council on Medical Education of

the AMA found it important in February,

1969, to discuss “The Medical Curriculum and

Human Values.” A recent issue of the Journal

of Medical Education includes the statement

that “medical education continues to post-

pone rather than prepare a doctor for the

practice of medicine in the community.”® Dr.

Robert Glaser speaks of alterations in the

curriculum necessary to prepare the physi-

cian of the near future as “the center of the

health team,” positively concerned with

“many things germane to health, such as prob-

lems of housing and nutrition.”® Dr. Mullins

says, “I would like to be classified as an ar-

dent enthusiast rather than a zealot, but

excellence in clinical teaching must be

brought back to our medical schools.”®

Some concessions to the viewpoint I’m ex-

pressing, and that others have expressed be-

fore me, have already been made. So far they

are not enough. The resident in pediatrics

still reports jovially, “Well, I’ve given up

medicine for this month. I’m in the outpatient

clinic.” Unfortunately a student elective

spending a week at the heels of a harrassed

practicing physician lacks many of the cri-

teria of “excellence in clinical teaching.” The
important thing is not to learn a system of

delivering primary care, but the principles

of primary care.

A general medical clinic designed to teach

comprehensive medical care is another ef-

fort in the right direction. But Duncan and

Kempe report that “only 25 per cent of the

students” exposed to this experience “had

done any reading which was pertinent to the

social phenomena related to medicine.”^ The
patient of the future will be better served

if the student-clinician’s interest in and apti-

tude for comprehensive care are encouraged

early enough, forcefully enough, and by

clinician-teachers who are enthusiastic about

their importance. Dr. Robert L. Brent “sup-

ports the concept that good general pediatrics

is a legitimate academic goal and, in fact,

should be considered at the level of a sub-

specialty.” He states that “possibly one-third

of the full-time members of a department of

pediatrics should be generalists.”®

Several members of the practicing com-

munity are now making significant contri-

butions to student and housestaff activities.

But they are called on to function as edu-

cators primarily within the framework of

the hospital-oriented, disease-oriented educa-

tional system. These thoughts lead to a pro-

posal. Can we, at the student level, invite

practitioners who are respected by the aca-

demic community into the lecture room

earlier and more frequently? At Colorado

University Medical School, practitioners

might contribute practical viewpoints to

freshman lectures on growth and develop-

ment and sophomore lectures on “problems

encountered in pediatrics.”® Perhaps the in-

tern-resident level of training is even more

important to consider. Can we re-insert topics

in general medicine in formalized housestaff

conferences, with respected practicing clin-

icians as discussants? Obviously these ses-

sions would be valuable only if well-prepared,

and could not be allowed to deteriorate into

“how I run my office,” or a course in the

economics of “private practice,” or “that re-

minds me of a case I saw in 1958—or was

it 1959?”.

To illustrate the point, here are examples

from a list of 13 possible topics for pediatric

housestaff:

The child’s world: School. (School phobias,

under-achievement, dyslexia, special education
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programs, benavior problems, the pediatrician in

response to concerns of teachers or school health

personnel).

A clinical concept of allergy, including the

dangers of over-emphasis on allergies.

Relationship to the Ob-Gyn man, and some

problems of common concern.

Interesting cases not requiring hospital care.

(Emphasizing physical conditions exemplifying

use of clinical observation and judgment).

If such an opportunity were established

I think there would be no problem in se-

curing interested members of the practicing

community to participate. It is to be re-em-

phasized that the issue is not that such topics

are completely excluded from the medical

school curriculum. The issues are;

1. That these topics should be taught at least

in part by those who feel strongly they are im-

portant concerns for future physicians, and who
deal with these problems first-hand.

2. That problems of general medicine should be

an important part of housestaff training, including

12 to 16 formal conferences a year as well as

practical experience in the clinics and E. R.

3. That student and housestaff contact with

practicing clinicians be broadened to include prac-

titioner discussants in the above conferences and
an occasional appearance in the undergraduate

curriculum.

4. That basic science mentors accept the pres-

ence of the “student-clinician” as desirable, and
accept the practitioner as a fellow-educator to best

utilize the interests and aptitudes of this student,

intern, or resident.

A comment by Sir William Osier closes

this discussion: “Cabined, cribbed, confined

within the four walls of a hospital, practicing

the fugitive and cloistered virtues of a clinical

monk, how can he forsooth train men for a

race of dust and heat of which he knows

nothing and—^this is a possibility—cares less?”

How indeed? Without continued and,

hopefully, expanded help from those practi-

tioners who are concerned with clinical teach-

ing in medical education. •
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Colorado Delegate’s Report of the 118th

Annual Session of The American Medical

Association, held in New York, N. Y.

July 13-17, 1969

Delegates to an AMA convention have never

been busier than they were at the 118th Annual

Convention in New York July 13 through 17.

During 15 hours and 40 minutes the House was
in session, not including the inaugural ceremony,

delegates heard a 20-minute speech by the Vice

President of the United States; heard a 25-minute

informal address by the newly appointed Secre-

tary of HEW for Health and Scientific Affairs;

heard the final report of President Dwight L.

Wilbur; presented a special award to the medical

staff of NASA’s Manned Spacecraft Center in

Houston; listened to reports from AMPAC, AMA-
ERF and SAMA; and still found time to act on an

all-time record of 196 items of business an

average, even with everything else going on, of

one vote every four minutes and 47 seconds.

Business presented to the House included 59

reports from the Board of Trustees; the Executive

Vice President; and standing and special commit-
tees; and 137 resolutions.

Elections
Walter C. Bomemeier, 111., was elected Presi-

dent-elect by acclamation. He will become the

AMA’s 125th President at the Annual Convention

of 1970 in Chicago.

The House unanimously elected M. Louise

Gloeckner, Pa., as Vice President; and Russell B.

Roth, Pa., as Speaker of the House. J. Frank
Walker, Ga., was elected Vice Speaker of the

House.

In the election of Trustees, Burt L. Davis, Calif.;

Burtis E. Montgomery, 111.; and Max H. Parrott,

Ore., were unanimously re-elected. Charles A.

Hoffman, W. Va., was elected to the Trustee posi-

tion vacated by Edward R. Annis, Fla.

Election to councils was as follows:

Constitution and By-laws: Robert M. Tenery,

Texas; Medical Education: Joseph M. White, Tex.,

and William A. Sodeman, Pa.; Medical Service:

John M. Rumsey, Calif.; Richard E. Palmer, Va.,

and Donald R. Hayes, Mass.; Judicial Council:

Charles C. Smeltzer, Tenn.

Vice President’s Address
Vice President Spiro T. Agnew began his re-

marks with some very nice words about the

medical profession.

“I can sympathize with those of you who, after

struggling for years to improve the health of this

nation, now find few kind words written and few
voices raised in your defense.

“I believe that your record speaks for itself.

I think that millions of Americans who appreciate

their family doctors and value the doctor-patient

relationship know your work.

“So many opinion leaders nit-pick against the

profession which, in this century, added more than

20 years to life expectancy; a profession which
has virtually eliminated so many fatal, crippling

and debilitating diseases in this country and
around the world.

“Our medical profession has achieved this,” he
said; “not our politicians and not our press. And
we betray every doctor, in and out of the AMA,
when we deprecate your dedication.”

The theme of Mr. Agnew’s speech was pollu-

tion. “While enlightened man refuses to accept

disease, he tolerates the erosion of his environ-

ment. Intelligent Americans who will not live in

unpleasant surroundings among hostile people,

endure with bland indifference mildly poisoned

air, polluted waters and noise just below the pitch

of madness. A nation capable of catapulting men
to the moon is in mortal danger of devouring its

irreplaceable, life-sustaining elements.”

He described a number of anti-pollution pro-

grams being undertaken or planned by the federal

government, in cooperation with the states and
the private sector, and emphasized that “Private

professional organizations like the AMA will have
a role to play in encouraging environmental im-
provement. Your increasing voluntary participa-

tion at the state and local level can result in

greater public support to enlarged programs.”

He ended by saying, “We feel we act upon a

mandate as fundamental as the problem itself.

It’s the first mandate of humanity: the right to

survive.”

Dr. Egeberg’s Remarks
Dr. Roger O. Egeberg, Assistant Secretary of

HEW for Health and Scientific Affairs, talked

about the rising cost of health care, advances in

medical science and the fact that physicians are

working long, hard _ hours. “However,” he said,

“I don’t want to sound soft on doctors. I don’t

want to sound soft on organized medicine. I do

feel that there has been a principle that has been

ignored perhaps more by organized medicine than

it should be. And it comes, I think, from the ethics

of Hippocrates, who preached that you should

take care of those who came to you; those within

your purview.

“I would think that is probably a very good

ethic to follow. But we have to add something to

it. And that is the ethic that as a group we must
look around. We must see that there are people

not in front of us who need help.

“The poor live utterly differently from us. But
we have created a distribution of medical care in

a way that suits us and suits the middle class.

“Now, in order to reach (the poor), we’ve got

to find new ways of distributing medical care.”
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After some elaboration on those points, he

closed by saying, “I would hope that the govern-

ment will be able to cooperate with the people who
are delivering the medical care; will take them
into confidence; will discuss the solution of the

problems. Because we have come to a crisis. We
have to solve it. The more heads we can get at it,

the more feeling of ‘this is our problem’ will exist.

And if we can feel that it is our problem, rather

than ‘theirs,’ I think we can solve it.”

President’s Final Report

In his report to the opening session of the

House, President Wilbur said that physicians must
have clinical sense, social sense and common
sense.

Under clinical sense, he predicted that the

greatest scientific advances will be in three areas:

‘‘Understanding and perhaps partial control of

degenerative diseases; a substantial gain in knowl-

edge and control of psychiatric disorders; and the

control of reproduction, with better human and

medical understanding of contraception, abortion,

population control and control of those genetic

characteristics to be most valued by humanity.”

Under social sense, he asked, “Will we ever see

a lessening of public interest in medicine and
health? Will voluntary health agencies, social and
welfare groups, planning bodies in the health field

and public health groups lessen their great and
growing interest in the development and applica-

tion of knowledge in health or in medicine? Today,

and even more in the future, health and medicine
are not matters just for physicians and patients.

They are matters of total public concern.”

In this part of his talk, he discussed the removal
of barriers to medical care and the need for more
ambulatory care of patients, emphasizing the po-
tential value of community health centers.

In the final section, he pointed out that “Tem-
pering our clinical sense with a social sense is good
common sense. It will be so recognized by the pub-
lic.

“Changes in medicine and medical care,” he
said, “will best be made by evolutionary rather

than revolutionary and disruptive change, aside

from the rare, great discovery or invention in

medical science.”

He concluded with these words: “We can meet
the health needs of the American people but we
cannot meet them alone. While our knowledge of

health may be unique and indispensable, our de-
sire to serve all of society is matched by many of

its other elements. We must lead, but our leader-
ship must continually be earned. It cannot be
assumed.

“As we look to the future, we must constantly
ask ourselves the right questions and try to find
the right answers—answers based, as often as pos-
sible, on fact and experience and tempered to the
needs of people in a rapidly changing society.”

Inaugural Address
After taking the oath of office as the 124th

President of the AMA, Gerald D. Dorman listed

three goals “which our House of Delegates has

accepted on the road to our main objective, the

best possible health care to all our patients who
need it.

“One, a constantly advancing health care sys-

tem in America. Two, a widespread respect for the

leadership, and a widespread recognition of the

contributions of the medical profession. And three,

enhanced functioning of the medical profession.

“The first goal,” he said, “must be based on
incentives and freedom of opportunity. Incentives

are needed for people to stay healthy, for phy-
sicians, hospitals and allied professionals to in-

crease care and hold down costs.

“As to the second,” he said, “We know that it

is in the best interests of the nation’s people that

physicians maintain and strengthen their leader-

ship in all matters pertaining to health care . To do

so, however, we must perform at a height beyond
any level achieved before.

“We must, besides earning the position of lead-

ership, be worthy of the respect that goes with it.

The profession must be above all suspicion. This

means that we must maintain a visible sincerity

and dedication in our profession.

“About the third, I would mention enhancement
of the functioning of the medical profession by
more effective communication within the pro-

fession, with the allied health professions, with

influential groups of our citizenry, educators,

clergy, business men, labor, lawyers, civic leaders

and leaders of government on all levels.”

He concluded by stating, “The problems that

exist in medical and health care for the people of

our nation will not be solved overnight. Nor will

they be solved in a month or a year. But solu-

tions—at least proposals and experiments to find

solutions—will be forthcoming.”

First Report to the House
Because of the volume of business and the

shortage of time on the final day of the conven-

tion, President Dorman announced to the House
that he would not deliver his first report. Instead,

copies were made available to the delegates to

read at their leisure.

In the report. Dr. Dorman pointed out that the

physician has distinct advantages in the satisfaction

he gets from his profession, and the honor in

which he is held by other people. He also pointed

out that as a penalty of professionalism, “we must
willingly accept not only the respect it brings us,

but also the obligation to be deeply and actively

concerned with every facet of health and health

care. There is no aspect of health, direct or re-

mote, that is not our responsibility, in whole or

in part.”

He then listed problems and showed what the

AMA is doing about them now and suggested other
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things that might be done- Included were quality

of medical care; physicians who cheat on govern-

ment financing programs; providing care for the

poor; sex education; maternal and child care; and

methods of delivering medical and health care.

All of those problems, “as health matters, re-

quire action. All of them, as health problems, de-

mand solutions. I am confident the solutions will

come—and they will come principally through the

deliberations and the programs of the American
Medical Association and all of the medical profes-

sion and its allies. We cannot delay. We must meet
the demanding obligations which are the penalty

of our leadership in medical and health care.”

Actions of the House of Delegates

AMA Membership for Osteopaths

In response to a House directive at the i Clinical

Convention, 1968, that qualified osteopaths be admitted
to full active membership in the AMA, the House amended
the first paragraph of Chapter I, Section 1 of the By-Laws
as follows:

(A) Regular Members—Regular membership shall be
limited to those members of a state medical associa-
tion who hold the degree of Doctor of Medicine or
Bachelor of Medicine, or who hold an unrestricted
license to practice medicine and surgery, and are en-
titled to exercise the rights of membership in their

state medical associations, including the right to vote
and hold office, as determined by their state medical
associations.

Scientific Sections

The Ad Hoc Committee to Study the Modus Operandi
of the Scientific Sections reported its belief (which the
House adopted) that the AMA can achieve greater unity
within the medical profession and further strengthen its

scientfic program by inviting the national medical spe-
cialty societies to play a more active and responsible role

and giving those societies a privilege of participating in

the selection of section delegates in the AMA house and
other section officers.

The scientific assembly will be divided into these
specialty sections: Allergy, Anesthesiology, Clinical Phar-
macology and Therapeutics (formerly Experimental Medi-
cine and Therapeutics), Colon and Rectal Surgery, Derma-
tology, Diseases of the Chest, Family and General Practice
(formerly General Practice), Gastroenterology, General
Surgery, Internal Medicine, Military Medicine, Obstetrics
and Gynecology, Ophthalmology, Orthopedic Surgery,
Otorhinolaryngology, Pathology (formerly Pathology and
Physiology), Pediatrics, Physical Medicine and Rehabili-
tation (formerly Physical Medicine), Preventive Medicine,
Psychiatry and Neurology (formerly Nervous and Mental
Diseases), Radiology, Special Topics, Urology.

AMA By-Laws, Chapter VII, Sections 3-9, are to be
rewritten to effect these changes, among others:

Each section will establish a section council. After the
1970 Clinical Convention, medical specialty societies will
be invited to help form section councils.

Membership of the section councils "shall be selected
by the national sgftcialty societies listed in the American
Medical Directory apportioned on the basis of the num-
ber of AMA members belonging to each specialty society
and one member to be elected by the scientific section
from the section membership.”

At the 1971 Annual Convention, establishment of AMA
section councils will be reported to each specialty section.
The councils become effective January 1, 1972.

All section councils will be under the direction of the
Board of Trustees and will be governed by rules estab-
lished by the Board and approved by the House.

Cost of Care
The House stated that “The physician’s influence on

the costs of health care will be in proportion to his con-
scious efforts to adhere to practices which conserve the
resources of his patient. As the provider of medical serv-
ice, the doctor has a significant and responsible role in
any organized effort to control health care expenditures.

In this role, the physician has a challenge to maintain
and improve a system that best serves the public and
is most acceptable to him and to the profession of which
he is a part.”

Medicare and Medicaid
In connection with reducing medicaid costs, the House

adopted a report listing four action programs of the pro-
fession: expanded peer review programs by county medi-
cal societies to reduce hospital and nursing home care and
to expand ambulatory care; eradication by the profes-
sion of isolated abuses by physicians; promotion of in-
novative health service delivery systems for low income
communities, with emphasis on ambulatory care; and
programs by local medical societies to preserve quality of
care in the face of cost containment measures.

With respect to physician payment in teaching situa-
tions, the House resolved that the Board of Trustees "take
action to evaluate and effect improvement of the regu-
lations in keeping with the intent of Medicare and Medi-
caid in relation to teaching situations.”

On the subect of medicare fees and fee schedules, the
House said, “While the AMA has not taken a specific
position on the procedures relating to the development
and application of physicians’ fees profiles and prevailing
charge screens, the past actions which have been taken
by the House would indicate that these concepts as de-
fined through directives of the Social Security Adminis-
tration, are not consistent with policies of the American
Medical Association.”

The House also said that since “Actions taken by
DHEW to set rigid limits on levels of payments to phy-
sicians who provide services under Medicaid appear in
contradiction to Congressional intent that Medicaid pa-
tients receive care on the same basis as private patients,”
it resolved that the AMA “urge a reassessment by Con-
gress of its intent and priorities in relation to Title XIX.”

Regarding the Isolated abuses of government pro-
grams, the House resolved that the Board’s “efforts to
obtain access to information referable to alleged misuse of
any programs of health care be commended” but added
that “In the publicizing of charges without the avail-

ability of reasonable and specific facts concerning indi-
viduals, the result is detrimental to the best interests of
American medicine.”

Voluntary Health Insurance
The House adopted a report urging that state medical

associations, county societies and physicians individually
direct “unstinting effort” to promote the proposed pro-
gram of income tax credits for financing health care and
“publicize the advantages inherent in this approach to
preserve and strengthen the voluntary system.”

Delegates also resolved that the AMA “encourages the
development of prepayment medical insurance programs
in which the payment to the physician is based upon the
usual, customary or reasonable fee concept” and that “any
reference to ‘paid-in-full’ coverage clearly identify those
services which are indeed covered on a ‘paid-in-full’ basis
and also identify the circumstances under which those
services must be rendered.”

Billing Procedures
“To ensure the continuance of the one-to-one physician-

patient relationship,” the House stated, “the profession
considers direct billing preferable—identifying Medicare
primarily as a financial aid to the patient. As long as
Medicare holds to a realistic assessment of ‘reasonable
charges,’ there will be comparatively few instances when
direct billing entails greater out-of-pocket payment by
the patient than does assignment.”

Peer Review
This statement was adopted by the House: “The Council

on Medical Service knows of no greater challenge facing

the profession today than to secure universal acceptance
and application of the (peer) review concept as the most
meaningful method for creating a public awareness of

medicine’s efforts to assure high quality of health services

at a reasonable cost.”

Comprehensive Health Planning
The House said, about comprehensive health planning,

that “Certainly physicians and their professional organiza-

tions must accept the responsibility of working in the
planning group throughout all stages of planning in order
to provide guidance in choosing goals and programs that

will realistically meet the community’s needs;” and fur-

ther resolved that “financial reimbursement for health
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care be based on the adequacy, competency and efficiency

of patient care and not on the basis of approval by any
regional planning agency.”

Medical Care as a Rig^ht

To make its position clear in the long-standing discus-

sions of medical care as a right, the House resolved that

it ‘ reaffirm its position (1) that it is a basic right of every

citizen to have available to him adequate health care; (2)

that it is a basic right of every citizen to have a free

choice of physician and institution in the obtaining of

medical care; and (3) that the medical profession, using

all means at its disposal, should endeavor to make good
medical care available to each person.”

Government Reports
The House resolved that “the American Medical Asso-

ciation make every effort to secure appropriate payment
to physicians for complex and detailed reports prepared
for use by governmental agencies.” This resolution does

not affect the 1965 Judicial opinion that simplified insur-

ance forms be completed without charge.

Extended Care
Because of the higher cost of hospitalization, the House

resolved that the AMA “be urged to seek changes in the
medicare law to allow direct admission to extended care
facilities when eligible patients’ conditions require less than
acute hospital care.”

Reducing Paper Work
Recognizing the avalanche of paper work that threatens

to inundate physicians, the House resolved that the AMA
and state medical associations “undertake new discussions
with governmental agencies, insurance companies and
hospitals with the objective of achieving substantial re-

ductions in the amount of paper work—hopefully amount-
ing to at least a one-half decrease—and thus reducing the
cost of health care and enabling physicians to devote the
maximum time and effort possible to the care of patients.”

Private Practice
A resolution that the AMA “establish a Council on

Private Practice, with the primary objective being to

espouse the aspirations and goals of private practice” was
adopted by the House and referred to an ad hoc com-
mittee to be appointed by the Speaker of the House.

Federal Support of Medical Schools
In a change of House policy regarding federal loans

to medical students, a joint report of the Board of Trustees
and the Council on Medical Education was approved which
calls for an increase in financial support of medical schools
by the federal government to permit a major increase in

the enrollment of medical students and the production of
physicians. The change was considered justified because
of current fiscal conditions which make it increasingly
difficult for students to obtain loans from the private
sector as a result of high interest rates and a restricted
supply of money for personal loans.

Relicensure
The House approved a report recommending that “the

physician’s continued competency to provide quality
health services be maintained by every practical means
available; that a relicensure program not be considered
at this time; that peer group evaluation be continually
utilized and improved; that methods of improving the
availability and the content of continuing education pro-
grams be continually investigated and refined; that addi-
tional incentives be positive in nature and come from
within the profession.”

Educational “Essentials”
The House approved essentials of an accredited edu-

cational program in nuclear medical technology; revision
of essentials of approved residencies in thoracic surgery,
neurology, anesthesiology and general requirements; re-
vision of essentials of approved internship to provide for
participation of osteopaths; revision of essentials of ap-
proved residencies pertaining to osteopaths; and essentials
of an accredited educational program for medical assistants.

Health Care of the Poor
The House adopted the report of the Board of Trustees’

Committee on Health Care of the Poor, which reiterated
”our strong commitment toward expanding nationwide
programs to improve the health of the poor” and stated
that “the same quality of medical care should be acces-
sible to all people,”

The committee listed “certain concepts that we believe
must be included in the Association’s program:” 1. Pro-
viding comprehensive health care to the poor is a desirable
goal. 2. It must be a continuing program, identifying both
short-range and long-range activities. 3. The committee’s
purpose must be to implement the research that has been
done on unmet needs for health services. 4. Program must
provide for participation of the poor in planning projects
for their communities. 5. Physicians should work with
numerous other organizations, both in and out of the
health field, that have expressed concern about improv-
ing health care of the poor.

The committee concluded by stating that it “recog-
nizes that the problems for which it hopes to find solu-
tions are too critical and too complex for superficial,
cursory answers. It believes that dynamic action in this
field must have a top priority in the American Medical
Association’s activities.”

Physicians and Hospitals
Fourteen of the Resolutions submitted were concerned

with physicians, hospitals and the JCAH. The House re-
solved that “the AMA Commissioners to the JCAH urge
the Joint Commission to insure that that body which
carries out the governing function of the medical staff
shall be representative of the medical staff, both hospital-
based and voluntary, and that this body shall advise the
governing board of the hospital on policy regarding medi-
cal judgment and skill and on matters relating to the
by-laws, rules and regulations of the medical staff.”

The House also resolved that the AMA urge the JCAH
“to give approval to effective staff and section meeting
structures which combine two or more hospitals with
overlapping medical staffs within a logical geographical
area.”

Full Disclosure of Laboratory Billing
The House adopted a Judicial Council report, “Review

of Ethical Considerations Relating to Clinical Laboratories,”
which ended with this paragraph: “Where it is necessary
for the attending physician to bill his patient for services
performed by a clinical laboratory, the bill submitted by
the attending physician to his patient should state the
name of the clinical laboratory performing the services
for his patient and state the exact amount of the laboratory
charge paid or to be paid by the physician to the clinical

laboratory.”

Also adopted was the resolution that the “attending
physician is entitled to fair compensation for the profes-
sional services he renders. He is not engaged in a com-
mercial enterprise, however, and any markup, commission
or profit on the services rendered by a laboratory is

exploitation of the patient.”

Blood Donors
The House encouraged “state medical associations to

actively promote state legislation to provide that persons
age 18 or over may donate blood without the necessity of
parental permission or authorization and without restric-

tion to voluntary or non-compensatory blood donation
programs.”

Prescription Labeling
Two resolutions concerning the labeling of prescriptions

were referred to the Board of Trustees and the Council
on Legislative Activities, after being adopted by the
House. One recommends legislation requiring labeling; the
other encourages labeling.

Financial Report
The AMA’s financial statement for the year ending

June 30, 1969, was approved and the House then resolved
that “the Finance Committee of the Board of Trustees
meet in advance of each Annual Convention with the
Reference Committee to which the annual Financial
Statement will be referred for presentation and discus-

sion of more detailed budget and financial data of the
Association, so that the Reference Committee will be able

to make a more meaningful evaluation for the House of

Delegates.”

AMA Management Survey
’The House adopted a management survey report and

approved eight subjects to which “the highest priorities

in activities and programs should be assigned:” 1. The
rising cost of health care. 2. The expansion of out-of-

hospital health services. 3. The development of community
health centers. 4, Experimentation and innovation on new
methods of delivery of health services. 5. Medical audit.
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utilization and review committees. 6. Medical manpower
needs. 7. Preventive medicine. 8. Family planning.

The House also requested that the Board of Trustees

(1) develop program priorities; (2) outline specific tech-

niques of resolving the problems caused by those priority

programs; and (3) report to the House at each semi-annual
session on progress being made.

State Projects of AMA
The House resolved that “financial support by the

AMA for local or area health service projects should be
preceded by consultation with the constituent association

of the state or states in which the projects are to be
conducted.”

Professional Liability

In connection with professional liability, the House
adopted the following recommendations; First, that con-
stituent associations “seek the enactment of appropriate

state legislation designed to provide a more efficient and
equitable determination of malpractice claims and litiga-

tion.” Second, that state associations, with the help of

AMA, “seek the cooperation of hospital associations and
third party payers in exploring and developing, if feasi-

ble, pilot programs which will provide scheduled benefits

for persons injured as a consequence of medical accidents
occurring in the delivery of health care, irrespective of

fault.” Third, “that workshops on malpractice insurance
problems be conducted, as requested by the Board of

Trustees, in which participation will be invited from (a)

physicians confronted by insurance problems, (b) repre-
sentatives of the insurance carriers, (c) staff attorneys
of AMA and other appropriate staff personnel, (d) repre-
sentatives of and attorneys for the hospital service field,

(e) nurses and (f) legislators.”

In addition, the House resolved that the AMA “should
not attempt to establish a nationwide professional liability

insurance program either by sponsorship of a program
underwritten by an existing insurance carrier or by
seeking to establish a new insurance carrier.”

Sex Education .

While recognizing “that the primary responsibility for
family life education is in the home.” the House sum^orted
“in principle the inauguration by State Boards of Educa-
tion or school districts, whichever is applicable, of a volun-
tary family life and sex education program at appropriate
grade levels: (1) as part of an overall health education
program: (2) presented in a manner commensurate with
the maturation level of the students; (3) following a pro-
fessionally developed curriculum foreviewed by repre-
sentative parents; (4) including ample and continuin'^ in-
volvement of parents and other concerned members of the
community; (5) developed around a system of values
defined and delineated by representatives comprisin'? nhy-
sicians, educators, the clergy and other appropriate groups;
and (6) utilizing classroom teachers and other professionals
who have an aptitude for working with young people
and who have received special training.”

Nursing
The House reaffirmed “its support of all forms of nurs-

ing education including baccalaureate, diploma, associate
and practical nurse education programs” and encouraged
“the continuation of federal, state and local subsidies to
schools of nursing education.”

Smoking and Health
The House resolved that the AMA “again urge its mem-

bers to play a major role against cigarette smoking by
personal example and by advice regarding the health
hazards of smoking” and “discourage smoking by means
of public pronouncements and educational programs.” It

also resolved to “indicate to the Congress of the United
States the incongruity of the expenditure of tax dollars
to promote the production and sale of tobacco while at
the same time spending other tax dollars to discourage
cigarette smoking because of its hazard to health.”

Food Mixes
The House requested the U. S. Food and Drug Adminis-

tration to “favorably consider the proposal of the Council
on Foods and Nutrition regarding labeling of fatty-acid
composition” of food mixes, and that the Council on Foods
and Nutrition “undertake the development of a rational
proposal for identifying and labeling other nutritionally
significant components of convenience foods.”

Protective Headgear
The Committee on the Medical Aspects of Sports was

asked by the House “to continue its efforts to utilize and
publicize existing research and recommendations on foot-
ball helmets to assure optimum protection for players
against impacts which cause head and neck injuries” and
“to do everything possible to discourage the practice of
‘spearing.’

”

Highway Signs

A Board of Trustees report and a resolution were
adopted recommending a uniform system of highway
directional signs designating emergency medical facilities.

However, the House pointed out clearly that “this action
does not encourage or approve the use of the copy-
righted AMA symbol for other unauthorized and uniden-
tified programs.”

Credit Cards
Two resolutions concerning the use of credit cards

to pay for medical care were referred to the Judicial
Council for information, “with the expectation that addi-
tional opinions will be rendered as experience accumu-
lates.” In certain states, the Reference Committee pointed
out, a charge card system is under experimentation by
the state medical society and is deserving of a chance to

prove its merits. Also, the Judicial Council has ruled
that the use of a charge card system should be flexible

and at the discretion of the individual state medical
societies.

Medical Instruments and Devices
Pointing out that legislation related to federal standards

to regulate the use of medical instruments and devices
was introduced in the 90th and 91st congresses, the House
resolved that the AMA “be commended for its position
supporting the concept of a thorough study of the field

of medical instruments and devices prior to passage of

specific regulatory legislation.”

Unification Through AMA
The House resolved that the Board of Trustees be

asked to begin a study “of physicians who are not members
of the AMA, and then make recommendations to the
House of Delegates and to the State and County Societies,

as to how the medical profession may more wisely unify
itself under the AMA banner, and encourage non-partici-

pating physicians to join.”

Presentations, Awards and Announcements
Robert E. Gross, MD, was presented the Dr. Rod-

man E. Sheen and Thomas G. Sheen Award. Dr.

Gross is Ladd Professor of Children’s Surgery at

Harvard Medical School and director of cardio-

vascular surgery at Children’s Hospital Medical

Center, Boston.

Charles A. Berry, MD, medical director of the

NASA Manned Spacecraft Center in Houston, was

presented a plaque: “The American Medical Asso-

ciation presents this citation for distinguished

service to medicine to Charles A. Berry, MD, and

the medical staff of the Manned Spacecraft Center,

NASA, at Houston, Texas, in recognition of their

efforts in solving the difficult and complex prob-

lems of assuring the health and contributing sub-

stantially to the safety and survival of the astro-

nauts participating in the United States space

exploration program.”

Stephan R. Chernay, MD, New York, received

the first AMA recognition award for continuing

education.

Executive Vice President E. B. Howard an-

nounced to the House the appointment of Richard

Wilbur, MD, Calif., as Assistant Executive Vice

President of the AMA. An Assistant Executive Vice

President for Scientific Affairs also is to be named.

for October 1969 71



The medical winners in the 20th International

Science Fair for high school students were intro-

duced to the House and their exhibits were in-

cluded among the scientific exhibits at the con-

vention. They were Cathy Jennemann, 16, a junior

at Monte Cassino High School, Tulsa, Okla., whose
exhibit was “Possible Deafness From Everyday

Noise;” and Greg Kauffman, 16, a junior at Al-

buquerque (N.M.) High School, “Pyelonephritic

Recurrence.”

Interruption
The House suffered a 21 -minute interruption

during its opening session Sunday when 30 to 40

dissident medical students and their friends, many
with beards, some wearing white smocks, seized

the podium and demanded the right to address the

House.

The news release they distributed identified

them as representatives of the Student Health Or-

ganization, the Medical Committee for Human
Rights, the Movement for a Democratic Society,

the Health Policy Advisory Center, the Rockefeller

University Committee for a Democratic Society

“and many others.”

The group’s spokesman began by declaring the

meeting “illegal and illegitimate” and ended by
burning what he called his AMA membership card,

but which television news described as a Blue

Shield card.

He came back Wednesday with a “non-nego-

tiable demand” for 10 minutes to speak during the

inaugural ceremony, but was flatly refused by the

Reference Committee on Rules and Order of Busi-

ness.

Kenneth C. Sawyer, MD
Gatewood Milligan, MD
Robert C. McCurdy, MD

The new ROCKY MOUNTAIN
MEDICAL DIRECTORY is scheduled
for publication early in 1970.

If your 1969 listing is not exactly

as you want it to appear in the new
Directory — or if you have recently
become eligible for a listing, please
notify the Journal office. New list-

ings will not be accepted without the
approval of the Society in which you
hold membership.

Will you help us to carry more ac-

curate and complete listings for 1970?

Information must be directed to:

Rocky Mountain Medical
Directory

1809 East Eighteenth Avenue
Denver, Colorado 80218

When
disability

strikes,

will you
have
an income
to live on?
Be sure! Offer your family the extra security of your

Society's own disability income protection plan.

PAYS up to $1,000.00 o month when you're sick or

hurt and can't work. This is TAX-FREE cash to spend

as you see fit—to meet those financial obligotions

that continue whether you're able to work or not.

For complete details on this outstanding plan under-

written by Mutual of Omaha and endorsed by the

Colorado Medical Society, complete the coupon below

and moil it today.

UNDERWRITTEN BY

Mutual
3^niflliaS«/

Ae* Vumpun^ that ^aij^

Life Insurance Affiliate: United of Omaha

MUTUAL OF OMAHA INSURANCE COMRANT HOME OFEICE: OMAHA. NEBRASKA

Vincent Anderson Agency !

Mutual ot Omaha
|

2nd Floor, Railway ixchange Bldg.

Denver, Colo. 89202

Please rush me full detoils on the Colorado Medical Society's

Disobility Income Protection Plan.

Name

Address -

City State ZIP

10-n -12-69
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Association of American Physicians and
Surgeons Annual Meeting

Brown Palace Hotel, Denver
October 9-11, 1969

Outstanding conservative speakers oriented

toward free enterprise, including columnist Alice

Widener, editor of USA; George Schuyler, news-
paper publisher; Leonard E. Reed, president of

The Foundation for Economic Education; and John
A. Howard, president of Rockford College.

President’s luncheon Thursday, October 9; An-
nual Banquet Friday, October 10. For further

information contact any member or Charles G.

Gabelman, MD, 915 So. Colorado Blvd., phone
733-0930.

Care of the Ventilator Patient

Montana Deaconess Hospital, Great Falls, Montana
October 18, 1969

Western Cardiac Conference
Severe Heart Problems
University of Colorado Medical Center

Denver, Colorado

October 22-24, 1969

Sponsored by the Colorado Heart Association,

1375 Delaware St., Denver, Colo. 80204; Colorado

Chapter Academy of General Practice, Colorado

Department of Health, Colorado-Wyoming Region-
al Medical Program and University of Colorado

Medical Center.

Montana-Wyoming Region,
American College of Physicians
Missoula, Montana
November 1, 1969

American Association of Blood Banks
22nd Blood Bank Meeting
Houston, Texas
November 16-20, 1969

Dr. Denton A. Cooley, surgeon who has per-
formed the greatest number of human heart trans-

plant operations, will deliver the keynote address
at this meeting. The scientific program will in-

clude papers on advances in the use of platelets,

frozen blood, the discovery of new blood sub-types,
use of adenine in blood preservation and a sym-
posium on antigen-antibody reactions.

For further information, contact American
Association of Blood Banks, 30 North Michigan
Avenue, Chicago, Illinois 60602.

University of Colorado School of Medicine
Postgraduate Medical Education
Denver, Colorado

Emergency Service Procedures

November 19-21, 1969

General Practice Review

January 18-24, 1970

Surgery of the Hand
February 17-20, 1970

Management and Care of Respiratory Insufficiency

April 15-17, 1970

Pediatrics f Aspen, Colo.)

July 19-22, 1970

Internal Medicine (Estes Park, Colorado)

July 27-31, 1970

Hospital Medical Staff Conference

(Estes Park, Colorado)

September 28-October 2, 1970

High Risk Infant Care

February 2-6, 1970

April 6-10, 1970

October 5-9, 1970

For further information and detailed programs,

write to: The Office of Postgraduate Medical Edu-

cation, University of Colorado School of Medi-

cine, 4200 E. Ninth Avenue, Denver, Colorado

80220.

13th Annual Ruidoso Summer Clinic

Chaparral Motel, Ruidoso, New Mexico

July 20-23, 1970

This meeting is sponsored by the New Mexico

Chapter of the American Academy of General

Practice.

For further information, contact Mr. Bob Reid,

Executive Secretary, American Academy of Gen-

eral Practice, P. O. Box 456, Sunland Park, New
Mexico 88063.

Arizona Chapter of American College of

Surgeons and Arizona Society of

Anesthesiologists

Arizona Inn, Tucson, Arizona

January 23-24, 1970

For further information concerning this meet-

ing, contact Robert E. Hastings, Jr., MD, 1014 N.

Country Club Road, Tucson, Arizona 85716.
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University of Colorado Medical Center

The Colorado Academy of General Practice,

professional organization of the state’s family doc-

tors, has donated $1,000 to the University of Colo-

rado School of Medicine in support of its rural pre-

ceptorship program under which junior and senior

medical students are offered an on-the-scene ex-

perience in family care. The gift will be used to

assist in paying $250 stipends to medical stijidents

who elect to spend a period in a smaller com-
munity gaining experience in family care under
the supervision of a locally practicing physician.

Preceptorships have been arranged in 13 Colo-

rado towns since the program was inaugurated in

1964. Nine are planned in various Colorado com-
munities during the coming academic year.

The medical school curriculum gives each

junior and senior student one “off-quarter”—fall,

winter, spring, or summer—in each academic year

during which they do not attend classes at the CU
Medical Center. Students may elect to spend a

minimum of four weeks or a maximum of the full

quarter in a rural preceptorship.

During that period, the student, or preceptee,

lives in the community where his preceptor phy-
sician practices, works with him in his office and
the local hospital and accompanies him on his

rounds. Physicians who volunteer as preceptors

provide maintenance for the student and for his

family, if he is married.

“The program has been extremely well re-

ceieved by all students who have participated,” Dr.

John H. Githens, associate dean for student af-

fairs, said. “The Preceptorship Advisory Commit-
tee and the medical school administration are ex-
tremely grateful for the continued support of the

preceptors and those who have assisted the pro-
gram financially.”

Dr. Frederick J. Roukema of Greeley has been
promoted to assistant clinical professor of ob-
stetrics and gynecology on the volunteer faculty

of the University of Colorado School of Medicine.

Dr. Roukema is a 1943 graduate of the CU
medical school and has served as a member of the
volunteer faculty since 1966, first as a clinical

assistant and then as a clinical instructor begin-
ning in 1967.

* *

Dr. Duane D. Lahey, Denver ophthalmologist,
has been promoted to assistant clinical professor
on the volunteer faculty of the University of Colo-
rado School of Medicine.

Dr. Lahey received his MD from the CU medi-
cal school in 1949 and has served on the volunteer
faculty since 1960, first as a clinical assistant and
then as clinical instructor beginning in 1964.

Dr. Lahey is a diplomate of the American
Board of Ophthalmology and his professional af-

filiations include the Denver and Colorado Medical
Societies, the American Medical Assn, and Alpha
Omega Alpha.

* * * * *

Dr. Robert S. Liggett of Denver, director of

graduate medical education at St. Luke’s Hospital,

has been elected president of the Webb-Waring
Institute for Medical Research for 1969-70. Dr.

Liggett succeeds Dr. Robert L. Stearns, former
president of the University of Colorado, who has
been president of the institute since 1962.

The Webb-Waring Institute, located at the CU
Medical Center and closely affiliated with the

School of Medicine, is a privately financed re-

search organization pursuing studies in the field

of pulmonary diseases.

Dr. Liggett received his MD in 1933 from the

Washington University School of Medicine, St.

Louis, and has long been associated with the CU
Medical Center. He is a specialist in internal medi-
cine and serves as a clinical professor of medi-
cine on the volunteer faculty of the medical school.

* 4s * 4:

The University of Colorado has received a

$46,534 grant from the National Institute of Men-
tal Health to study the epidemiology of accidental

injury and death among the Papago Indians of

Southern Arizona, a tribe moving from rural to

urban living.

Dr. Robert A. Hackenberg, CU anthropologist

who will conduct the study, said accidental injury

and death among American Indians constitutes a

unique mental health problem.

Indian death rates from accidents are three

times as high as the general population, and the

death toll has risen sharply since World War II.

In 1953 accidents became the leading cause of

death among Indians. The Papago Indian study

will provide the first ecological analysis of acci-

dent epidemiology among American Indians, and
it will include field investigations to discover un-

treated and unreported cases. CU studies will be

conducted with the cooperation of the Indian

Health Service research facility at Tucson, Ariz.
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Colorado

Frank S. Forman, Jr., MD, Colorado Springs

otolaryngologist, died May 12 in that city.

Dr. Forman was born April 24, 1918 in Huron,

South Dakota. He was graduated from the Uni-

versity of Kansas School of Medicine in 1942 and

interned at the University of Kansas Hospital

where he also served a residency in otolaryngology

from 1943-45.

He was a veteran of the Korean War. Before

going to Colorado Springs, Dr. Forman was chief

of the Otolaryngology Service at the Veteran

Administration Hospital in Little Rock, Arkansas,

Psrofessor of Otolaryngology at the University of

Arkansas, Associate Professor of Otolaryngology

at the University of Colorado and chief of EENT
Service at Valley Forge Army Hospital in Penn-
sylvania.

Dr. Forman was affiliated with the American
Medical Association, The Colorado Medical So-

ciety, the El Paso County Medical Society, the

American Academy of Ophthalmology and Oto-

laryngology, the American Board of Otolaryngol-

ogy, the American Laryngological, Rhinological

and Otological Society and the Colorado ORL
Society. He was an honorary consultant to Ent

AFB and the Air Force Academy. He was a mem-
ber of the Governor’s Committee for the Study of

Rehabilitation and consultant to the State of

Colorado Public Health, Crippled Children’s pro-

gram.

Survivors include his widow, Mrs. Dorothy
Jean Forman; a daughter, Martha; two sons, Frank
and Richard; his parents and a sister and a

brother.

Duane Fargo Hartshorn, MD, of Fort Collins,

Colorado, died June 2, 1969 of a heart attack

while on vacation in Hawaii.

Dr. Hartshorn was born in Clarion, Iowa, July

21, 1899 and was educated in the Longmont, Colo-

rado public schools, Colorado State University

(B.S. ’21) and the University of Colorado Medical
School. He received the MD degree in 1929 and
served his internship at the U. S. Naval Hospital

in San Diego, California. He was licensed in Colo-

rado in 1930 and practiced in Fort Collins until

his death.

Dr. Hartshorn served as a member of the armed
forces in World War II from 1941 to 1946 attaining

the rank of Colonel in the U. S. Army Medical
Corps.

He was a member of the Larimer County
Medical Society, the Colorado Medical Society, the

American Medical Association, the International

College of Surgeons and the Southwestern Surgical

Congress.

Dr. Hartshorn married Helen MacLaughlin in

July 1923. Besides his widow he is survived by a

son, two daughters, two brothers and nine grand-

children.

Montana

Albert Walter Axley, MD, Havre, Montana,

died suddenly at his home on August 4, 1969.

Doctor Axley was born in Butternut, Wisconsin, on

April 12, 1917. He received his BS degree from

the University of Wisconsin in 1939 and his MD
degree from the University of Wisconsin Medical

School in 1942. He moved to Montana in 1948 and

established his practice in internal medicine in

Havre. Doctor Axley was an especially active

member of the Montana Medical Association and

was also particularly active in community and

service affairs in Havre.

You Can Order Reprints
of any feature article or advertisement appearing in

The Rocky Mountain Medical Journal.

Orders must he placed within 15 days after date of publication.

Minimum charge applies for 100 copies or less.

The cost is very reasonable. For further information write to

—

The Rocky Mountain Medical Journal
1809 East 18th Avenue
Denver, Colorado 80218
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There’s a good chance your patient needs

more than a non-prescription analgesic for pain relief.

Especially after self-medication has failed.

Because continuing, increased pain and discomfort

may in part be a reflection of anxiety,

Equagesic is worthy of consideration. In a

single, non-narcotic preparation, it helps relieve pain . . .

and associated anxiety and tension.

Tablets

Equagesic
(meprobamate and ethoheptazine citrate with aspirin) Wyeth

IN BRIEF

Contraindications: History of sensitivity or severe
intolerance to aspirin, meprobamate or
ethoheptazine citrate.

Warnings: USE IN PREGNANCY: Safety for use during
pregnancy or lactation has not been established;
therefore, it should be used in pregnant patients or
vi/omen of child-bearing age only when the physician
judges its use essential to the patient's welfare.

Precautions: Keep out of reach of children. Not
recommended for patients 12 years old or less.

Carefully supervise dose and amounts prescribed,
especially for patients prone to overdose themselves.
Excessive prolonged use of meprobamate in susceptible
persons—as alcoholics, ex-addicts, severe
psychoneurotics— has resulted in dependence or
habituation. Withdraw gradually after prolonged
excessive dosage to avoid possibly severe withdrawal
reactions including epileptiform seizures. Warn patients
of possible reduced alcohol tolerance, with resultant
slowed reactions and impaired judgment and
coordination, if drowsiness, ataxia or visual disturbances
(impairment of accommodation and visual acuity)
occur, reduce dose, if symptoms persist, patients
should not operate machinery or drive. After
meprobamate overdose, prompt sleep, reduction of
blood pressure, pulse and respiratory rates to basal
levels, and hyperventilation are reported. Give
cautiously and in small amounts to patients with
suicidal tendencies. Treat attempted suicide (has
resulted in coma, shock, vasomotor and respiratory
collapse and anuria) with gastric lavage and appropriate
symptomatic therapy (CNS stimulants and pressor
amines as indicated). Two instances of accidental or
intentional significant overdosage with ethoheptazine
and aspirin have been reported. These were
accompanied by CNS depression (drowsiness and
lightheadedness) but resulted in uneventful recovery.
On basis of pharmacologic data, CNS stimulation could

be anticipated, with nausea, vomiting and salicylate
intoxication (requires induced vomiting or gastric lavage,
specific parenteral electrolyte therapy for ketoacidosis
and dehydration, and observation for
hypoprothrombinemic hemorrhage [usually requires
whole blood transfusions]).

Adverse Reactions: Ethoheptazine and aspirin may
cause nausea with or without vomiting and epigastric
distress in a small percentage of patients. Dizziness is

rare at recommended dosage. Meprobamate may
cause drowsiness, ataxia and rarely allergic or
idiosyncratic reactions. These reactions, sometimes
severe, can develop in patients receiving only 1 to 4
doses. Such patients may have had no previous contact
with meprobamate and may or may not have an allergic
history. Mild reactions are characterized by urticarial
or erythematous maculopapular rash. Acute
nonthrombocytopenic purpura with cutaneous
petechiae, ecchymoses, peripheral edema and fever
have been reported. If allergic reaction occurs,
discontinue meprobamate; do not reinstitute. Severe
reactions, observed very rarely, include fever, fainting
spells, angioneurotic edema, bronchial spasms,
hypotensive crises (1 fatal case), anaphylaxis, stomatitis
and proctitis (1 case) and hyperthermia. These cases
should be treated symptomatically including, when
indicated, such medication as epinephrine, antihistamine
and possibly hydrocortisone. A few cases of leukopenia,
usually transient, have been reported on continuous
use. Rarely, aplastic anemia (1 fatal case),
thrombocytopenic purpura, agranulocytosis, and
hemolytic anemia have been reported, almost always in

presence of known toxic agents.

Overdosage: See precautions section for management
of overdosage.

Composition: 150 mg. meprobamate, 75 mg.
ethoheptazine citrate and 250 mg. aspirin per tablet.
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lerramycin*
'oxytetracycline)
An infection of rapid onset requiring

prompt attention. Teenage girl with chills,

fever, abdominal pain, backache and

nausea. Frequent and urgent urination

with burning. On examination —tender-

ness over kidney. Blood count and

urinalysis confirm the diagnosis: acute

pyelonephritis. Treatment is initiated with

Terramycin. Within a few days of follow-

up therapy, the patient is markedly

improved. The pretreatment urine

culture shows a strain of E. coli highly

susceptible to Terramycin.

Experience has shown that Terramycin

offers special advantages in treating

urinary tract infections when strains of

causative bacteria are susceptible.

Broad-spectrum coverage unaffected by
penicillinase. Effective tissue levels to help

reach foci of infection in renal parenchyma.

High urine levels— excreted by kidney

in active form.

Contraindicated: In individuals hypersensitive to oxytetra-

cycline.

Warnings: Reduce usual oral dosage and consider antibiotic

serum level determinations in patients with impaired renal

function.

Use of oxytetracycline during the last trimester of pregnancy,

neonatal period and early childhood may cause discoloration

of developing teeth. This effect occurs mostly during long-term

use of the drug, but it has also been observed in usual short-

treatment courses.

During treatment with tetracyclines, individuals susceptible

to photodynamic reactions should avoid direct sunlight; if

such reactions occur, discontinue therapy.

Note: With oxytetracycline, phototoxicity is unknown and
photoallergy very rare.

Precautions: Use of broad-spectrum antibiotics occasionally

may result in ov'ergrowth of nonsusceptible organisms. Where
such infections occur, discontinue oxytetracycline and institute

specific therapy. Increased intracranial pressure in infants is

a possibility. Symptoms disappear upon discontinuation of

therapy.

Adverse Reactions: Nausea, diarrhea, glossitis, stomatitis,

proctitis, vaginitis and dermatitis, as well as reactions of an
allergic nature, may occur but are rare.

Supply:* Terramycin Capsules: oxytetracycline HCl, 250 mg.
and 125 mg. Terramycin Syrup: calcium oxytetracycline,

125 mg. per 5 cc. Terramycin Pediatric Drops: calcium

oxytetracycline, 100 mg. per cc.

"All potencies listed are in terms of the standard,

oxytetracycline.

More detailed professional information available on request.

With Terramycin, you have the assur-

ance that comes with choosing an agent

physicians have depended on for over 18

years. In difficult as well as routine cases,

when tests reveal susceptible organisms.

wWWSm LABORATORIES DIVISION
NewYork.N.Y. 10017
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irtofrane*desioramine hydrochloride

Indication

:

Mental depression.

Contraindications : Do not use MAO inhibitors concomi-
ntly or within 2 weeks of the use of this drug. Hyperpyretic

ises or severe convulsive seizures may occur with such
imbinations, potentiation of adverse reactions can be seri-

is or even fatal.

'When substituting Pertofrane in patients receiving an
AO inhibitor, allow an interval of at least 14 days. Initial

Dsage in such patients should be low and increases should

f
gradual and cautiously prescribed.

iThe drug is contraindicated following recent myocardial
Karction and in patients with a known hypersensitivity to

icyclic antidepressants.

IWarning : Activation of psychosis may occasionally be
(served in schizophrenic patients. Due to atropine-like

fects and sympathomimetic potentiation, use only with the
leatest care in patients with narrow-angle glaucoma or
lethral or ureteral spasm.
Do not use in patients with the following conditions unless
e need outweighs the risk: severe coronary heart disease
th EKG abnormalities, progressive heart failure, angina
ctoris, paroxysmal tachycardia and active seizure disorder
lay lower seizure threshold).

‘Desipramine and the parent compound, imipramine, have
en shown to block the action of guanethidine and related

Irenergic neuron-blocking agents.

Hypertensive episodes have been observed during surgery.

The concurrent use of other central nervous system drugs

I
alcohol may potentiate adverse effects. Since many such
ugs may be used during surgery, desipramine should be
scontinued prior to elective procedures.
;Caution patients on the possibility of impaired ability to
lerate a motor vehicle or dangerous machinery.
Do not use in women who are or may become pregnant
(less the clinical situation warrants the potential risk, and
p not use in patients under 12 years of age.
IBecause of increased sensitivity to the drug, use lower
an normal dosage in adolescent and geriatric patients.

Precautions: Potentially suicidal patients require careful
pervision and protective measures during therapy. Dis-

ntinuation of the drug may be necessary in the presence
increased agitation and anxiety shifting to hypomanic or
anic excitement.

Atropine-like effects may be more pronounced (e g. para-
ic ileus) in susceptible patients and in those receiving anti-

olinergic drugs (including antiparkinsonism agents).

Prescribe cautiously in hyperthyroid patients and in those
seiving thyroid medications: transient cardiac arrhythmias
ve occurred in rare instances.

Periodic blood and liver studies should supplement careful
meal observations in all patients undergoing extended
lurses of therapy.

Adverse Reactions The following have been reported:
!/‘vousSysfer77 dizziness, drowsiness, insomnia, headache,
iturbed visual accommodation, tremor, unsteadiness,
nitus, paresthesias, changes in EEG patterns, epilepti-

m seizures, mild extrapyramidal activity, falling and neuro-
jscular incoordination. A confusional state (with such
Tiptoms as hallucinations and disorientation), particularly

older patients and at higher dosage, may require discon-
uation of the drug. Gastrointestinal Tract: anorexia,
/ness of the mouth, nausea, epigastric distress, constipa-
n and diarrhea. Skm: skin rashes (including photosensiti-
tion). perspiration and flushing sensations. Liver: rare
ses of transient jaundice (apparently of an obstructive
ture) and liver damage. If jaundice or abnormalities in

ar function tests occur, discontinue the drug and investi-

te Blood Elements: bone-marrow depression, agranu-
:ytosis, thrombocytopenia and purpura. If these occur,
continue the drug. Transient eosinophilia has been ob-
-ved Cardiovascular System: orthostatic hypotension
d tachycardia. Carefully supervise patients requiring con-
mitant vasodilating therapy, particularly during initial

ases Genitourinary System: urinary frequency or reten-
n and impotence. Endocrine System: occasional hor-
)nal effects, including gynecomastia, galactorrhea and
;ast enlargement, and decreased libido and estrogenic
iect. Sensitivity: urticaria and rare instances of drug fever
d cross-sensitivity with imipramine.
Dosage All patients except geriatric and adolescent:
I mg. t.i.d. (150 mg. daily). Dosage may be increased up
200 mg. daily. Geriatric and adolescent patients should
jally be started with lower dosage (25 to 50 mg. daily)

d may not tolerate higher doses. Dosage may be increased
to 1CX) mg. daily.

_ower maintenance dosages should be continued for at
St 2 months after obtaining a satisfactory response.
Mild anxiety and agitation which may accompany depres-
n usually remit as the depression responds. Occasionally,
wever, a sedative or tranquilizer may be indicatexJ.

Vailabihtv : Maroon and pink capsules of 50 mg. in bottles
100: pink capsules of 25 mg. in bottles of 100 and 1000.
)46-530-G

For complete detail's, please see the fu ll prescribino infor-

ition.

Coming out
of a depression.

And it can often begin to happen in 3 to 5 days
with an antidepressant like Pertofrane. There's a lifting of

depressed mood ... a restoration of psychomotor activity. Patients
usually begin to cope, work, maybe play, even enjoy.

It's not all beautiful. Sometimes there are
side effects. And not everybody can take the drug. It may even be
a slow process. But along with the care and comfort you give
depressed patients, consider Pertofrane.Then consider the response.

Please read the prescribing information for
full details on contraindications, warnings, precautions, adverse
reactions and dosage. It's summarized on the left.

Pertofrane'
desipramine hydrochloride

New 50-mg.
capsules now available.

sigy Pharmaceuticals

vision of Geigy Chemical Corporation

dsley. New York 1 0502
0



One of the best things you can do

for the cold sufferer

Ornade* Spansule
Trademark B
Each capsule contains 8 mg. of Teldrin® (brand of chlorpheniramine maieate) ; 50 mg. of

phenylpropanolamine hydrochloride: 2.5 mg. of isopropamide, as the iodide.

brand of

sustained release capsules

Prompt relief from nasal congestion and hypersecretion due to colds.

Before prescribing, see complete prescribing information in SK&F literature or PDR.
Contraindications; Glaucoma, prostatic hypertrophy, stenosing peptic ulcer, pyloroduodenal or

bladder neck obstruction.

Precautions; Use cautiously in the presence of hypertension, hyperthyroidism, coronary artery disease;

warn vehicle or machine operators of possible drowsiness.

Usage In Pregnancy: Use in pregnancy, nursing mothers and women who might bear children only when
potential benefits have been weighed against possible hazards.

Note: The iodine in isopropamide iodide may alter PBI test results and will suppress 1'^' uptake;
discontinue 'Ornade' one week before these tests.

Adverse Reactions: Drowsiness; excessive dryness of nose, throat or mouth; nervousness: insomnia.

Other known possible adverse reactions of the individual ingredients: nausea, vomiting, diarrhea, rash,

dizziness, fatigue, tightness of chest, abdominal pain, irritability, tachycardia, headache, incoordination,

tremor, difficulty in urination. Thrombocytopenia, leukopenia and convulsions have been reported.

Supplied : Bottles of 50 capsules.

One capsule q12h for round-the-clock relief

SK
SrF Smith Ktine & French Laboratories

I



unwelcome bedfellow tor any patient-

including those with arthritis, diabetes or PVD
One thing patients can sleep without,

particularly patients with chronic disease con-

ditions such as arthritis, diabetes or PVD, is

painful night leg cramps. Although seldom the

presenting complaint, night leg cramps can tie

your patients up in painful knots. Now, just one

tablet of QUINAMM at bedtime can usually

bring an end to shattered sleep and needless

suffering. Your patients will sleep restfully—

gratefully— with QUINAMM, specific therapy to

prevent painful night leg cramps.

Prescribing Information — Composition: Each white, beveled, com-
pressed tablet contains; Quinine sulfate, 260 mg., Aminophylline, 195

mg. Indications: For the prevention and treatment of nocturnal and
recumbency leg muscle cramps, including those associated with ar-

thritis, diabetes, varicose veins, thrombophlebitis, arteriosclerosis and
static foot deformities. Contraindications: QUINAMM is contraindi-

cated in pregnancy because of its quinine content. Precautions/Ad-
verse Reactions: Aminophylline may produce intestinal cramps in

some instances, and quinine may produce symptoms of cinchonism,

such as tinnitus, dizziness, and gastrointestinai disturbance. Discon-

tinue use if ringing in the ears, deafness, skin rash, or visual distur-

bances occur. Dosage: One tablet upon retiring. Where necessary,

dosage may be increased to one tablet following the evening meal
and one tablet upon retiring. Supplied; Bottles of 100 and 500 tablets.

THE NATIONAL DRUG COMPANY
DIVISION OF RICHARDSON-MERRELL INC.

PHILADELPHIA. PENNSYLVANIA 19144

GHiincimm
(quinine sulfate 260 mg., aminophylline 195 mg.)

Specific therapy for night leg cramps



Treating vaginitis
is as easy as AVC
Trichomonads...MoiiHia... Bacteria
You can depend on AVC— the comprehensive therapy that acts against all three

major vaginal pathogens.

MotiHia emerging as a major therapeutic problem —
recent studies report increased incidence, attributed in part to the use of ora!

contraceptives,’'^ broad-spectrum antibiotics^'^ and prolonged use of corticosteroids.^

recent evidence establishes high rate of microbiological and clinical cure with AVC.^'”

Comprehensive — Effective
The published record and more than two decades of clinical experience clearly

establish the therapeutic value of AVC in vaginitis/cervicitis and vaginal surgery.

Easy as AVC
Contraindications: Known sensitivity to sulfon-

amides.
Precautions/Adverse Reactions: The usual precau-
tions for topical and systemic sulfonamides
should be observed because of the possibility of
absorption. Burning, increased local discomfort,
skin rash, urticaria or other manifestations of
sulfonamide toxicity ore reasons to discontinue
treatment.
Dosage: One applicatorful or one suppository in-

travaginally once or twice doily.

Supplied: Cream — Four-ounce tube with or with-
out applicator. Suppositories — Box of 12 with
applicator.
References: 1. Gardner, H. L.: J. Miss. M.A. 8:529,
1967. 2. Porter, P. $., and Lyle, J. S.: Arch.
Dermat. 93:402, 1966. 3. Walsh, H.; Hildebrandt,
R. J., and Prystowsky, H.: Am. J. Obst. & Gynec.

93:904, 1965. 4. Vaginitis and the Pill: J.A.M.A.
196:731, 1966. 5. Guerriero, W. F.: South. M.J.

56:390, 1963. 6. Seelig, M. S.l Am. J. Med.
40:887, 1966. 7. To-day's Drugs, New York, Grune
& Stratton, Inc., 1965, p. 316. 8. Gray, L. A., and
Barnes, M. L.: Am. J. Obst. & Gynec. 92:125,
1965. 9. Salerno, L. J.; Ortiz, G., and Turkel, V.:

Vaginitis: A Diagnostic and Therapeutic Ap-
proach, Scientific Exhibit, presented at the 115th
Annual A.M.A, Convention, Chicago, Illinois,

June 1966. 10. Walsh, J, C.; Sheffery, J. B., and
Wilson, T. A.: Med. Ann. D.C. 37:358, 1968.
1 1 . Nugent, F. B., and Myers, J. E. : Pennsylvania
Med. 69:44, 1966.

THE NATIONAL DRUG COMPANY
DIVISION OF RICHARDSON MERRELL INC

PHILADELPHIA, PENNSYLVANIA 19144m

AVC CREAM <1^0%; allantoin 2.0%)

SUPPOSITORIES hydrochloride 0.014 Gm., sulfaniSamlde
1.05 Gm., allantoin 0.014 Gm.)

TRADEMARK ; A V C AV.9I9A 7/69



Colorado Medical Society
OFFICERS—1969-70—Terms of Officers and Committeemen
expire at the Annual Session of the year indicated. Where no
year is indicated the term is for one year only and expires at

the 1970 Annual Session.

President: John M. Wood, Englewood.

President-elect: Marvin E. Johnson, Denver.

Vice President: Carl W. Swartz, Pueblo.

Treasurer: Edward B. Liddle, Colorado Springs, 1971.

Constitutional Secretary: James A. Henderson, Denver.

Delegates to the American Medical Association: Kenneth C.

Sawyer, Denver, Dec. 31, 1970; Gatewood Milligan, Engle-
wood, Dec. 31, 1971; Robert E. McCurdy, Denver, Dec. 31, 1971.

Alternate Delegates to the American Medical Association: Ray
G. Witham, Craig, Dec. 31, 1971; Marcia Curry, Denver, Dec.

31, 1971; Leo J. Nolan, Lakewood, Dec. 31, 1970.

Speaker, House of Delegates: Harlan B. Huskey, Grand Junc-
tion,

Vice Speaker, House of Delegates: Kenneth A. Kahn, Boulder.

Foundation Advocate: James P. Rigg, Sr., Grand Junction.

Historian: Richard W. Whitehead, Denver.

Historian Emeritus: Bradford Murphey, Denver.

Scientific Editor for Colorado and Chairman of the Editorial

Board, Rocky Mountain Medical Journal: Douglas W. Ma-
comber, Denver.

Assistant Scientific Editor for Colorado, Rocky Mountain
Medical Journal: Carl H. McLauthlin, Denver.

Executive Secretary: Donald G D«'"rv, 1809 E. 18th Avenue,
Denver, Office Telephone 399-1222 ( 303).

Montana Medical Association

OFFICERS—1909-70—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1970 Annual Session.

President: Oscar A. Swenson, Sidney.

President-Elect: Richard L. Peterson, Hamilton.

Vice-President: John P. Pfaff, Jr., Great Falls.

Secretary -Treasurer: John A. Newman, Butte.

Assistant Secretary-Treasurer: Colvin H. Agnew, Billings.

Delegate to the A.M.A.: Herbert T. Caraway, Billings.

Alternate Delegate to the A.M.A.: Robert W. Thometz, Butte.

Executive Committee: Oscar A. Swenson, Sidney, Chairman;
Mark B, Listerud, Wolf Point; Herbert T, Caraway, Billings;
John A. Newman, Butte; Richard L. Peterson, Hamilton;
Robert P. Yost, Missoula; Robert W. Thometz, Butte; Alfred
M, Fulton, Billings; Albert L. Vadheim, Bozeman.
Scientific Editor, Rocky Mountain Medical Journal: Warren
D. Bowman, Jr., Billings.

Associate Editor, Rocky Mountain Medical Journal: L. Russell
Hegland, Billings.

Executive Secretary: L. Russell Hegland, 1236 North 28th St.,

(P, O. Box 16921 Billings 59103. Office Telephone 259-2585.

Nevada State Medical Association
OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1969 Annual Session.

President: Harry J. McKinnon, Jr., Las Vegas.

President-elect: V. A. Salvadorini, Reno.
Secretary-Treasurer: John P. Sande, Reno.
Delegate to A.M.A.: Leslie A. Moren, Elko.

Alternate Delegate to A.M.A.: Kenneth E. Turner, Las Vegas.

Immediate Past President: Richard A. Petty, Carson City.

Scientific Editor for Nevada, Rocky Mountain Medical Journal:
Harry J. McKinnon, Las Vegas.

Assistant Scientific Editor for Nevada, Rocky Mountain Medical
Journal: Wesley W. Hall, Reno.

Associate Editor, Rocky Mountain Medical Journal: Nelson B.
Neff, Reno.

Executive Secretary: Mr. Nelson B. Neff, 3660 Baker Lane,
Reno. Telephone 323:6788.

New Mexico Medical Society

OFFICERS—1969-70—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and
expires at the 1970 Annual Session.

President: Hugh B. Woodward, Albuquerque.
President-Elect: Harry D. Ellis, Santa Fe.

Secretary-Treasurer: James R. Gay, Albuquerque.

Immediate Past President: Earl B. Flanagan, Carlsbad.

Speaker, House of Delegates: Ronald V. Dorn, Albuquerque.

Vice Speaker, House of Delegates: William J. Hossley, Deming.

Delegate to A.M.A.: Allan L. Haynes, Clovis.

Alternate Delegate to A.M.A.: Emmit M. Jennings, Roswell,

Scientific Editor for New Mexico, Rocky Mountain Medical
Journal: Marcus J. Smith, Santa Fe.

Assistant Scientific Editor for New Mexico: William S.

Curran, Albuquerque.

Associate Editor for New Mexico: Ralph R. Marshall, Albu-
querque.

Executive Secretary: Mr. Ralph R. Marshall, 3010 Monte Vista

Blvd., NE, Albuquerque; Telephone 265-8494, area code 505.

Utah State Medical Association

OFFICERS 1968-69 — Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires

at the 1969 Annual Session.

President: Homer E. Smith, Salt Lake City

President-elect: John H. Rupper, Provo

Secretary ’70: Alan E. Lindsay, Salt Lake City

Treasurer ’69: Ralph C. Richards, Salt Lake City

Additional Trustees: Box Elder County Medical Society, W. R.

Merrell, Brigham City: Cache Valley Medical Soc,iety, Merrill

C. Daines, Logan; Carbon County Medical Society, Boy W
Robinson, Price; Central Utah Medical Society, Gene E.

Speakman, Mt. Pleasant; Davis County Medical Society, Noall

Z. Tanner, Layton; Salt Lake County Medical Society, Russell

M. Nelson, Salt Lake City; Southeastern Utah Medical So-

ciety, Paul R. Mayberry, Moab; Southern Utah Medical So-

ciety, L. V. Broadbent, Cedar City; Uintah Basin Medical

Society, Terry M. Buxton, Roosevelt: Utah Coimty Medical
Society, W. Doyle Cranney, Orem; Weber County Medical

Society, L. D. Nelson, Ogden.

Past President: Drew M. Petersen, Ogden
Delegate to AMA: Drew M. Petersen, Ogden

Alternate Delegate to AMA: Merrill C. Daines, Logan

Chairman of the Board, Blue Shield of Utah: Wallace S.

Brooke, Salt Lake City.

Speaker, House of Delegates: J. Clare Hayward, Logan

Vice Speaker, House of Delegates: William R. Christensen,

Salt Lake City

Scientific Editor for Utah, Rocky Mountain Medieal Journal:

Alan E. Lindsay, Salt Lake City.

Associate Editor, Rocky Mountain Medical Journal: Mr
Hoyt W. Brewster, Salt Lake City.

Executive Secretary: Mr. Hoyt W. Brewster, 42 South Fifth

East, Salt Lake City, telephone EL 5-7477.

Wyoming State Medical Society

OFFICERS—1968-69—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and expires

at the 1969 Annual Session.

President: Henry N. Stephenson, Newcastle.

President-elect: John J. Corbett, Casper.

Vice President: Fenworth M. Downing, Sheridan.

Secretary: William G. Erickson, Lander.

Treasurer: Duane M. Kline, Cheyenne.

Delegate to AMA: Harlan B. Anderson, Casper.

Alternate Delegate to AMA: ’Thomas A. Nicholas, Buffalo.

Speaker of the House: Roy W. Holmes, Casper.

Vice Speaker of the House: Goode R. Cheatham, Jr., Casper.

Scientific Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Francis A. Barrett, Cheyenne.

Associate Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Mr. Arthur R. Abbey, Cheyenne.

Public Relations Consultant: Mr. Bill Anderson, Cheyenne.

Executive Secretary: Mr. Arthur R. Abbey, Box 2266, Chey-
enne 82001. Office telephone 632-5525.
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Contraindications: History of sensitivity to meprobamate.

Important Precautions: Carefully supervise dose and
amounts prescribed, especially for patients prone to
overdose themselves. Excessive prolonged use has been
reported to result in dependence or habituation in suscep-
tible persons, as alcoholics, ex-addicts, and other severe
psychoneurotics. After prolonged excessive dosage,
reduce dosage gradually to avoid possibly severe withdrawal
reactions. Abrupt discontinuance of excessive doses has
sometimes resulted in epileptiform seizures.

Warn patients of possible reduced alcohol tolerance, with
resultant slowing of reaction time and impairment of
judgment and coordination.

Reduce dose if drowsiness, ataxia or visual disturbance
occurs; if persistent, patients should not operate vehicles
or dangerous machinery.

Side Effects include drowsiness, usually transient; if

persistent and associated with ataxia, usually responds to
dose reduction; occasionally concomitant CNS stimulants
(amphetamine, mephentermine sulfate) are desirable.
Allergic or idiosyncratic reactions are rare, but such
reactions, sometimes severe, can develop in patients
receiving only 1 to 4 doses who have had no previous
contact with meprobamate. Previous history of allergy may
or may not be related to incidence of reactions. Mild
reactions are characterized by itchy urticarial or
erythematous maculopapular rash, generalized or confined
to groin. Acute nonthrombocytopenic purpura with
cutaneous petechiae, ecchymoses, peripheral edema and
fever have been reported. One fatal case of bullous
dermatitis following intermittent use of meprobamate with
prednisolone has been reported. If allergic reaction
occurs, meprobamate should be stopped and not
reinstituted. Severe reactions, observed very rarely, include
angioneurotic edema, bronchial spasms, fever, fainting
spells, hypotensive crises (1 fatal case), anaphylaxis,

badubdub bibadu
xiety is expected in the cardiovascular patient,

ittle may even be desirable.

t when anxiety is exaggerated . . . when it

lerferes with sleep . . . when it aggravates

'diovascular symptoms, your help may
needed.

turally, you'll want to reassure the patient.

d perhaps prescribe Equanil (meprobamate)
adjunctive therapy. It helps relieve anxiety

|d tension specifically, yet gently.

lost 15 years’ use has shown that Equanil

isually well tolerated as well as effective,

le effects are generally limited to transient

iwsiness; serious, therapy-interrupting

le effects are rare.

stomatitis and proctitis (1 case) and hyperthermia. Treat
symptomatically as with epinephrine, antihistamine and
possibly hydrocortisone. Aplastic anemia (1 fatal case),

thrombocytopenic purpura, agranulocytosis and hemolytic
anemia have occurred rarely, almost always in presence of

known toxic agents. A few cases of leukopenia, usually

transient, have been reported on continuous administration.

Meprobamate may sometimes precipitate grand mal
attacks in patients susceptible to both grand and petit mal.

Extremely large doses can produce rhythmic fast activity

in the cortical pattern. Impairment of accommodation and
visual acuity has been reported rarely. After excessive
dosage for weeks or months, withdraw gradually (1 or 2
weeks) to avoid recurrence of pretreatment symptoms
(insomnia, severe anxiety, anorexia). Abrupt discontinuance
of excessive doses has sometimes resulted in vomiting,

ataxia, tremors, muscle twitching and epileptiform

seizures. Prescribe very cautiously and in small amounts
for patients with suicidal tendencies. Suicidal attempts
have resulted in coma, shock, vasomotor and respiratory

collapse and anuria. Excessive doses have resulted in

prompt sleep; reduction of blood pressure, pulse and
respiratory rates to basal levels; and occasionally
hyperventilation. Treat with immediate gastric lavage and
appropriate symptomatic therapy. (CNS stimulants and
pressor amines as indicated.) Doses above 2400 mg./day
are not recommended.

Composition; Tablets, 200 mg. and 400 mg. meprobamate.
Coated Tablets, W/YSEALS® EQUANIL (meprobamate)
400 mg. (Ail tablets also available in REDIPAK® [strip

pack], Wyeth.) Continuous-Release Capsules,
EQUANIL L-A (meprobamate) 400 mg.

Wyeth Laboratories Philadelphia, Pa.

Equanir
(meprobamate)



WANT ADS
DISTRICT AND EMERGENCY ROOM PHYSICIANS—The
Amarillo Hospital District has positions open for District

and Emergency Room Physicians. We operate a 275-bed gen-
eral hospital and a 100-bed adult psychiatric hospital. Com-
pensation is open and may be engaged on a retainer or
contractural basis. Contact: Mr. Don Pipes, Personnel Di-
rector, Northwest Texas Hospital, P. O. Box 1110, Amarillo,
Texas 79105. 669-1-TFB

TUCSON—UNIVERSITY OF ARIZONA COLLEGE OF MEDI-
CINE-INTERNAL MEDICINE RESIDENCY—at the Veterans

Administration Hospital, approved 3-year program, 360 bed
hospital with 181 medical beds. Affiliated with Davis-Monthan
AFB Hospital for pediatric and female medicine. Faculty of
College of Medicine responsible for supervision of program.
University Hospital under construction; then integrated rota-
tion. Active subspecialty and research services. ECFMG Certi-
ficate required of foreign graduates not engaged in exchange
visitor program. Salaries: First Year, $6,900; Second Year,
$7,500; Third Year, $8,100. Contact: Chief, Medical Service,
VA Hospital, Tucson, Arizona 85713. Equal Opportunity
Employer. 969-1-3B

VAIL VILLAGE CONDOMINIUM: 2 bedrooms, 2 baths, fire-
place, wall-to-wall carpeting, cathedral ceilings, balcony, ter-

race. Overlooks all Vail Valley and slopes. Easy walk to lifts.

Excellent income possibilities. $49,950.00. By owner. Telephone
(303) 476-5116. 1069-2-lB

600-1,100 sq. ft. in the Cherry Hills Medical Arts Building
Complex at 3535 So. Lafayette St., Englewood, Colorado.

Minutes from two fine hospitals and the New Englewood
Shopping Center. Complex consists of 25 MDs, 6 DDSs, and
labs, etc. For information call (303) 761-2543, Evenings 985-

1909, or write Richardson & Co., 300 East Hampden, Engle-
wood, Colorado 80110. 1069-3-lB

PATHOLOGY RESIDENCIES AND INTERNSHIPS available
in 600 bed general hospital. Fully approved four year pro-

gram in anatomical and clinical Pathology. Average annual
specimens and tests—348,587. Interns—$6,300; residents—$8,100

up. Board and laundry. Charles B. Mitchell, M.D., Director
of Laboratories, Harris Hospital, 1300 West Cannon. Fort
Worth, Texas 76104. 169-7-12B

ANESTHESIOLOGY RESIDENCIES available—Fully approved
two year program in 600 bed general hospital includes

neurosurgery, thoracic, and cardiovascular surgery. Annual
anesthetics administered—over 13,000. Stipend—$8,100 and
$9,300. Board and laundry. A. N. Heinrichs, M.D., Director,
Department of Anesthesia, Harris Hospital, 1300 West Can-
non, Fort Worth, Texas 76104. 169-8-12B

GENERAL SURGEON. YOUNG certified or eligible with mil-
itary obligation fulfilled. Salary to start, leading to partner-

ship with 44-year-old certified, established surgeon in town
of 14,000 with drawing area of 40,000. 2 hrs. from Denver.
140 bed JCHA accredited county hospital. Reply to Box 869-2-3,
Rocky Mountain Medical Journal, 1809 E. 18th Ave., Denver,
Colo. 80218. 869-2-3

REGISTERED NURSES for 25-bed general hospital in rural
Spanish-American area of northern New Mexico, 44 miles

north of Santa Fe. Salary competitive. Room and meals avail-
able. Challenging opportunity for real service for periods of
six months or more. Write: Mrs. Mary J. Eskite, Personnel
Director, Presbyterian Medical Services, Box 2384, Santa Fe,
New Mexico 87501. (505) 982-5566. 1069-1-lB

INTERNIST-CARDIOLOGIST desires position in clinical medi-
cine with individual, group, or hospital. Some cardiac cath.

experience. Seeks association favoring academic environment
as well as financial gain. Please reply to Box 1069-5-lB,
Rocky Mountain Medical Journal, 1809 E. 18th Avenue, Den-
ver, Colorado 80218. 1069-5-lB

INTERNISTS AND GENERAL PRACTITIONERS WANTED
for General Hospital Division of the Colorado State Hos-

pital. Salary dependent upon training and experience. Hospital
planning for expansion to be developed as a comprehensive
health center. Opportunities for advancement available. Pueblo
is in sunny southern Colorado, excellent year-round weather,
excellent schools, located close to the mountains and recrea-
tional facilities. For information contact Charles E. Meredith,
M.D., Superintendent, Colorado State Hospital, 1600 W. 24th
Street, Pueblo, Colorado 81003, or phone Mr. William J.

Maguire, Jr. at (303) 543-1170, extension 2619. 1069-4-2B

CENTRALLY LOCATED
For the medical and dental professions

REPUBLIC BUILDING CORPORATION

Here, in the heart of down-
town Denver, the Republic Build-

ing is the best-known Medical-

Dental Center in the Rocky
Mountain West, complete with

24-hour operation, X-ray; patho-

logical and dental laboratories,

pharmacy, drug and supply

stores.

With the completion of the

new 500~car, self-service parking

facility, the Republic Building-
designed and operated for the

medical and dental professions

—

offers the ultimate in patient-con-

venience and medical facilities.

Space is available. Ask for

illustrated brochure.

1624 TREMONT PLACE, DENVER, COLORADO 80202
PHONE 534-5271

88 Rocky Mountain Medical Journal



Newton Optical

Company
Catering to

Medical Profession Patronage

309 16th Street

Denver 80202

Telephone

534-8714

ARTIFICIAL EYES
Plastic eyes and glass eyes

specially made to fit the most

difficult cases. An expert eye-

maker is in our office at all

times to give your patients the

satisfaction they must have.

In business since 1906.

Write or phone for full details.

DENVER OPTIC COMPANY
330 University Bldg. • 16th and Champa • 825-0229

Denver, Colorado 80202

you’ve got
connections

with
Colorado’s
biggest

taxpayer.

publ^
“Serwe
Company

100% RETURN!
ON TAX DOLLARS

INVESTED

Equipment and Furnishings

on a Tax Sustained

Professional Lease

Use supplier of your choice

1.

2.

3.

Purchase and Lease Back Plan

New Practice Plan

New Equipment Plan

Please call . . . no obligation

758-2850

medical
leasing

1 1 1 1W corporation

THERAMATIC MARK VII

The OnlyPhf hVgh^frequency

diathermy
to offer all these advantages:
I Simple to operate

H No need to disrobe patient for treatment
I No special treatment room required

I Safe! Heat rise completely controllable to

comfortable level

Maximum penetration of body tissue

I Conforms to requirements applicable to

medical diathermy

MANUFACTURED BY

DYNAPOWER SYSTEMS CORP.
1707 19th St./Santa Monica, Co. 90404/(213) 451-1578

4173 South Hudson Parkway
Englewood, Colo. 80110/(303) 758-2850

WRITE FOR FREE DEMONSTRATION

I name |

I
I

I
city

I

I
state zip !

I PLEASE SEND FREE LITERATURE |
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WHAT IS LEASING??
1. Minimum Cash Outlay.

2. Tax Advantages.

ALL MAKES ALL MODELS.

EXCEPT THIS ONE!

Let one of our Lease Consultants

give you the Facts with

No Obligation.

Call Colbef 388-5401 — Ask for

Chuck Koesis.

ST. CLAIRE MOTOR LEASING
Denver, Colorado

6950 E. Colfax Avenue

THE EMORY JOHN BRADY HOSPITAL
401 Southgate Road COLORADO SPRINGS, COLORADO 80906 MElrose 4-8828

E. JAMES BRADY, M.D., Medical Director

For the care and treatment of Psychiatric disorders.

Individual and Group Psychotherapy and Somatic Therapies.

Occupational, diversional and outdoor activities.

X-ray, Clinical Laboratory and Electroencephalography.

CAMPBELL F. RICE, Superintendent

Francis A. O’Donnell, M.D.

Robert W. Davis, M.D.
Richard L. Conde, M.D.
Gilbert 0. Horn, M.D.
Paul A. Draper, M.D.
Charles W. McQellan, M.D.

James E. Edwards, M.D.

90 Rocky Mountain Medical Joubnal
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TUNIS

RABAT

imagine, the Rocky Mountain Medical Conference two week
AFRICAN ADVENTURE vacation costs less than tourist class air

fare to the same destinations yet includes—

• the best DELUXE HOTELS
• TWO gourmet meals per day at a selection of finest restaurants

• direct WORLD AIRWAYS 707 private jet

• five AFRICAN ADVENTURE hosts to

assist you
• Transfers of all baggage—

‘ -70 POUNDS BAGGAGE ALLOWANCE
^ ^ many other special features

ENJOY four days each in MOROCCO,
'

KENYA and TUNISIA optional trip

to Romegu

AFRICAN ADVENTURE is YOUR

-

A vacation . . . sightsee . . . shop . .

.

^ '

golf . . . nightclub . . . relax ...

^
there is absolutely NO

*.
REGIMENTATION.

‘

'tR ^ NEVER has there
'* been a vacation

value like our
AFRICAN

ADVENTURE.

NAIROBI

RETURN THIS COUPON NOW!
SEND TO: COLORADO MEDICAL SOCIETY

1809 E. 18th Ave., Denver, Colo. 80218

Enclosed is my check for $ ($100 per person)
as AFRICAN ADVENTURE deposit

NAME

MAKE YOUR RESERVATIONS EARLY-SPACE STRICTLY
LIMITED!

ROCKY MOUNTAIN MEDICAL CONFERENCE
Departing Albuquerque and Denver January 10, 1970 PLUS $30 TAX AND SERVICE

ADDRESS

CITY STATE

ZIP PHONE

Departing Denver and Albuquerque January 10, 1970



i Lactinex
YABLETS & GRANULES

fo help restore and stabilize

the intestinal flora

F for fever blisters and canker

[
sores of herpetic origin

r

i

Lactinex contains both Lactobacillus acidophilus and

^
L. bulgaricus in a standardized viable culture, with the

[
naturally occurring metabolic products produced by

I
these organisms.

i

Lactinex has been shown to be useful in the treat-

ment of gastrointestinal disturbances, and for relieving

the painful oral lesions of fever blisters and canker

sores of herpetic origin.^’^'^'^-s.s.T.s

s

E

j

No untoward side effects have been reported to date.

I
Literature on indications and dosage available on

request.

HYNSON, WESTCOTT & DUNNING, INC.

Baltimore, Maryland 21201

(LX-D5>

r

1
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CONTROL FOOD AND MOOD ALL DAY LONG WITH A SINGLE MORNING DOSE

One Ambar Extentab before breakfast can

I

help control most patients’ appetite for up

I
to 12 hours. Methamphetamine, the appe-

* tite suppressant, gently elevates mood and

I

helps overcome dieting frustrations. Pheno-

barbital, the sedative in Ambar, controls irritability and

I

anxiety. .. helps maintain a state of mental calm and equa-

nimity. Both work together to ease the tensions that erode

: the willpower during periods of dieting,

j

Also available: Ambar #1 Extentabs®— methamphetamine

hydrochloride 10 mg., phenobarbital 64.8 mg. (1 gr.) (Warn-

ing: may be habit forming).

AMBAR^l
EXTENTABS

methamphetamine HCl 15 mg.,
phenobarbital 64.8 mg. (1 gr.)

(Warning: may be habit forming).

BRIEF SUMMARY/Indications: Ambar
® suppresses appetite and helps offset emo-

tional reactions to dieting. Contraindica-

tions: Hypersensitivity to barbiturates or

sympathomimetics; patients with advanced

renal or hepatic disease. Precautions: Administer with cau-

tion in the presence of cardiovascular disease or hypertension.

Side Effects: Nervousness or excitement occasionally noted,

but usually infrequent at recommended dosages. Slight drows-

iness has been reported rarely. See package insert for further

details. a. H. robins company,
RICHMOND, VA. 23220 /a ll j D 1 1 «J



1 \THE BREAKUP of a business partnership, the crack-up of

a marriage, the shake-up of being fired or reduced to

bankruptcy. . . after any significant loss or severe blow to self

esteem, both anxiety and depression almost always follow.



FOR MODERATE TO
I

SEVERE ANXIETY
j WITH COEXISTING
I DEPRESSION

1

TRANQUILIZER-
ANTIDEPRESSANT
Containing perphenazine and amitriptyline HCI

For prescribing information, including indica-
tions, contraindications, warnings, precautions,
and side effects, please see following page.



FOR MODERATE TO
SEVERE ANXIETY
WITH COEXISTING
DEPRESSION

TRANQUILIZER-
ANTIDEPRESSANT
Containing perphenazine and amitriptyline HCI

TRIAVlL®2-25: Each tablet contains 2 mg. of perphenazine

and 25 mg. of amitriptyline hydrochloride.

TRIAVIL®4-25; Each tablet contains 4 mg. of perphenazine

and 25 mg. of amitriptyline hydrochloride.

TRIAVIL®2-10: Each tablet contains 2 mg. of perphenazine

and 10 mg. of amitriptyline hydrochloride.

TRIAVIL®4-10: Each tablet contains 4 mg. of perphenazine

and 10 mg. of amitriptyline hydrochloride.

INDICATIONS: Patients with moderate to severe anxiety

and/or agitation and depressed mood; patients with

depression in whom anxiety and/or agitation are severe;

patients with depression and anxiety in association with

chronic physical disease; schizophrenics with associated

depressive symptoms.

CONTRAINDICATIONS: Central nervous system

depression from drugs (barbiturates, alcohol, narcotics,

analgesics, antihistamines); bone marrow depression;

urinary retention; pregnancy; glaucoma. Do not give in

combination-with MAOl drugs because of possible

potentiation that may even cause death. Allow at least 2
weeks between therapies, in such patients therapy with

TRIAVIL should be initiated cautiously, with gradual

increase in the dosage required to obtain a satisfactory

response.

WARNINGS: Patients should be warned against driving a

car or operating machinery or apparatus requiring alert

attention, and that response to alcohol may be potentiated.

PRECAUTIONS: Suicide is always a possibility in mental

depression and may remain until significant remission

occurs. Supervise patients closely in case they may
require hospitalization or concomitant electroshock

therapy. Untoward reactions have been reported after the

combined use of antidepressant agents having various

modes of activity. Accordingly, consider possibility of

potentiation in combined use of antidepressants. Not

recommended for use in children. Mania or hypomania

may be precipitated in manic-depressives (perphenazine

in TRIAVIL seems to reduce likelihood of this effect). If

hypotension develops, epinephrine should not be

employed.as its action is blocked and partially reversed by

perphenazine. Caution patients about errors of judgment
due to change in mood.

SIDE EFFECTS: Similar to those reported with either

constituent alone.

Perphenazine: Should not be used indiscriminately. Use
caution in patients with history of convulsive disorders or

severe reactions to other phenothiazines. Likelihood of

untoward actions greater with high doses. Closely

supervise with any dosage. Side effects may be any of

those reported with phenothiazine drugs: blood dyscrasias
(pancytopenia, thrombocytopenic purpura, leukopenia,

agranulocytosis, eosinophilia); liver damage (jaundice,

biliary stasis); extrapyramidal symptoms (opisthotonos,

oculogyric crisis, hyperreflexia, dystonia, akathisia,

dyskinesia, parkinsonism) usually controlled by the

concomitant use of effective antiparkinsonian drugs
and/or by reduction in dosage, but sometimes persist

after discontinuation of the phenothiazine; severe acute
hypotension (of particular concern in patients with mitral

insufficiency or pheochromocytoma); skin disorders

(photosensitivity, itching, erythema, urticaria, eczema, up
to exfoliative dermatitis); other allergic reactions (asthma,

laryngeal edema, angioneurotic edema, anaphylactoid

reactions); peripheral edema; reversed epinephrine

effect; endocrine disturbances (lactation, galactorrhea,

disturbances of menstrual cycle); grand mal convulsions!

cerebral edema; altered cerebrospinal fluid proteins;

polyphagia; paradoxical excitement; photophobia; skin

pigmentation; failure of ejaculation; EKG abnormalities

(quinidine-like effect); reactivation of psychotic processes;

catatonic-like states; autonomic reactions such as dryness

of the mouth, headache, nausea, vomiting, constipation,

obstipation, urinary frequency, blurred vision, nasal

congestion, and a change in the pulse rate; hypnotic

effects; pigmentary retinopathy; corneal and lenticular

pigmentation; occasional lassitude; muscle weakness;
mild insomnia; significant unexplained rise in body
temperature may suggest intolerance to perphenazine, in

which case discontinue. Antiemetic effect may obscure

signs of toxicity due to overdosage of other drugs or make
diagnosis of other disorders such as brain tumors or

intestinal obstruction difficult. May potentiate central

nervous system depressants (opiates, analgesics,

antihistamines, barbiturates, alcohol), atropine, heat, and
phosphorous insecticides.

Amitriptyline: Careful observation of all patients

recommended. Side effects include drowsiness (may
occur within the first few days of therapy)

;
dizziness;

nausea; excitement; hypotension; fainting; fine tremor;

jitteriness; weakness; headache; heartburn; anorexia;

increased perspiration; incoordination; allergic-type

reactions manifested by skin rash, swelling of face and
tongue, itching; numbness and tingling of limbs, including

peripheral neuropathy; activation of latent schizophrenia

(however, the perphenazine content may prevent this

reaction in some cases); epileptiform seizures in chronic

schizophrenics; temporary confusion, disturbed

concentration, or transient visual hallucinations on high

doses; evidence of anticholinergic activity, such as

tachycardia, dryness of mouth, blurring of vision, urinary

retention, constipation, paralytic ileus; agranulocytosis;

jaundice. The antidepressant activity may be evident

within 3 or 4 days or may take as long as 30 days to

develop adequately, and lack of response sometimes
occurs. Response to medication will vary according to

severity as well as type of depression present. Elderly

patients and adolescents can often be managed on lower

dosage levels.

For more detailed information consult your Merck Sharp

and Dohme representative or see the package circular.

MERCK SHARP & DOHME
Division of Merck & Co.. Inc. West Point. Pa. 19486

where today's theory is tomorrow’s therapy



Picture of

painful myositis

treated with
Parafon FortelABLETs

Paraflex® (chlorzoxazone)* 250 mg.

Tylenol® (acetaminophen) 300 mg.

Parafon Forte tablets help to relieve pain,

restore mobility. . . stop pain-spasm feedback

by providing

:

a nonsalicylate analgesic equal to aspirin for the relief

of pain/>2 yet unlikely to produce the irritation to the

gastric mucosa so often associated with salicylate

therapy®

and a skeletal muscle relaxant shown to have up to a

6-hour span of action^... to retain effectiveness even

on continued administration^,.. but not likely to have

the central effects of tranquilizing compounds.®

Prescribe Parafon Forte for effective spasmolysis

and analgesia in sprains, strains, myalgias, low back

pain, bursitis and other musculoskeletal disorders.

Your patients will appreciate the restored comfort

and freedom of movement it usually provides.

Contraindications: Sensitivity to either component. Precautions:

Exercise caution in patients with known allergies or history of

drug allergies. If a sensitivity reaction or signs or symptoms sug-

gestive of liver dysfunction are observed, the drug should be

stopped. Adverse Reactions: Occasionally, drowsiness, dizziness,

lightheadedness, malaise, overstimulation or gastrointestinal

disturbances may be noted; rarely, allergic-type skin rashes,

petechiae, ecchymoses, angioneurotic edema or anaphylactic

reactions. In rare instances, Paraflex (chlorzoxazone) may pos-

sibly have been associated with gastrointestinal bleeding. While
Paraflex (chlorzoxazone) and chlorzoxazone-containing prod-

ucts have been suspected as being the cause of hepatic toxicity

in approximately eighteen patients, it was not possible to state

that the dysfunction was or was not drug induced. Usual Adult

Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets,

imprinted “McNEIL”— bottles of 100.

References: 1. Batterman, R. C., and Grossman, A. J.: Fed. Proc. J.4‘316,

1955. 2. Goodman, L. S., and Gilman, A., ed.: The Pharmacological Basis of

Therapeutics, ed. 3, New York, The Macmillan Company, 1965, p. 331. 3. Roth,
J. L. A., et al.i Gastroenterology .4.4:146,

1963, 4, Berman, H. H., et al.: Dis. Nerv,
Syst. ^5:430, 1964. 5. Friend, D. G. : Clin.

Pharmacol. Ther. 5:871, 1964.

MCNEIL LABORATORIES, INC., FT. WASHIN(3TON, PA. 19034 patent no. 2,S95,B77

McNEIL





lerramyciit
'oxytetracycline)
Fire victim. Examination reveals second degree burn of lower

leg. To combat shock, restore circulatory volume and replace

protein loss, plasma is administered. Local pressure dressing

applied. Limb elevated to limit the flow of lymph. About 36

hours after admission the patient develops an elevated tem-

perature and complains of pain at the site of the lesion.

Dressing removed. A suppurating slough area has developed

over part of the burn. A swab specimen is taken for culture

and the slough area is debrided. Antibacterial treatment is

begun with Terramycin I.M. Days later, recovery is progress-

ing, and the laboratory report shows a mixed infection with a

predominance of susceptible coliform bacteria, confirming the

therapeutic choice. Terramycin therapy is continued until all

signs of infection disappear.

Experience has shown that Terramycin offers special

advantages in treating bacterial infections complicating burns,

when strains of causative organisms are susceptible. Broad-

spectrum antibacterial coverage. Activity unaffected by peni-

cillinase, Rapidly achieved therapeutic blood levels. Proven

tissue toleration.

Terramycin I.M. is the only preconstituted broad-

spectrum antibiotic designed specifically for intramuscular

use. Requires no refrigeration. Remains stable for at least two

years. Available for immediate use in Isoject,® a disposable

injection unit. In difficult as well as routine cases, when tests

reveal susceptible organisms, consider Terramycin. One of

the world’s most widely used broad-spectrums.

LABORATORIES DIVISION
New York. N.Y 10017

Contraindicated: In Individuals hypersensitive to any
of the components of this drug.

Warnings: If renal impairment exists, even usual

doses may lead to excessive systemic accumulation and
possible liver toxicity. In such patients, lower than
usual doses are indicated and for prolonged therapy
oxytetracycline serum level determinations may be
advisable.

Terramycin may form a stable calcium complex in any
bone-forming tissue with no serious harmful effects re-

ported thus far in humans.
Use of oxytetracycline during the last trimester of
pregnancy, neonatal period and early childhood may
cause discoloration of teeth. This effect occurs mostly
during long-term use of the drug, but it has also been
observed in usual short-treatment courses.

During treatment with tetracyclines, individuals sus-

ceptible to photodynamic reactions should avoid direct

sunlight. Discontinue therapy at first evidence of skin

discomfort.

Note: With oxytetracycline, phototoxicity is not be-

lieved to occur and photoallergy is very rare.

Precautions: Use of broad-spectrum antibiotics occa-

sionally may result in overgrowth of nonsusceptible

organisms. Where such infections occur, discontinue

oxytetracycline and institute specific therapy.

As with all intramuscular preparations, Terramycin
Intramuscular Solution should be injected well within
the body of a relatively large muscle. Adults: The
preferred sites are the upper outer quadrant of the but-
tock (i.e., gluteus maximus), or the mid-lateral thigh.

Children: It is recommended that intramuscular in-

jections be given preferably in the mid-lateral muscles

of the thigh. In infants and small children the periphery

of the upper outer quadrant of the gluteal region

should be used only when necessary, such as in burn
patients, in order to minimize the possibility of dam-
age to the sciatic nerve.

The deltoid area should be used only if well developed
such as in certain adults and older children, and then
only with caution to avoid radial nerve injury. Intra-

muscular injections should not be made into the lower

and mid-thirds of the upper arm. As with all intra-

muscular injections, aspiration is necessary to help

avoid inadvertent injection into a blood vessel.

Increased intracranial pressure with bulging fontanelles

has been observed occasionally in infants receiving

therapeutic doses of the drug, but such signs and
symptoms have disappeared rapidly on cessation of

treatment with no sequelae.

Adverse Reactions: Subcutaneous and fat-layer in-

jection may produce mild pain and induration which
may be relieved by an ice pack. Very mild gastro-

intestinal disturbances, not requiring discontinuance

of the drug, may occur occasionally. Allergic reactions,

including anaphylaxis, rarely have been observed.

Dosage: Adult: The optimal dosage varies, depending
on the type and severity of infection. Unless otherwise

specified, a dose of 100 mg. every 8 to 12 hours, or a

single daily dose of 250 mg. should be adequate for the

treatment of most mild or moderately severe infections.

In severe infections, 100 mg. every 6 to 8 hours, or 250
mg. every 12 hours may be necessary.

Serum levels obtained by the recommended dosages

are comparable to those provided by the oral dosage

of 1 to 2 Gm. daily in adults. Antibiotic therapy

should be continued for at least 24 to 48 hours after

all symptoms and fever have subsided.

In certain diseases specific courses of therapy may be

recommended as a general guide. In primary and sec-

ondary syphilis for example, the daily administration

of 2 Gm. oxytetracycline, orally, in divided doses for

two weeks has given good results. In cases of gonococ-

cal infection two intramuscular injections of 250 mg.
each, or one intramuscular injection of 250 mg. com-
bined with one gram given orally as a single dose, will

usually suffice, but repetition of this therapy will be
required in an occasional case.

In the treatment of hemolytic streptococcal infections,

therapy should continue for at least 10 days to prevent

development of rheumatic fever or glomerulonephritis.

In the treatment of staphylococcal infections indicated

surgical procedures should be carried out in all cases.

Pediatric: A dosage of 3 mg./lb./day in two doses has
been found satisfactory in the treatment of most mild

to moderately severe infections. For more severe infec-

tions, higher dosages may be indicated and should be
adjusted accordingly.

Terramycin Intramuscular Solution provides maximum
absorption and patient toleration with minimal local

irritation.

Supp^: Terramycin (o^tetracycline) Intramuscular
Solution: available in single dose, prescored glass am-
pules containing 100 or 250 mg. oxytetracycline/ 2 cc.,

Isoject® syringes containing lOO or 250 mg. oxytetra-

cycline/2 cc. and 10 cc. multiple dose vials containing

50 mg. oxytetracycline/ cc.

More detailed professional information available on request.



!§trasenburgtt
Stfi^enburgh Laboratories Division

Wailace:& Tiera^ lac., Rochester, N. Y,

purpose

(Resin caomplexes of Hydrocodone and Phenyltoloxamine)

. . . it works
(usually

for 10 to 12

hours^)

TUssiQNEX suspension/tablets; Each teaspoonful (5 cc.) or

tabletofTUSSIONEX contains 5 mg. hydrocodone (Warning;

May be habit-forming) and 10 mg. phenyltoloxamine, both as cation

exchange resin complexes of sulfonated polystyrene.

Class B narcotic- oralRx where state laws permit.

INDICATIONS : Coughs associated with respiratory infections

including chronic sinusitis, colds, influenza, bronchitis, and cough

resulting froni measles, pulmonary tuberculosis, bronchiectasis,

and bronchogenic carcinorna.

*dosage: Adults: 1 teaspoonful (5 cc.) or tablet every 8-12 hours.

Children: Under 1 year: 1/4 teaspoonful every 12 hours.

From 1 -5 years ; 1/2 teaspoonful every 12 hours. Over 5 years

:

1 teaspoonfulevery 12 hours.

SIDE EFFECTS: May Ipclude mild constipation, nausea, facial

Fritritus, or drowsine^.

Fm complete det^aiedietformation, refer to package insert or

oiicial brochure.’ V



What's
Polycilliiijtrihydrate)gottodowith

the price of bananas?
Just this: According to the U.S. Bureau of Labor

Statistics, bananas are one of the few things that

actually cost less today than five years ago. The

same is true of Polycillin. In fact, the price of Poly-

cillin has been reduced about 30% since its intro-

duction in 1963...making it, according to national

surveys of patient costs, as economical as lead-

ing brands of tetracycline and erythromycin.

And Polycillin is available in a variety of dosage

forms for your patients—more than any other am-

picillin. Itcomes in 250 mg. and 500 mg. capsules;

in convenient, chewable tablets of 125 mg.; oral

suspension, 125 rr^. and 250 mg. per 5 ml.; and

in pediatric drops, 100 mg. per ml. Also available

parenterally as Polyclllin-N®{sodium ampiclllin).

BRISTOL LABORATORIES
Division of Bristol-Myers Co.
Syracuse, New York 13201

BRISTOL



Give your patients

rest from pain Empiritf Compound
with Codeine
Phosphate gr.l/2,No. 3
Each tablet contains: Codeine Phosphate gr. V2 (Warn-
iog—May be habit forming), Phenacetin gr. IVz, Aspirin

gr. 31^, Caffeine gr. Vz.

B. W. & Co. narcotic products are Class/‘B”, and as such are available on
oral prescription, where State law permits.

Complete literature available on request from Professional Services

Dept. PML.

BURROUGHS WELLCOME & CO. (U.S.A.) INC.,Tuckahoe,N.Y.



^ TEPANIL—the right start in support of th©

\\ \ weight-control program you recommend. It

,

. \ \ reduces the appetite. Doesn’t kilt it. Weight

\ loss is significant—gradual—-yet there is a

\ relatively low incidence of CNS stimula-

tion. Because TEPANIL works on the

\ \ \\ appetite, not on the "nerves."

Contraindications: Concurrently with AAAO inhibitors, in patients

\ \ \ I hypersensitive to this drug; in emotionally unstable patients

I \ V ^ susceptible to drug abuse.

\ \ \ Warning: Although generally safer than the amphetamines,

\ ^ ; use with great caution in patients with severe hypertensian or

severe cordiovascular disease. Do not use during first trimester of

pregnoncy unless potential benefits outweigh potential risks.

Adverse Reactions: Rarely severe enough to require discontinuation of ther-

apy, unpleasant symptoms with diethylpropion hydrochloride have been feported

to occur in relatively low incidence.

As is choracteristic of sympathomimetic agents, it may occasionally cause CNS effects such OS

insomnia, nervousness, dizziness, anxiety, and jitteriness. In controst, CNS depression has been

reported. In a few epileptics an increase in convulsive episodes has been reported.

Sympathomimetic cardiovascular effects reported include ones such as tachycardia, precordial

pain, arrhythmia, palpitation, and increased blood pressure. One published report described

T-wave changes in the ECG of a healthy young male after ingestion of diethylpropion hydro-

chloride; this wos an isolated experience, which has not been reported by others.

Allergic phenomena reported inciude such conditions as rash, urticaria, ecchymosis,and erythema.

Gastrointestinal effects such as diarrhea, constipation, nausea, vomiting, and abdominal discom-

fort have been reported.

Specific reports on the hematopoietic system include two each of bone morrow depression,

agranulocytosis, and leukopenia.

A variety of miscellaneous adverse reactions have been reported by physicians. These include

complaints such as dry mouth, headache, dyspnea, menstrual upset, hair loss, muscle pain,

decreased libido, dysuriq, and polyuria.

Convenience of two dosage forms; TEPANIL Ten-tab tablets: One 75 mg. tablet daily, swallowed

whole, in midmorning (10 a.m.); TEPANIL: One 25 mg. tablet three times daily, one hour before

meals. If desired, an additional tablet may be given in midevening to overcome night hunger.

Use in children under 12 years of age is not recommended.

I [continuous releos# fonti)

(diethylpropion hydrochloride)
THE NATIONAL DRUG COMPANY

I iIt ' I Ol'^ISION OF RICHARDSON-MERRELL )NC.
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Butiserpazide—the antihypertensive with

the ‘buti’ part-lowers blood pressure so smoothly

that patients are often untroubled by

the disease or therapy.

The “buti” part of Butkerpazide is the addi-

tion of the mildly sedative effect of Butisol (buta-

barbital) to classic thiazide/reserpine therapy.

“It would appear that the addition of an anx-

iety-relieving agent [Butisol] to a drug combi-

nation utilizing well-established compounds proved

useful in reducing hypertensive symptoms in over

half the patients

Furthermore, clinical comparisons have shown

that many patients respond to Butiserpazide with

smooth, uniform lowering of blood pressure^. . . at

times below the levels achieved with previous ther-

apyi'2. ..as well as a lowered incidence of side

effects.

Usual dosage is just 1 tablet once or twice a

day. And you have a choice of 2 strengths:

Butiser|)azide-25 Butiserpazide-50
B Prestabs®* Tablets (orange)Prestabs®* Tablets (green)

Butisol® (butabarbital) 30 mg.t

;

hydrochlorothiazide 25 mg.; reserpine 0.1 mg.

Butisol® (butabarbital) 30 mg.t;

hydrochlorothiazide 50 mg.; reserpine 0.1 mg.

^Warning: May be habit forming. *15 mg. of Butisol (butabarbital), plus the other ingredients, in outer layer; 15 mg. of
Butisol (butabarbital), in a specially coated core for delayed release, to approximately equalize duration of action for all

components.

Contraindications; Sensitivity to any component, porphyria, peptic ulcer, ulcer-

ative colitis, mental depression, renal impairment or shutdown. Warnings:

Consider the possibility of sensitivity reactions in patients with history of

allergy or bronchial asthma. Coated potassium tablets, sometimes administered

in conjunction with antihypertensive therapy, may be associated with small

bowel lesions, which have led to obstruction, hemorrhage and perforation.

Surgery has frequently been required and deaths have occurred. Such tablets

should be used only when indicated and when adequate dietary supplementation

is not practical. They should be discontinued immediately if abdominal pain,

distention, nausea, vomiting, or g.i. bleeding occur. Use in Pregnancy: Exercise

caution, since thiazides cross the placental barrier and may cause fetal or

neonatal hyperbilirubinemia, thrombocytopenia or altered carbohydrate metab-

olism; adverse reactions seen in the adult may occur in the newborn. Use

reserpine in women of childbearing age only when essential to patient welfare.

Increased respiratory secretions, nasal congestion, cyanosis, and anorexia may

occur in infants born to reserpine-treated mothers. Precautions; Butisol

(butabarbital)— Exercise caution in moderate to severe hepatic disease. Elderly

or debilitated patients may react with marked excitement or depression.

Hydrochlorothiazide— induce electrolyte imbalance; when used with digi-

talis or one of its glycosides and in patients with severe hepatic insufficiency,

cardiac arrhythmias or symptoms of impending hepatic coma may occur. Dis-

continue and institute appropriate countermeasures if prolonged use produces

hypokalemia or (likely with sodium restriction) hyponatremia and hypochlore-

mic alkalosis. (Ammonium chloride, used to reverse hypochloremic alkalosis,

is contraindicated in hepatic disease.) May produce elevated serum uric acid

levels (and, infrequently, gout) or reduce glucose tolerance, altering insulin

requirements in diabetics, ffeser/r/'/ie— Observe for signs or symptoms of peptic

ulcer or ulcerative colitis. Discontinue at first sign of mental depression;

keep in mind possibility of suicide. Exercise extreme caution in history of

mental depression. May produce cardiac arrhythmias when used with digitalis

and quinidine, or may precipitate biliary colic in patients with gallstones.

Discontinue 1 to 2 weeks before surgery; inform the anesthetist in event of

emergency surgery. Exercise caution in history of epilepsy. Discontinue 1 to

2 weeks before ECT. ffenera/— Exercise caution in coronary artery disease.

Adverse Reactions; Dizziness, drowsiness, weakness, nasal congestion, leg

cramps, nausea, palpitations, superficial skin bruises, palmar erythema, head-

ache, dehydration, skin rash, “hangover,” systemic disturbances, diarrhea,

itching, vomiting, paresthesia, photosensitivity, pancreatitis, jaundice, xan-

thopsia, purpura, thrombocytopenia, leukopenia, agranulocytosis, aplastic

anemia, anorexia, gastric irritation, abdominal cramping, constipation, glycos-

uria, vertigo, cutaneous vasculitis, orthostatic hypotension (potentiated by

alcohol, barbiturates, or narcotics), increased salivation and gastric secretion,

increased intestinal motility, loose stools, angina-like syndrome, arrhythmias,

bradycardia, flushing, hypotension, nervousness, paradoxical anxiety, rarely

atypical Parkinsonian syndrome, central nervous system sensitization (mani-

fested by dull sensorium, deafness, glaucoma, uveitis, optic atrophy), dryness

of mouth, syncope, epistaxis, weight gain, and impotence or decreased libido.

Usua! Adult Dosage: Butiserpazide®-25 or BUTiserpazide®- 50; 1 tablet daily

or b.i.d. When used with other antihypertensive agents reduce dosage of both

drugs about 50% and observe carefully for changes in blood pressure. Before

prescribing or administering, see package insert.

References; 1. Coodley, E. L.: Curr. Ther. Res. 4:460 (Sept.) 1962. 2. Johnson,

H. J., Jr.: Penn. Med. J. 67:35 (May) 1964.

McNeil Laboratories, Inc.

Fort Washington, Pa. 19034McNEll



Man in space, now fait accompli, re-emphasizes the

importance of Uro-Phosphate therapy. Research into

the effect of space travel on the astronaut reveals

that weightlessness causes loss of bone calcium. As
the bones are required to bear less and less of the

weight of the body they lose calcium, increasing the

calcium content of the urine. When physical activity

is reduced, the acidity of the urine should be adjusted

to keep increased calcium in solution .... a prophy-

laxis to prevent kidney or bladder calculi.

Uro-Phosphate.
NOW A SUGAR-COATED TABLET
Each tablet contains: methenamine, 300 mg.; sodium acid phosphate, 500 mg.

Uro-Phosphate gives comfort and protec-

tion when inactivity causes discomfort in

the urinary function. It keeps calcium in

solution, preventing calculi; it maintains

clear, acid, sterile urine; it encourages

Dosage:

For protection of the inactive patient

1 or 2 tablets every 4 to 6 hours is

usually sufficient to keep the urine

clear, acid and sterile.

2 tablets on retiring will keep residual

urine acid and sterile, contributing to

comfort and rest.

A clinical supply will be sent to

physicians and hospitals on request.

complete voiding and lessens frequency

when residual urine is present.

Uro-Phosphate contains sodium acid

phosphate, a natural urinary acidifier.

This component is fortified with methe-

namine which is inert until it reaches the

acid urinary bladder. In this environment

it releases a mild antiseptic keeping the

urine sterile.

Uro-Phosphate is safe for continuous use.

There are no contra-indications other

than acidosis. It can be given in sufficient

amount to keep the urine clear, acid and

sterile. A heavy sugar coating protects its

potency.

WILLIAM P. POYTHRESS & COMPANY, INC., RICHMOND, VIRGINIA 23217
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an annostive*

^Avoids constipation.

an antacid formulated especially
for the constipation-prone patient

• Gelusil-M has been formulated to help

avoid constipation in these patients:

hospitalized/ bedridden/ debilitated/ seden-

tary/ pregnant/ elderly/ on a bland diet/

on anticholinergic-antispasmodic drugs/

when straining at stool should be avoided.

• Magnesium content helps maintain intes-

tinal fluid volume and motility.

• Some patients may develop loose stools

while taking Gelusil-M. This condition is

usually dose-related, and usually responds

to dose reduction.

introducing new

GELUSIIIM*
each 5 ml. teaspoonful contains:

500 mg, magnesium trisilicate

250 mg. aluminum hydroxide (Warner-ChilcoM)

200 mg. magnesium hydroxide

^U.S I'oIBnl Nn .'i.TM./'/,

a consistent buffering
onticostive^ antacid
lAvoids constipation.

Spe next page for prescribing infortnolion ^
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Gefysif-M Liqyid
especially fer the constipatisn-

prone patient

Indications; Gelusil-M Is indicated for

prompt and dependable symptom0tic

relief of peptic ulcer, gastritis, heart-

burn, hiatal hernia, esophogitls, and

other conditions for which control of

gastric hyperocidity is required.

Precaytion: Prolonged or intensive

therapy in patients with severe renal in-

sufficiency may lead to hypermagne-

semia.

Dosage; One to two teaspoonfols {5

ml. to 10 ml.) between meals and at

bedtime or whenever symptoms occur.

Certain conditions, such as acute peptic

ulcer, may require individualized dos-

age. If diarrhea occurs, reduce dosage

or discontinue use.

Supplied: Geiusil-M (spearmint-flo-

vored)— light green bottles of 12 fl. oz.|

and a special hospitol pack. Keep
tightly closed —shake vigorously.

Geiusif Tablets
a yniwersol take«al®ng antacid

Easy to take along / easy to take /

pleasantly mint-flavored. An antacid

with adsorbent and demulcent proper-

ties which contains in one tablets 0.25

Gm. aluminum hydroxide (Warner-

Chilcott) and 0.5 Gm. magnesium trisiii-

cote (LJSP).

Dosage: 2 tablets— or more—between
meals and of bedtime, or whenever

symptoms occur. Tablets should be

chewed.

iegylar GelysirOqyid
when conitipation is not o problem

Pleosant mint flavor... Idea! for hospi-

tal or home. Available in 12 fl. oz. and

6 fl. oz. bottles end a special hospital

pack. An antacid which contains adsor-

bent and demulcent agents in each 4

m!; teaspoonfuli 0.25 Gm. aluminum

hydroxide (Warner-Chilcott), 0.5 Gm.
magnesium trisilicate (USP).

Dosage; 2 teaspoonfuls ( 4 ml, each)—
or more— between meals and at bed-

time, or whenever symptoms occur.

Also Available; Gelusil® Flavor-Pack,

Geiusii-Lac®.

WAiNii-CHiLCOTT
Morris Ploins, New Jersey



heavenly relief
for unearthly cough

?•

Benylin
EXPECTORANT

Each fluidounce contains: 80 mg.
Benadryl® (diphenhydramine
hydrochloride, Parke-Davis);
12 grains ammonium chloride;

5 grains sodium citrate;

2 grains chloroform; 1/10 grain
menthol; and5% alcohol.

An antitussive and expectorant for
control of coughs due to colds or

of allergic origin,BENYLIN
EXPECTORANT is the leading

cough preparation of its kind.
BENYLIN EXPECTORANT
tends to inhibit cough reflex...

soothes irritated throat membranes.
And its not-too-sweet, pleasant

raspberry flavor makes BENYLIN
EXPECTORANT easy to take.
PRECAUTIONS: Persons who
have become drowsy on this or
other antihistamine-containing
drugs, or whose tolerance is not

known, should not drive vehicles
or engage in other activities re-

quiring keen response while using
this preparation. Hypnotics, seda-
tives, or tranquilizers if used with
BENYLIN EXPECTORANT

should be prescribed with caution
because of possible additive effect.

Diphenhydramine has an atro-
pine-like action which should be

considered when prescribing
BENYLIN EXPECTORANT.
ADVERSE REACTIONS: Side
reactions may affect the nervous,
gastrointestinal, and cardiovascu-
lar systems. Drowsiness, dizziness,
dryness of the mouth, nausea, ner-
vousness, palpitation, and blurring
of vision have been reported. Al-

lergic reactions may occur.
PACKAGING: Bottles of 4 oz.,

16 oz., and 1 gal.

Parke, Davis& Company
Detroit, Michigan 48232



1



It maybe tetracycline

but it’s notACHROMYCIN V
Tetracycline HCI

unless it bears this signature.

250 mg. and 100 mg. capsules

Contraindications: Hypersensitivity to tetracyclines.

Warning: In renal impairment, since liver toxicity is possible,

lower doses are indicated; during prolonged therapy

consider serum level determinations. Photodynamic

reaction to sunlight may occur in hypersensitive persons.

Photosensitive individuals should avoid exposure;

discontinue treatment if skin discomfort occurs.

Precautions: Nonsusceptible organisms may overgrow; treat

superinfection appropriately. Tetracycline may form a

stable calcium complex in bone-forming tissue and may
cause dental staining during tooth development (last half of

pregnancy, neonatal period, infancy, early childhood).

Side Effects: Gastrointestinal—anorexia, nausea,

vomiting, diarrhea, stomatitis, glossitis, enterocolitis,

pruritus ani. S/c/n—maculopapular and erythematous rashes;

exfoliative dermatitis; photosensitivity; onycholysis, nail

discoloration. Kidney—dose-related rise in BUN.

Hypersensitivity reactions—urticaria, angioneurotic edema,

anaphylaxis. Intracranial—bulging fontanels in young

infants. Teeth—yellow-brown staining; enamel hypoplasia.

6/ood—anemia, thrombocytopenic purpura, neutropenia,

eosinophilia. /./Ver—cholestasis at high dosage.

Upon adverse reaction, stop medication and treat

appropriately.

LEDERLE LABORATORIES
A Division of American Oyanamid Company

Pearl River, New York 10965 530-9



Dulcolaxr..so predictable

you can almost set patients by t

Dulcolax works so effectively that the time of bowel
evacuation can often be predicted.

Dulcolax tablets taken at night will usually result in a con-
venient bowel movement the following morning. Dulcolax
suppositories generally work within 15 minutes to an hour.

Dulcolax may be given to the aged, pregnant or nursing
women, and children. It may be particularly helpful in con-
ditions in which straining should be avoided. The drug,
however, is contraindicated in the acute surgical abdomen.

Dulcolax* bisacodyl

UNDER LICENSE FROM BOEHRINGER INGELHEIM G.M.B.H. GEIGY PHARMACEUTICALS. DIVISION OFGEIGY CHEMICAL CORPORATION, ARDSLEY. NEW YORK 10502 D6i



thanks to

SODIUM®

ISODIUM BUIABAReimi

the ^^daytime sedative’’ for

everyday situational stress

When stress is situational—environmental pressure,

worry over illness—the treatment often calls for an
anxiety-allaying agent which has a prompt and
predictable calming action and is remarkably well

tolerated. Butisol Sodium (sodium butabarbital)

meets this therapeutic need.

After 30 years of clinical use . . . still a first choice

among many physicians for dependability, safety and
economy in mild to moderate anxiety.

Contraindications: Porphyria or sensitivity to

barbiturates.

Precautions: Exercise caution in moderate to severe

hepatic disease. Elderly or debilitated patients may
react with marked excitement or depression.

Adverse Reactions: Drowsiness at daytime sedative

dose levels, skin rashes, “hangover” and systemic

disturbances are seldom seen.

Warning: May be habit forming.

Usual Adult Dosage: As a daytime sedative,

15 mg. (M gr.) to 30 mg. {}/2 gr.) t.i.d. or q.i.d.

Available for daytime sedation: Tablets, 15 mg. {% gr.),

30 mg. pA gr.); Elixir, 30 mg. per 5 cc. (alcohol 7%).

BUTICAPS® [Capsules Butisol Sodium (sodium butabarbital)]

15 mg. (M gr.), 30 mg. (J^ gr.).

( McNEIl

)

McNeil Laboratories, Inc., Fort Washington, Pa,



Each 5 cc. contain
erythromycin estoiate
equivalent to 250 mg.
erythromycin base.

The many forms
of llosone"

Erythromycin Estofate

Each Pulvuie contains
erythromycin estoiate
equivalent to 250 mg.
erythromycin base.

When mixed as directed,
each cc. will contain
erythromycin estoiate
equivalent to 100 mg.
erythromycin base.

When mixed as directed,
each 5 cc. will contain
erythromycin estoiate
equivalent to 125 mg.

erythromycin base.

contains
romyoin estoiate

equivalent to 125 mg.
erythromycin base.

EaUr o CO. contain
'eryttiromycin estoiate
equivalent to 125 mg.
erythromycin
base.

Each tablet contaf»m‘
erythromycin
equivalent to 125 tug.'

erythromycin ba^e.

Additional information available upon request.

Ell Lilly and Company, Indianapolis, Indiana 46206.

900541



In March, 1969, an article entitled “The

Third Disease” by Dr. Frank Foster was pub-

lished in the Massachusetts Physician. This

worthy article was reprinted in the Denver
Medical Bulletin of June, 1969. Dr. Foster is

a member of the Lahey
Clinic Foundation in

Boston. As an intern-

ist, he states that the

American Society of

Internal Medicine has two purposes stated

in its constitution. First, the study and ad-

vancement of socio-economics and, sec-

ond, acquisition and maintenance of the

best medical skills. The latter has been a prin-

cipal function for the American College of

Physicians. Dr.' Foster mentions a middle

ground under the concept of “the third dis-

ease”—curable disease uncured. He asks why
physicians have never previously been so

dimly regarded by the public. We know that

our public image is in bad shape and pub-

licity is given to such statements as that 40

per cent of American people are poorly treat-

ed, we stand fourteenth in the world’s infant

mortality, and people have lost confidence in

us. Physicians’ fees and hospital bills are

climbing while the available number of phy-

sicians per paying patient is declining and

the government is creeping in on both pa-

tients and physicians. More and more scien-

tific facts are available and there are more
and “smarter” tests and machines to discover

and apply them The author speaks of three

major classifications of disease—the curable,

the incurable, and the curable disease un-

cured. There is the needless toll of dead and
disabled from curable, preventable disease

uncured through lack of patient control by
physicians and by failure of patients’ insight

and cooperation in attaining control and cure.

Incurable disease is our main challenge. The
third disease possibly accounts for half of

the millions who die each year. They include

diabetes, hypertension, some heart disease,

many cases of obesity, cirrhosis, cancer, and

some kidney non-inflammatory diseases-—not

to mention cigarettes, overwork, drug and al-

cohol abuse, and accidents. Major contribut-

ing factors are lack cf childhood training, lack

of self-help, belief that someone owes him
good health, disrespect for treatment (espe-

cially if it is “free”), failure to come to the

doctor, poor cooperation with the doctor and

failure to listen to analysis of the problem

and his (the patient’s) responsibilities in at-

taining relief. Dr. Foster describes the many
types of patients that we have all seen; it is

entertaining, amusing, and discouraging be-

cause it is so true. He does not spare the doc-

tor entirely, facing the fact that the blame is

sometimes ours. We may set a poor example.

Our relationship with the patient may be

de-personalized for many reasons too numer-
ous to mention in this short space. Patient

control could often be improved; our trainees

sometimes spend more time in the chart room
than at the bedside.

The American Cancer Society in 1966

made a survey to test patients’ views on how
to avoid cancer. Ninety per cent said they

would have an annual checkup if ordered by
their physician. But 57 per cent had never

had a physical examination including a can-

cer test. Only 17 per cent had ever had such

a check, and only 26 per cent stated they re-

ported regularly for examination. Thus,

where is our leadership? In general, more
time should be spent in obtaining accurate

histories. Incidentally, these editorial columns

within the recent past have commented upon

“Atrophy of the Senses” and “Over-utiliza-

tion of Services,” pointing up respectively

the failure to utilize all five senses in physical

diagnosis and ordering up a battery of tests

primarily instead of secondarily.

Impending

Crisis in

Medical Care

for November 1969 27



The July issue of the Denver Medical Bul-

letin carried some interesting replies from

colleagues upon Dr. Foster’s article. Most of

them contained praise for his thoughts and

their effective presentation, while others

thought the article disjointed and not well

organized. We believe this is negative and

insignificant criticism. Others believe that

efficient and economical diagnosis and treat-

ment provide the only way to meet the grow-

ing demand for quality medical care. More
patients must be reached and the human
weaknesses of doctor and patient call for more

study and emphasis along with the growing

scientific and socio-economic problems.

Two interesting talks were recently pre-

sented at the Rocky Mountain Medical Con-

ference and 77th Annual Meeting of the Idaho

Medical Association at Sun Valley. Dr. Gerald

D. Dorman of New York, President-elect of

the American Medical Association and Dr.

George E. Cartwright, Professor and Head,

Department of Internal Medicine, University

of Utah College of Medicine, talked of the

physicians’ place as advisor, advocate, and

citizen and upon the impending mass pro-

duction medicine. If our graduation and train-

ing of new physicians continues only at the

present rate, lack of adequate medical care

in our country can be catastrophic within

five years. Since the production of doctors

does not promise to meet the demand, the pre-

dictable future calls for more efficient use

of those which we have now and hope to

have in the future. There must be more effi-

cient case finding and diagnosis with the

means at hand. It will probably call for com-

puters plus, of course, human guidance in

history taking, classification of signs and

symptoms, ordering of appropriate tests,

leading finally to accurate diagnosis and

treatment. This does not necessarily de-per-

sonalize the practice of medicine or eliminate

the traditional doctor-patient relationship. It

rather points toward efficiency, accuracy, and
keeping pace with the demands of the age

in which we live. The challenge of scientific

medicine and its integration with human
needs was never greater!

T* HE American Medical Association will

hold its 23rd Clinical Convention in Denver,

Nov. 30 through Dec. 3. This year’s AMA
Clinical Convention is the third to be held

in The Mile-High City. Denver previously

was host city in 1952

and 1961.

Scientific sessions

are planned mornings

and afternoons, Mon-
day through Wednes-

day, covering the latest developments in a

variety of areas including heart disease, can-

cer, and pulmonary problems. Roundtable

sessions, previously conducted as breakfast

gatherings, will be held over lunch at this

year’s Clinical Convention. Topics include the

battered child, problems related to suicide,

and human sexuality. About 25 medical mo-
tion pictures will be shown, including several

premiere showings. The entire program was
carried in the issue of The Journal of the

American Medical Association dated Oct. 20.

AMA’s House of Delegates will meet in

the Denver Hilton Hotel. Other sessions of

the convention will be held in Denver’s Con-

vention Center Complex.

Some 3,000 physicians are expected to at-

tend the four-day convention. Guests, medi-

cal students, registered nurses and other

members of allied health professions, and in-

dustrial exhibitors are expected to bring the

total to about 7,000. Closed circuit television

programming is planned for the major hotels

where those attending the convention will be

staying.

AMA^s 1969 Clinical

Convention Set for

Nov. 30-Dec, 3

In Denver

28 Rocky Mountain Medical Journal



Occult lung carcinoma*

Anterior mediastinal shadow density-

portraying its photographic image

Arthur Rest, MD, Denver

This is a ease report of a deceptive shadow

density appearing in anterior mediastinum

during treatment of a patient for a

co-existing problem.

Mediastinal tumors are so rare that Le Roux^

estimated in the professional lifetime of the

average general practitioner only one patient

with a cyst or tumor of mediastinal origin

is seen. Sabiston and Sott^ reported one pri-

mary mediastinal tumor in 3,400 admissions

to Johns Hopkins Hospital. Of 96 mediastinal

tumors studies by Boyd and Nidell,® 61 were

in the anterior compartment. Joseph and

Murray^ studied 64 patients over a 10-year

period with an undiagnosed mediastinal

mass; 55 per cent were in the anterior medi-

astinum; they produced subjective symp-

toms; the thymoma predominated.

The anterior mediastinum lies between

the sternum and pericardium and contains

only fibro-areolar tissue and lymph nodes.

Lymphadenopathy can arise from a lym-

phoma or from metastatic carcinoma of the

breast, lungs, intestinal tract, esophagus and

stomach.

*From the medical department of General Rose Memorial
Hospital, Denver, Colorado.

CASE HISTORY
A 65-year-old female, was admitted to General

Rose Hospital on December 12, 1968, in congestive

heart failure due to arteriosclerotic heart disease.

A portable chest x-ray showed bilateral basilar

pulmonary congestion with an enlarged heart;

there were no other parenchymal changes. She re-

sponded well to medical management. A conven-

tional 72-inch postero-anterior chest x-ray taken

on December 18, 1968, showed resolution of the

pulmonary congestion and reduction of the size

of the cardiac silhouette. The lung fields were now
clear with no residue remaining. The left lateral

view of the chest revealed normal mediastinal

shadows. She was discharged December 23, 1968.

In the office on December 30, 1968, as a routine

procedure, the patient had a follow-up x-ray

study. The postero-anterior film (Fig. 1) remained

unchanged, but there was now seen in the lateral

view a shadow density in the anterior mediastinum

directly behind and to the right of the sternum

(Fig. 2a). This was a new finding. The patient

had no symptoms or signs referable to this finding.

She was readmitted to the hospital on January

25, 1969, for further studies. Full length toma-

grams showed no parenchymal lesion. The lateral

view of the cardiac series confirmed the presence

of a small, relatively rounded density in the an-

terior mediastinum at the level of the hilum just

back and to the right of the sternal shadow. An
upper gastro-intestinal series, barium enema, and

an intravenous pyelogram were normal. She pre-

viously had had cholecystectomy and pan-hys-

terectomy. Any explanation of the apparent tumor

mass was conjectural and varied from thymoma,

teratoma, metastatic neoplasm to a benign residue

of an old inflammation or pleural effusion. The

consensus was to x-ray the patient at monthly

intervals. The postero-anterior chest film of March

25, 1969, remained as previously described but the

for November 1969 29



Fig. 1. Postero-anterior view, December 30, 1968,

shows normal lung fields—the cardiac shadow is

enlarged.

lateral view (Fig. 2b) was conspicuous in that the

apparent tumor mass had become distinctly larger

with an indented border. This was confirmed by

the repeat x-ray of April 13, 1969.

The attending thoracic surgeon, John B. Grow,

MD, reported that the patient presented “a large

mediastinal tumor, possibly a thymoma without

myasthenia gravis, which will be approached

through a right thoracotomy.” Surgery was per-

formed April 17, 1969. The surgeon’s description

was as follows: “A dense mass 5 centimeters in

diameter was found in the anterior segment of the

right upper lobe. The tumor was peripherally

placed and lay on both the mediastinal and chest

wall surfaces. A wedge-shaped resection of the

tumor was done. Palpation of the mediastinal

glands and the hilar region revealed no intra-

pleural spread of the carcinoma. The anterior

mediastinum revealed no tumor mass.” The patho-

logic report of the tumor was “poorly differen-

tiated adenocarcinoma.”

The lateral chest film taken on June 3, 1969,

showed a disappearance of the previously de-

scribed supposedly anterior mediastinal tumor

mass. The postero-anterior view, except for

thickened parietal pleura and obliterated right

costo-phrenic angle due to the surgery, remained

unchanged.

Discussion

A case is presented of a persistent asymp-

tomatic apparent tumor mass in the anterior

mediastinum, seen only in the left lateral

x-ray view, with no indication of its existence

in serial postero-anterior x-ray films. Over a

period of four mxonths, the apparent mass was

Fig. 2a. Left lateral x-ray view, December 30,

1968, shows a shadow density in the anterior

mediastinum.

Fig. 2b. Left lateral x-ray view, March 25, 1969,

shows an enlargement of the shadow density in

the anterior mediastinum with a notched border.
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studied from its inception to the time when

it enlarged distinctly and then presented a

notched border appearance indicating equiv-

ocal neoplastic change. An exploratory thor-

acotomy revealed a primary adenocarcinoma

of the right upper lobe, which was projected

as a photographic image in the anterior me-

diastinum as seen in the lateral view of the

chest.

Rigler® explained this phenomenon on the

supposition that “the mass is simply rather

medial and therefore hidden within the super-

ior mediastinum over the spine and so forth,

and in that way is not visible until it is ex-

posed in the lateral view anteriorly The find-

ing is not unusually surprising.” Rigler,® in

his treatise on the early x-ray signs of car-

cinoma of the lung, stated that small car-

cinomatous lesions could be additionally dis-

covered by lateral views. He feels that a

linear shaped carcinomatous lesion 1 cm. or

more in size should be detected by x-ray

unless hidden by the rib cage, mediastinum,

or diaphragm, or concealed because of pro-
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jection. In this case the surgical specimen

measured 5 cm. in diameter. A limited review

of the literature failed to reveal any docu-

mentation of a similar sequential study such

as this report. SoffeH editor of Diseases of

the Chest, in a query to him, had no such

record on his files.

The surgical approach to a lesion in the

anterior mediastinum for a problem of this

nature is varied. Joseph and Murray^ recom-

mended sternotomy. Thomas and Chamber-
lain® strongly support anterior mediastinot-

omy as a diagnostic procedure as a method

that is simple, relatively safe and offers a

direct approach to the lesion, especially in a

poor risk patient Guest and Ellison® were

also adherents of anterior mediastinotomy.

This case emphasizes the superiority of ex-

ploratory thoracotomy as a diagnostic and

therapeutic approach, even in such a poor

surgical risk as our patient. A procedure

other than thoracotomy would have been

unrevealing and valueless. •
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“What next?”--

Youth and drugs

Sidney L. Werkman, MD,* Denver

You will enjoy this three-dimensional .

analysis of a conspicuous socio-economic,
. ,

problem—especially its historic
^

background and prognosis.

•: J ;

V-.j

-

At the time of the greatest flowering of the

Haight-Ashbury drug and psychedelic com-

munity, a sudden fad for burning banana

peels and inhaling their vapors developed.

The knowing ones Contended that banana

peel sniffing resulted in a “high” and a

“good trip.” As if they were a group of

Pavlov’s dogs, San Francisco law enforcement

agencies responded reflexly by doing chemi-

cal analyses on banana peels and looking

suspiciously at any young person who bought

a quantity of bananas. For a short time there

was talk of rounding up all the bananas in the

San Francisco Bay area, until the ludicrous-

ness of this idea hit home. It was soon dis-

covered that the banana peel “high” was a

hoax perpetrated, perhaps unconsciously, by
the hippie community, and that banana peels

contained no hallucinogenic drugs. Regard-

less, during its short vogue banana peels

sniffing became a great craze for innumer-

able young people and a cause of alarm to

their elders.

Fortunately, the evidence about true hal-

lucinogenic drugs is quite definite, and yet

we still have groups in this country, primarily

of young people, but also including physi-

‘Formerly Director, Division of Adolescent Psychiatry,
Children’s Hospital, Washington D. C., and Asosciate Pro-
fessor of Psychiatry, George Washington University School
of Medicine.

Presented in somewhat altered form at the 1969 Annual
Meeting of the Colorado Association for Mental Health.

cians and a very large number of profes-

•.•sersj.^ho tjiink that the hallucinogens, par-

ticij];aE^- marijuana, are harmless and should

be soldj^n free market. I might character-

ize ^Iw'grftup as having a 21st century men-
tality, -©n the other side is an equally dog-

m'afic grhup who have a 19th or even 15th

century mentality—the same kind of people

who wanted to round up all the bananas in

San Francisco—who wish that drugs would
disappear, and believe they can achieve this

goal by scaring some drug users and putting

the rest in jail.

Where do we stand in regard to drugs and,

indeed, “WHAT NEXT?” May I first assess

the extent of drug use in this country. By
drugs, I mean hallucinogens: Marijuana, LSD,

STP, Cocaine, and Heroin. All are chemical

agents that induce euphoria, changes in per-

ception of time, and hallucinations, hopefully,

pleasant ones. They are mind easing drugs.

Marijuana is by far the most “glamorous”

of these drugs at the present time, and I will

concentrate on it.

Are we magnifying our concern with mari-

juana? Probably not. A number of good re-

search studies suggest that marijuana has

been used by a large minority of our youth

population. About half of the students in most

colleges will have smoked marijuana once,

and five to 10 per cent are fairly regular

smokers. Studies in high schools suggest that

about 30 per cent of students have smoked

marijuana and that a small group of stu-

dents in any high school use it regularly. Al-

most every high school and boarding school

I know has expelled students because of

marijuana possession or smoking and has

been vexed by the problems generated by

pushers of the drug.
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Though I have a considerable involvement

with a large group of adolescents because of

my professional interests, prior to 1964, mari-

juana, or any other drug except the ampheta-

mines, simply was not part of my concern.

At the present time, the majority of our

adolescent patients have smoked marijuana

and, I am sorry to add, that occasional pa-

tients in high school and college from so

called “good” families have used heroin. Thus,

anyone who thinks that no marijuana is being

smoked is simply not sniffing the contem-

porary air.

But, is it a problem? The answer is 'an

emphatic YES! Marijuana usually . increases

the felt intensity of sensations, --eolors seem
more vivid, textures more pleasurable and
time pleasantly slower. Heart rate and blood

pressure increase slightly and the eyes be-

come injected. A dreamy state of altered con-

sciousness develops in which ideas seem dis-

connected, uncontrollable and freely flowing.

Users react in a disorganized, disconnected

fashion—at one moment very dreamy and

withdrawn, at another, startled and hyper-

alert to a minor stimulus. Thus, the drug

makes a person jumpy, it distorts his percep-

tions, and jazzes up his body functions. Just

as I would not want a very sleepy or intoxi-

cated person driving a car, so I would not

welcome someone who was using marijuana

behind the wheel.

One of the greatest areas of misinforma-

tion about marijuana has to do with the ques-

tion of addiction. Endless newspaper and
magazine articles have headlined the state-

ment “Marijuana does not cause addiction.”

So far as I know arsenic does not cause ad-

diction either, but I would not recommend
it to teenagers.

Addiction is a very narrowly defined term
in pharmacology. It connotes a state of in-

toxication, an overpowering need to take a

drug and a tendency to increase the amount
of the drug. Most importantly, if the drug
is discontinued, the patient suffers with-

drawal symptoms such as goose-flesh, sweat-
ing, vomiting, fever or fainting. That is, a
drug is not defined as addicting unless with-
drawal results in vomiting, etc.

Marijuana, though not addicting, does
create a state of dependence. Most users find

it difficult to do without it. The drug becomes
a crutch in social relations or in certain work
situations. The person becomes dependent
on it, just as a large percentage of cigarette

smokers are dependent upon cigarettes.

The important point is that people who
use marijuana for pleasure tend to give up
seeking pleasure in other ways. They become
garrulous and feel accepted by others while
smoking grass, but do not solve the problems

'

'that make them feel socially isolated or
" anxious when they are not under the influ-

ence of the drug. They use marijuana as a

.substitute for working out, solving the social

. and intellectual problems which face them.
They are like wind-up toys, unable to go
through their social paces when deprived of

the drug.

A person learns how to be a mature social

and intellectual being in adolescence and
young adulthood. It is a cornerstone of our
child development knowledge that a func-

tion in process of development is most vul-

nerable to distortion.

The prime responsibilities of the teen-

ager are learning how to get along with other

people and adding to his cognitive store. If

these processes are interrupted, it is diffi-

cult to reinstitute them. Anyone who has
gone back to school in adulthood knows this.

The 16-year-old involved in the process

of learning cannot tolerate a great deal of

disruption to that process. If he cannot study
effectively, he will drop out of school, and
thereby distort his entire future life.

But what about the 30-year-old marijuana
user, the 50-year-old alcoholic who are ef-

fective business men? Each is effective not
because he is an alcoholic or uses marijuana,
but because he evidently learned well as a

16-year-old. If he had drunk a great deal as

a 16-year-old, he probably would not be ef-

fective at 50.

It is for this reason that sensible physi-

cians and other professionals are against the

use of drugs in teenagers, and also for this

reason that the comparison of alcohol with
marijuana and of marijuana use by adults

with that by teenagers is so specious.
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At a time in life when a teenager needs

to imprint on his mind complicated mathe-

matical concepts, drugs scramble his brain.

When he is beginning to experience the

exhilaration and responsibilities of love and

sexuality, drugs tend to make such experi-

ences complicated, artificial and imperma-

nent. At a time when adolescents must deal

with the healthy issues of independence,

career decisions, the meaning of life, drugs

offer a seductive way of ducking the issues,

hiding out and giving up.

Thus, the message of the medical data

about marijuana, LSD, and Heroin is clear

and simple. These are harmful drugs for

teenagers and young adults still going

through formative life experiences The psy-

chological data are almost as simple and

definite. Though some people think that hal-

lucinogenic drugs increase creativity, there

is no consistent evidence that this is so. (Of

course, Coleridge wrote “Kubla Kahn” under

the influence of hashish. But isn’t it possi-

ble that if he had not been using hashish,

he would have been able to take up the poem
and complete it after the visit of the man
from Pordom.)

The legal questions surroundiifg drugs are

difficult ones. Undoubtedly, our present laws

are needlessly harsh and non-deterrent, but

that is a different issue.

Social issues involved in drugs, like all

social issues, are somewhat muddy. The
flourishing of drug use in the last several

years reflects many aspects of contemporary

America. Breaking the law is of much less

concern today than it was a number of years

ago. The external seeking of thrills is ram-

pant, whether from the shock value of cur-

rent magazines and literature, the primitive

violence on television or the emphasis on

gaudy affluence in our shops and on our high-

ways. The demand for immediate relief of

tension and thrills is paramount. From in-

stant coffee we want instant nirvana and

instant trips. The great direction is escape

—

in our sensation-ridden society.

All through history man has searched for

drugs that would help him escape from him-

self. Drugs that would make him feel not

only healthy but different, better, less anxi-

ous, exhilarated, in a word, happy. This

34

search for drugged happiness or oblivion has

led most often to addicting and habituating

drugs. I am indebted to Dr. Daniel Horn,

Director of the National Clearinghouse for

Smoking and Health of the Public Health

Service for many of these historical ideas.

Man found marijuana at least 1,700 years

ago in China. It may be comforting to note

that marijuana didn’t overwhelm the world
then, as it seems to be enthralling youth to-

day.

A great many forces—social, cultural and
economic—help to mold personal preferences

for gratification. For example, cocaine was
a serious medical problem shortly after the

first world war. Some of you may remember
the college song called, “Cocaine Bill and
Morphine Sue.” However, cocaine use has

practically died out today. No one really

knows why this is so. Ether was a frequently

used exhilarating drug, particularly among
medical students many years ago and the

charming term “Ether Frolic” tended to hide

the dangers of the drug Similarly, it is mere-

ly an historical curiosity in the United States

today.

Snuff taking enjoyed a great vogue in

Western Europe for hundreds of years. Snuff

boxes and snuff spoons were standard ac-

cessories of the European lady or gentleman.

The handkerchief men wear in their breast

pockets—and wonder why they wear it

—

originated quite practically as a “snuff hand-

kerchief” with which to clean the nose after

sniffing snuff. Somehow, snuffing began to

be seen as a bad habit and its use declined. A
British magazine in 1834 carried the story of

a patient asking, “Is it true, Doctor, that

snuff destroys the olfactory nerves, clogs

and otherwise injures the brain?” “It cannot

be true,” the Doctor replies, “since those who
have any brains never take the stuff at all.”

Chewing tobocco was our parallel to snuff.

In 1880, the per capita consumption of chew-

ing tobacco in the United States was three

pounds and by 1894, it had reached a maxi-

mum of 4 pounds per person. By 1910, there

had been a sharp decrease in the use of chew-

ing tobacco and now, for most of us, it is an

historical curiosity. Anyone younger than 30

has never seen a spitoon or cuspidor except

in an antique shop. An anti-chewing tobacco
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lobby always existed and, in 1883, the Boston

Medical and Surgical Journal called chewers,

“A national disgrace” and said, “As great as

this evil still is, however, we believe that it

has already lessened, and will continue to

grow less as social refinement becomes more

widespread.”

Our best guess is that chewing didn’t de-

cline as social refinement increased, but

rather because cheap, machine-made cigar-

ettes became available.

Alcohol has had its ups and downs. Be-

cause of a new process for distilling liquor,

England was flooded with cheap gin in the

18th century. From a production of 43,000

gallons in 1690, a high of three million gal-

lons was reached in 1721. Concomitantly,

there was a sharp rise in deaths and all kinds

of familial and societal disturbances due to

alcoholism. The period was described as a

shambles with thousands of drunks roaming

the British countryside. This was the period

of Hogarth’s vivid etchings and of the pathos

of the “Rake’s Progress.” All England was up
in arms and parliament placed a prohibitive

tax on gin. However, the gin producers and

consumers had a powerful lobby that kept

the Whig government in power by advocating

cheap gin. At this point, another powerful

group became involved in the fight, the im-

porters and growers of tea. They started a

see-saw political battle with the distillers

and finally managed to keep the tax on gin.

Tea, which had not had a great vogue in

England before this time, became the na-

tional drink.

Some happiness drugs such as cocaine

just seem to die out. Most lose their ascend-

ency because something else has taken their

place and not merely because of public con-

demnation or laws against them. In the long

chain of happiness drugs, we have seen gin

succeeded by tea, tea by snuff, snuff by chew-

ing tobacco, chewing tobacco by cigarettes

and now, cigarettes by marijuana. And, in

fact, cigarettes are being succeeded by mari-

juana. For the first time in our history, there

has been a regular decline for the last three

years in the number of youths beginning to

smoke cigarettes. Prior to this time, despite

scare campaigns, educational campaigns and
parental prohibitions, the number of new

cigarette smokers among young people in-

creased year by year both in number and in

percentage. My guess is that the decline in

new smokers is not only a well deserved

tribute to the campaign against cigarette

smoking but also the result of the startling

appearance of marijuana on the youth scene.

Unfortunately, no historical fad in drugs has

repeated itself; otherwise, we could attempt

to substitute snuff or chewing tobacco for

marijuana. However, we can offer some ra-

tional advice about the problem.

Facts are important. Yet, until the tragic

Greenwich Village murder of Linda Fitz-

patrick in October, 1967, there was no oppor-

tunity to present any of the factual dangers

of drugs in the press. If you look back to

magazine and newspapers of 1967, you will

see many articles glorifying drug use, and
statements by prominent Americans sanc-

tioning the use of drugs. Since that time, the

press has been more temperate, but misin-

formation is still the rule rather than the

exception.

Gremlins seem to invade the minds of

headline writers A recent research study on
marijuana concluded that people using mari-

juana had difficulty in maintaining a logical

line of thought and “tended to go off on ir-

relevant tangents and forget what they start-

ed out to say.” Yet, the headline in the New
York Times was “Study Finds Marijuana

Effects Mild” and that in the Washington
Post was, “Little Damage Found in the Use
of Marijuana.”

In addition to facts, education, counselling

and treatment are indicated. Also, the society

must allow for some experimentation by
youth. Now that drugs have become such im-

portant factors in our youth society, it is a

harmful mistake to throw the book at any

drug user or, indeed, to deal with him as a

criminal in the same way we deal with

burglars and murderers.

I think that our main job as physicians

is to offer facts, information and counselling.

It is a large and not unimportant task. But,

the real question does go beyond our sphere

of interest, and we should recognize that this

is so. Drug use will not die out by our efforts

alone, but rather by substitution of some

other more exhilarating form of gratification.
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“WHAT NEXT?” was not meant to be an

empty though hopefully titillating title.

My guesses about the future—and they

are not always my wishes—center on the

areas of sex, other drugs, some kind of re-

structuring of our media (newspapers, maga-

zines, movies and television), and a changed

national purpose that will absorb youth back

into its mainstream. I will spare you a dis-

cussion of national purpose, but, I will say

a word about sex, drugs and the media. As a

psychiatrist, I have been concerned about the

increasing amount of overt sexuality in young

teenagers, because the premature beginning

of heterosexual experience usually impedes

further character development. But, I think

sex is here to stay in young people. The

availability of contraceptive pills has guar-

anteed this, even if schools and parents had

not relaxed their rules about sexual conduct.

Early, uncomplicated heterosexual experi-

ence between teenagers may well absorb

much of the energy that now goes into drug

experimentation. Adults should accept this

change in our national mores and help young

people to deal with it in an informed fashion.

Such a change of position about so funda-

mental a force in human realtionships will

certainly have difficult consequences, but

change is the recurring lesson of history.

Fifteen years ago a handful of conscious-

ness altering drugs—narcotics, barbiturates,

alcohol and a few stimulants—were available.

Today a vast number of sedatives, analgesics,

anorectics, anti-pruritics, anti-emetics, anti-

depressants, tranquillizers and euphorients

are on the market. It is inconceivable that the

search for ever more specific consciousness

changing drugs will stop. Instead, we can ex-

pect that those alchemists’ visions of the past

—control of learning, aging, sexuality and

aggression—will be commonplace realities of

the world of the near future. We can guide

drug development but we cannot halt it. It

is our responsibility to make our opinions

known to our patients and the public. Other-

wise, that job will be taken over by less in-

formed people, who may think they are being

objective, when, in reality, they reflect bias,

personal conflicts, competitive needs and sim-

ple misinformation.

The media have probably pushed the free

market concept too far. In order to gain the

public’s attention or money an increasing

amount of sensationalism, violence, unreal

sexuality and materialism has been displayed

by television, magazines and newspapers. The
reckoning is beginning finally. Recent hear-

ings by a Presidential Commission on Vio-

lence highlighted the malignant effects of the

brutality seen on so many television shows.

For once, the television industry’s response,

that it was merely giving the public what it

wanted, was shamed and severely derogated.

A Congressional Commission on Pornography
now at work, will probably offer a similarly

harsh judgment about the exploitation of sex.

Some kind of change, either by industry

policing or law, seems on the horizon, and I

would speculate that the consumer will be

given greater control over what he and his

children see and read.

Drug use as we know it today will, un-

doubtedly, decrease; that is the lesson of his-

tory. The decrease will be best and most

swiftly effected if professionals make their

opinions known. The “over thirty” genera-

tion’s error has not been that it does not

practice what it preaches, but, as Fortune

Magazine put it recently, that it does not

preach what it practices. Such preaching

must be tempered, however, by Oscar Wilde’s

reminder that the best way to overcome temp-

tation is to give into it a little. •
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Nose clear as awhistle
(THANKS TO DIMETAPP )

Dimetapp Extentabs® does an outstanding job of helping to

clear up the stuffiness, drip and congestion of colds and upper

respiratory allergies and infections. Each Extentab keeps

working up to 12 hours. And for most patients drowsiness or

overstimulation is unlikely. Try Dimetapp. It clearly works.

FOR UPPER RESPIRATORY ALLERGIES AND INFECTIONS

DimetappExtentabs^
Dimetane® (brompheniramine maleate), 12 mg.; phenylephrine

HCl, 15 mg.; phenylpropanolamine HCl, 15 mg.

UP TO 12 HOURS CLEAR BREATHING ON ONE TABLET

Indications: Dimetapp is indicated for symptomat-
ic relief of the allergic manifestations of respira-
tory illnesses, such as the common cold and bron-
chial asthma, seasonal allergies, sinusitis, rhinitis,

conjunctivitis, and otitis.

Contraindications: Hypersensitivity to antihista-
mines. Not recommended for use during pregnancy.
Precautions: Until patient’s response has been de-
termined, he should be cautioned against engag-
ing in operations requiring alertness. Administer
with care to patients with cardiac or peripheral
vascular diseases or hypertension.
Side Effects: Hypersensitivity reactions including
skin rashes, urticaria, hypotension and thrombo-
cytopenia, have been reported on rare occasions.
Drowsiness, lassitude, nausea, giddiness, dryness
of the mouth, mydriasis, increased irritability or
excitement may be encountered.
Dosage: 1 Extentab morning and evening.
Supplied: Bottles of 100 and 500.

A.H. ROBINS COMPANY A-H-DDRIN^iRICHMOND, VA. 23220
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For the patient who has been
through an accident, the worry

and anxiety following the

mishap may actually heighten

the perception of pain. This is

why there’s a classic Va grain

sedative dose of phenobarbital

in Phenaphen with Codeine—
to take the nervous “edge” off,

so the rest of the formula can

control the pain more effectively.

A.H. Robins Company, ^ ij nnOIMC
Richmond, Va. 23220 /I n l/UDIIMj

Phenaphen with Codeine
Phenaphen with Codeine Nos. 2, 3, or 4 contains: Phenobarbital pA gr.),16.2

nng. (warning: may be habit forming); Aspirin (2y2 gr.), 162.0 mg.; Phenacetin

(3 gr.), 194.0 mg.; Hyoscyamine sulfate, 0.031 mg.; Codeine Phosphate, Va

gr. (No. 2), Va gr. (No. 3), or 1 gr. (No. 4) (warning: may be habit forming).

The compound analgesic that calms instead of caffeinates

Indications: Phenaphen with Codeine provides relief in severer grades of

pain, on low codeine dosage, with minimal possibility of side effects. Its use
frequently makes unnecessary the use of addicting narcotics. Contraindica-

tions: Hypersensitivity to any of the components. Precautions: As with all

phenacetin-containing products excessive or prolonged use should be
avoided. Side effects: Side effects are uncommon, although nausea, con-

stipation and drowsiness may occur. Dosage: Phenaphen No. 2 and No. 3

—

1 or 2 capsules every 3 to 4 hours as needed; Phenaphen No. 4— 1 capsule

every 3 to 4 hours as needed. For further details see product literature.



Painful
night leg
cramps

unwelcome bedfellow for any patient-

including those with arthritis, diabetes or PVD
One thing patients can sleep without,

particularly patients with chronic disease con-

ditions such as arthritis, diabetes or PVD, is

painful night leg cramps. Although seldom the

presenting complaint, night leg cramps can tie

your patients up in painful knots. Now, just one
tablet of QUINAMM at bedtime can usually

bring an end to shattered sleep and needless

suffering. Your patients will sleep restfully—

gratefully— with QUINAMM, specific therapy to

prevent painful night leg cramps.

Prescribing Information — Composition: Each white, beveled, com-
pressed tablet contains: Quinine sulfate, 260 mg., Aminophylline, 195
mg. Indications: For the prevention and treatment of nocturnal and
recumbency leg muscle cramps, including those associated with ar-

thritis, diabetes, varicose veins, thrombophlebitis, arteriosclerosis and
static foot deformities. Contraindications: QUINAMM is contraindi-

cated in pregnancy because of its quinine content. Precautions/Ad-
verse Reactions: Aminophylline may produce Intestinal cramps In

some instances, and quinine may produce symptoms of cinchonism,
such as tinnitus, dizziness, and gastraintestinal disturbance. Discon-
tinue use if ringing in the eors, deafness, skin rash, or visual distur-
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You can depend on AVC— the comprehensive therapy that acts against all three
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Abortion and euthanasia

Stanley Crosbie, MD, Denver*

Consideration of abortion and

euthanasia as parallel problems

The recently passed Abortion Act of Colo-

rado and a very similar one enacted in Cali-

fornia are the most liberal laws on this sub-

ject in the United States. Sweden and Den-

mark have had similar laws for some years

but the Soviet laws are apparently even more

liberal, for it is said that if a Swedish woman
desires an abortion and cannot qualify for it

legally in her own country she makes a visit

to Poland. A recent bill introduced in Michi-

gan would permit abortions for any reason,

including family planning.

The Colorado law provides that upon the

written certification of all three physician

members of a special hospital board a li-

censed physician, operating in an accredited

hospital, may interrupt pregnancy if:

1. Continuation of the pregnancy is likely

to result in the death of the woman or the

serious and permanent impairment of her

physical or mental health.

2. The child is likely to be born with

grave and permanent physical deformity or

mental retardation.

3. Less than 16 weeks of gestation have

passed and rape or incest, as defined by the

statutes, is presumed to be the cause of preg-

nancy.

In general, it may be said that this act

had the endorsement of both the legal and the

medical profession, except perhaps the Catho-

lic hospitals and physicians. And while the

Associate Professor of Medicine, University of Colorado
School of Medicine; Hospital Director, Veterans Admin-
istration Hospital, Denver.

opponents of this act predicted that it would

make abortion mills out of our Colorado hos-

pitals, it appears that the special hospital

boards have exercised reasonable restraint.

Still, the number of legalized abortions per-

formed in Colorado during the year of 1968 is

not insignificant.

REASON FOR ABORTION
Medical 345

Psychiatric 27

Rubella 19

Other medical 49

Rape 60

Not stated 71

Total 476

Of the total (reported to the Colorado

State Department of Public Health by Jan-

uary 20, 1969), 337 of these cases were resi-

dents of Colorado and 139 from other states.

It is not my purpose to condemn this act,

to censure the lawmakers who passed it, or

the physicians who proposed it. I do not wish

to express an opinion for or against the phil-

osophy inherent in this act, but it is my opin-

ion that before we go any further the public,

and particularly the medical profession,

should give considerable thought to what ap-

pears a very remarkable paradox. We have

developed, somehow, the philosophy that the

taking of life before birth is a matter of no

consequence, if the birth is a threat to either

the mother or the child. At the same time, we
have rejected the principle of euthanasia at

the other end of life’s span when to continue

living may be anguish for the individual, a

hardship for his family, and a waste to so-

ciety. It is difficult to reconcile these two

seemingly contradictory opinions.
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It is interesting to note that two cultural

groups in North America have taken an oppo-

site view. Peter Freuchens, in his classic Book

of the Eskimos,^ tells of the practice of eu-

thanasia in that race at least as late as the

early part of this century. At the request of

an old man who could not keep up on long

treks, a party was given in his honor with

good food and dancing. Then, when the an-

gakok had performed the necessary rituals

to drive out the evil spirits, the oldest son

or daughter would place a noose of seal skin

around the neck of the old man. The two then

rubbed noses and the young man threw the

rope over a beam in the roof and pulled.

Everyone in the house helped to send the

old man to the Happy Hunting Ground.

Sometimes the old women preferred death

from a bone knife thrust into the heart by a

son or daughter or being left in an igloo to

die of exposure or starvation.

It is reported that certain American Indian

tribes also left their aged to die at their re-

quest. However, in each of these cultures

abortion or even birth control was not prac-

ticed. Perhaps one of the reasons we have

accepted abortion and rejected euthanasia is

that the former appears to be a rather less

complex problem than the latter.

One of the several arguments used by

legislators, physicians and other interested

individuals in support of statutes legalizing

abortion under certain conditions is the state-

ment that the unborn child has no legal rights.

Every attorney and any student who has

taken the trouble to exarhine this subject

knows that such statements are clearly in

error. For over 100 years, English Common
Law has recognized the right of the unborn

child to life. In the case of the State vs.

Cooper,^ the execution of a woman “quick

with child” was delayed until after the birth

of the child.

The rights of the unborn child have, how-
ever, differed depending on the point of law
involved. According to William Diller,'^ “At

common law the courts recognized that

the rights of the unborn child began at

quickening for the purposes of priminal abor-

tion law, at conception under the law of

property, and only at birth under the law of

torts.” More recently there has been a trend

for the court to reconcile the law of criminal
abortion, the law of property and the law of

torts and to recognize that the rights of all

three should be accepted from the time of

conception. However, there is still a signifi-

cant degree of inconsistency and confusion on
this point from one court to another. Never-
theless, it is clear that a substantial body of

legal opinion has developed over the past 25

years which has given the unborn child many
legal rights

As pointed out by Byrne,'* the right of a

child to recover from injuries sustained be-

fore birth was denied in 1884 in the case

of Dietrich, Adm. vs. Inhabitants of North-
ampton.® Then in 1946, in the case of Bonbrest
vs. Kotz,® the court reversed itself to uphold
the right of the child to bring a malpractice

suit against his mother’s physician for negli-

gence during the course of his delivery.

It is difficult to reconcile the increasing

recognition of the right of the unborn child

with the development of statutes, both in this

country and abroad, which sanction legal

abortion under increasingly liberal condi-

tions. It is interesting to note that the term
manslaughter or homicide is not used in ref-

erence to the destruction of the fetus in illegal

abortions. Of course, the charge of criminal

abortion is a very serious one and often

carries a heavier penalty than manslaughter.

But legally we don’t think of it as murder,

which is the charge if the mother dies. On the

other hand, a physician found guilty of a mer-

cy killing may be charged with murder, man-
slaughter or, at the least, instigating, aiding

and abetting suicide. This last act is punish-

able as a crime sui generis.’^

The term euthanasia in its most literal

sense is defined as a happy or painless death.

By usage it has come to mean also the act or

practice of painlessly putting to death per-

sons suffering from incurable or seriously

disabling disease In this latter sense, it is

synonymous with the less delicate term of

mercy killing. It is a much more complex

problem than abortion from an ethical, med-
ical and legal point of view. In order to dis-

cuss its many ramifications, I have divided

euthanasia into several classes, beginning

with acts which almost every physician is

willing to perform and going on to acts in
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which most of us would rather not have any

part.

Classes of Euthanasia

Class I Euthanasia

Prescribing analgesics, sedatives or mood-
altering drugs for terminal patients, know-
ing that the margin between the relief of pain

and a lethal dose may be very narrow.

Comment: This class of euthanasia has been

called “pure” euthanasia in the German legal

literature.® It is thoroughly accepted by most

physicians, by the general public and by most

religious faiths. Indeed, not to give relief

from pain to the terminal patient would be

considered both inhuman and poor medical

practice.

Class II Euthanasia

The withholding of treatment (except

analgesics and sedatives) so as not to prolong

painful existence in a hopeless case.

Comment : Most physicians, especially the

more experienced clinicians, practice this

form of euthanasia quite frequently. Younger
physicians seem less inclined to withhold any
medication if it offers the chance of even a

few more days of existence. I believe this is

either because they feel insecure or because

death is a challenge to them and they want
to fight it to the bitter end regardless of the

agony of the dying patient.

Most physicians do not hesitate to with-

hold the use of blood, intravenous fluids or

even medication to avoid 'the prolongation of

the death agony and, by and large, the church
has gone along with this practice; but be-

yond this, we get into a very controversial

area and some of our modern medical mira-

cles come back to haunt us. For example,
should the diabetic patient with extensive

Kimmelstiel-Wilson’s syndrome and prac-

tically no remaining kidney function be
dialyzed? You might be able to keep such a

patient alive for a few months—perhaps as

long as a year A renal homograft might even
be considered. But if he has an end-stage

kidney due to diabetes, other complications,

such as blindness from diabetic retinopathy

or a stroke from arteriosclerosis, may not be
far behind. For what are you saving the pa-

tient and at what sacrifice to his family with
the cost of chronic dialysis averaging $20,000-

$30,000 a year?

In another way, physicians have, in the

past few years, been forced into the practice

of Class II euthanasia. When an elderly de-

bilitated patient is transferred from a modern
hospital to an average nursing home, his life

expectancy is very significantly shortened.

I doubt that it has ever occurred to the phy-
sician that he is practicing euthanasia when
he makes such a transfer but, even if he
did, there is little he can do about it and the

fault, if there be one, is not entirely his. The
hospital administrator must take some of the

blame for demanding the patient’s discharge

to make room for other patients. The prepaid

hospital insurance plans and Medicare must
accept some of the blame because they can-

not provide hospital care indefinitely. And
the nursing home themselves must take some
of the blame for not turning the patients or

getting them up. But it can hardly be expect-

ed that a nursing home should furnish for

$8-$12 a day what a hospital charges $40-$50,

and so the patient develops bed sores, a urin-

ary tract infection or pneumonia and dies.

Ec-
on-
omy!
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144 tablets in 12 rolls.
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I
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This may be a blessing for the patient and

great relief to the family, but let us not for-

get that this is a form of euthanasia.

Class III Euthanasia

Furnishing terminal patients the means

of self-destruction.

Comment; In general, suicide or attempted

suicide is not punishable by law in continental

Europe. In England, however, it is considered

a felony. Under the old English common law,

punishment for the suicide was interment in

the highway with a stake driven through his

body and the forfeiture of his lands, goods

and chattels to the king. These sanctions

against the body and property of the suicide

have been removed, but a suicidal attempt

is an attempt to commit a felony and there-

fore punishable by law. Here in the United

States we have never accepted the principles

of English common law,® and suicide or at-

tempted suicide is not generally considered

a felony. While not considered a criminal act,

it is censured, as in New York State, as a

“grave public wrong.”

But while suicide or attempted suicide is

not generally considered a crime in this coun-

try, instigating, aiding and abetting suicide,

as pointed out above, is punishable as a crime

sui generis. It would be considered a crime

even if the doctor could proye that assistance

in suicide was not only given at the patient’s

request but that it was given in the patient’s

best interests. This part of the criminal code

would need to be changed if we were to ac-

cept this class of euthanasia.

Class IV Euthanasia

Administering a lethal dose of medication

to a terminal patient at his request. As legal-

ly stated, “homicide” upon request.

Comment : This is probably only a little more
radical than Class III euthanasia and it is

doubtful if the court would look upon it with
any more disfavor than instigating, aiding

or abetting suicide. It might, however, be
more difficult to prove that the act was com-
missioned, and even if it could be so proved,

the court might well ask if the patient was in

full possession of his mental faculties and
capable of making such a decision. In spite

of these legal barriers, it would not be diffi-

cult to change the criminal code and write
an act of euthanasia if it were considered by
the state legislature to be a desirable pro-

cedure and to the best interests of society.

Class V Euthanasia

To furnish patients with some serious and
distressing physical or mental illness the

means of self-destruction or administering to

such patients a lethal dose of medicine.

Comment: Here we have taken quite a step.

In Classes I through IV euthanasia we have
specified “terminal patients” and by terminal

I believe the court would say that such pa-

tient not only had to have an incurable ail-

ment but one which would ordinarily be ex-

pected to take his life in a matter of days,

weeks or, at best, months. In Class V eu-

thanasia we are saying that he must be very

sick but not necessarily terminal. He might
even have reversible disease. We are also

saying that a person has the right to decide

for himself whether or not he will live. While
many people hold to this doctrine, it has never

been accepted by either the church or the

courts of this country. In fact, it appears that

the court is inclined to judge the successful

suicide as mentally ill unless it can be proved

to the contrary that this is not the case.

Class VI Euthanasia

To take the life of another person because

he is of no value to and is indeed a burden
on society.

Comment; This, of course, is the extreme in

euthanasia. Cases coming under this class

might be patients who through sickness or ac-

cident have remained comatose for many
years with absolutely no hope of recovery or

even improvement; children diagnosed as

idiots or born with such severe physical or

mental abnormalities that they can never

hope to function to any significant degree;

aged, infirm and mentally disturbed patients

who have no rational or meaningful existence;

and perhaps the criminally insane. Perhaps

a reasonable case may be made for this de-

gree of euthanasia, but it would require a

drastic change in our philosophy as well as

our criminal code.
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The deliberate killing of individuals for

the benefit of society is repugnant to most of

us. It reminds us of Hitler’s program for the

mass destruction of mentally ill patients and

of the post-war Nuremburg trials. But per-

haps when the time comes, as some agrono-

mists say it must, when we will not have

enough food for even the productive mem-
bers of society, we will change our philosophy

and our beliefs.

There are, of course, many cases in the

legal literature where the jury has refused

to convict a mercy killer if they were con-

vinced that he was performing the act out of

compassion for the patient. We can recall the

case of Dr. Sander, a New Hampshire physi-

cian, who in 1950 admitted in his hospital

progress notes that he had injected 40 cc. of

air into the vein of an incurable cancer pa-

tient and that she died a few minutes later.

Helen Silving^" also cites two other cases

where the defendants were acquitted—Carol

Paight, for the killing of her father suffering

from terminal cancer, was acquitted on the

grounds of ternporary insanity and Eugene
Braunsdorf, a symphony orchestra musician,

was acquitted on the same grounds for the

mercy killing of his crippled daughter who
had required hospitalization all of her life.

However, Silving also points to the case

of Harold Mohr, indicted for the mercy killing

of his blind, cancer-stricken brother. He was
convicted of voluntary manslaughter and
sentenced to a term of three to six years in

prison and a $500 fine even though he had
pleaded temporary insanity and in spite of

the fact there was good evidence that the

deceased had urgently and repeatedly re-

quested euthanasia.

So, we cannot depend on the whim of the

jury to solve our problems of euthanasia. As
previously stated, it is not my purpose to

make a case for or against either legalized

abortion or legalized euthanasia. The only

point I wish to make is that there appears

to be a very significant discrepancy between
our views on these two subjects. It is sug-

gested that perhaps if we have gone too far

in legalizing abortion we have not gone far

enough in legalizing some forms or classes of

euthanasia.

Henry V, too,

suffered anorectal pain.

Henry V, hero of Agincourt, suffered severe

anorectal pain due to a fistula in ano, for

which the folk remedies and nostrums of the

day provided little relief.*

Among the most common afflictions of man,
anorectal disorders affect seven out of ten

adults at some time during their lives.

I. Banov. L,: .South. M. J. 57; 528-J31 (Marchl 1964.

for symptomatic relief of initial
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I do not know if there is a soul, or if there

is, at what time it enters the body of the

embryo. I am content to leave this argument

to the clergy. But apart from religious views,

I am inclined to believe that from an ethical

viewpoint children who are conceived have

a right to be born even at some risk to the

mother and even if there is a chance that the

child may be physically or mentally impaired.

When it is suggested that a severely crippled

child should not be permitted to live, I think

of Charles Steinmetz, the great electrical

wizard of the General Electric Company. A
severe and grotesque cripple from birth, he

led a very useful and apparently happy life.

Perhaps if the laws on euthanasia were more

liberal, we could afford to allow the birth

of a child whose mother had German measles

early in her pregnancy and might, therefore,

give birth to a deficient infant.

It seems to me we have been guilty of an

absurd inconsistency. Up until the moment
of birth we do not hesitate to destroy life if

there appears to be a reasonable chance that

either the mother or the child will be ad-

versely affected. But once birth has taken

place, to destroy that life, even though it be

proved useless and meaningless, is murder, or

at best manslaughter. I cannot believe that

our philosophy in this matter is based on

religious convictions.

One of the arguments used in the case for

legalized abortion was that it was being done

outside the law anyway and it could be better

controlled if it were legalized. The same ar-

gument could be used for making euthanasia

legal. As pointed out above, euthanasia is now
a very definite part of medical practice, and

it might be wise to admit it and face the issues

with reasonable legislation

An argument frequently used by physi-

cians who oppose the practice of euthanasia

is that they do not wish to “play God,” but are

we not indeed “playing God” when we per-

form an organ transplant? Approximately

7,000 people die in the United States from kid-

ney disease. The life of a significant per-

centage of these patients could be prolonged

either by chronic dialysis or a kidney homo-

graft. However, because of lack of adequate

facilities we are currently able to perform

these procedures for about 1,000 patients. Are

we not “playing God” when we choose one

out of seven to live?

In conclusion, it is suggested that abortion

and euthanasia should be considered as paral-

lel problems which must be solved by rea-

sonable legislation and that if we have been

too permissive in enacting laws legalizing

abortion perhaps we have been too rigid in

not passing laws permitting euthanasia. •
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Homograft cardiac valve

replacement in man

George Pappas, MD, Hugh Overy, MD, and Hywel Davies, MD, Denver

Homograft valve replacement has

particular application in this region where

many patients come from rural communities

and accurate anticoagulant controls are

difficult to achieve. Following use of

homografts, anticoagulants are not required.

The complications following the insertion of

prosthetic cardiac valves have been such as

to persuade us to adopt in this institution the

alternative procedure of homograft replace-

ment.*** Homotransplantation of cardiac

valves has been performed both clinically^’^

and in the experimental laboratory.^ This

communication deals with our experience to

date, and the assessment of the relative ad-

vantages and disadvantages of the two pro-

cedures.

no evidence of aortic regurgitation, and his

blood pressure is stable at 130/90. He is now
7 months postoperative. Aortography con-

firms competence of the aortic homograft

(Fig. 1).

Cases 2, 4, and 6 had severe calcific aortic

stenosis. Two also had aortic regurgitation.

In each case no aortic regurgitation has been
present postoperatively, and aortography has

confirmed this in Cases 2 and 4. Case 6 has

not yet been restudied.

Case 3 was a patient with rheumatic aortic

and mitral valve disease. The aortic valve

was replaced with a homograft, and an open
mitral valvotomy was performed. Unfor-

tunately the latter led to severe mitral in-

sufficiency from which he died four months
postoperatively before re-operation was per-

formed. Aortic valve function was excellent,

and at autopsy the valve cusps were pliable

Case Material

Seven patients have undergone homograft
valve replacement since September 1968. Six

have had isolated aortic valve replacement,

and one has a triple homograft (mitral, tri-

cuspid and aortic). Table 1 gives details of

these cases.

Case 1 was a patient who had severe

aortic insufficiency following dehisence of a

Starr Edwards valve inserted one year pre-

viously. At re-operation the prosthesis was
removed and replaced with a homograft. The
postoperative course was uneventful. There is

*Dr. Pappas is Chief Cardiovascular Surgeon, Dr. Overy is
Assistant Chief of Cardiology and Dr. Davies is Chief of
Cardiology, VA Hospital, Denver.
**A homograft (syn. allograft) is a graft between two in-
dividuals of the same species, e.g. man to man. A hetero-
graft (syn. xenograft) is a graft between two individuals
of different species, e.g. pig to man.

Fig. 1. Aortogram of Case 1, 3 months postopera-
tively. The homograft valve on cine-angiography
was entirely competent. The wedge-shaped shad-
ow below the valve represents broncho-vascular
markings and appears on control frames.
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TABLE 1

HOMOGRAFT CARDIAC VALVE REPLACEMENT

Case
No. Age Sex

Date of
Surgery

Preoperative
Diagnosis

Valve
Replaced

Postoperative
Blood Pressure

Clinical
Result

1 43 M 11-5-68 AI (Starr-valve Ao 130/90 Excellent

2 44 M 1-21-69

dehiscence)

AS, AI (calcific) Ao 116/80 Excellent
3 44 M 1-28-69 AS, MS Ao 106/78 Died

4 51 M 2-19-68 AS (calcific) Ao 110/80

(mitral
insuffi-

ciency)

Excellent
5 51 M 5-2-69 AI (SBE) Ao 120/80 Excellent
6 45 M 5-20-69 AS, AI (calcific) Ao 120/78 Excellent
7 51 M 8-21-68 MVR

4-14-69 AVR, TVR AS, AI, MS, MI, TI Ao, M, Tr 125/90 Good

Fig. 2. Photograph of homograft aortic valve at

autopsy in Case 3, who died from mitral insuffi-

ciency 4 months after operation. The union of

graft with host is well-endothelialised and the

cusps are pliable and translucent.

and translucent (Fig. 2). Multiple pulmonary

emboli were found in addition to coronary

artery disease and old myocardial infarctions.

Case 5 had had bacterial endocarditis of

the aortic valve nine months previously

which had led to severe aortic insufficiency.

At the time of operation his blood pressure

was 130/50 and the blood urea nitrogen was
86 mg per cent. At operation two of the

aortic valve cusps were virtually destroyed

Fig. 3. Frame from left ventricular cine-angio-

gram in Case 7, 3 months after surgery. The homo-
graft mitral valve is completely competent; no
contrast medium has entered the left atrium, to

the left of the picture.

by perforations and vegetations. The valve

replacement was followed by a copious di-

uresis and a rapid fall in BUN to 24 mg per

cent. His postoperative course has been ex-

cellent, there is no murmur of aortic regur-

gitation, and the blood presure is 120/80.

Case 7 underwent mitral valve replace-

ment with a ring-mounted aortic homograft

valve in August 21, 1968. Postoperatively

there was no evidence of mitral insufficiency

either clinically or on left ventriculography

(Fig. 3). However, the clinical response was

not satisfactory and cardiac failure recurred,

secondary at least in part to his aortic and

tricuspid disease. Accordingly, on April 14,

1969, the aortic valve was replaced with a

homograft and the tricuspid with a ring-

mounted aortic homograft (Fig. 4) . Since

that time, his course has been good, though

he still requires mild diuretic therapy for
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Fig. 4. Lateral chest x-ray of Case 7, with a triple

valve homograft. The metal supports of the valves

mounted in the tricuspid (left) and mitral (right)

areas can be seen.

fluid retention. Clinical evidence indicates

excellent function of all valves, but residual

pulmonary hypertension and heart muscle

disease at present limit the degree of recov-

ery. He is active and leading a relatively nor-

mal life.

Operative Technic

Standard methods of cardiopulmonary by-

pass and coronary arterial perfusion were

employed The technic for homograft replace-

ment of the aortic valve makes use of a dou-

ble suture line (Fig. 5). The bottom of the

homograft is sutured to the base of the recip-

ient’s aortic cusps with interrupted sutures.

Following this, the upper portion of the

homograft is tailored and a continuous suture

is used to attach the donor’s aortic wall to the

recipient’s aorta beneath the coronary ostia.

Occasionally the commissures in the region

of the noncoronary cusp appear dispropor-

tionate during closure of the aortotomy, in

which event appropriate alignment is pro-

vided by a tear-drop prosthetic patch incor-

porated into the aortotomy incision. In all

our cases, after discontinuing cardiopulmon-

ary by-pass, the homograft was competent

as assessed by palpation of the aortic root

and left ventricle, and by the finding of a

normal pulse pressure and absence of regur-

gitation into the left ventricular sump. In

most cases, a slight systolic thrill was pal-

pable over the aortic root.

Fig. 5. Diagram of the homograft aortic valve after

insertion, opened out after a longitudinal incision

in the aortic wall through one of the three support-

ing pillars. The upper and lower suture lines are

seen.

Prior to by-pass in Case 7 an aortic valve

homograft was sutured to a fabricated metal

support and used for mitral and tricuspid

valve replacement. The valve competence

was assessed before insertion with a sterile

pressurized saline apparatus. The valve com-

plex was subjected to a pressure of 120-140

mm. Hg., and if a leak appeared, the valve

was discarded. Competent homografts were

sutured to the excised mitral and tricuspid

areas with interrupted sutures, as in the in-

sertion of a prosthetic valve.

Preparation of homograft valves

Normal aortic valves are obtained from

cadavers that have recently died. The tensile

strength of the homograft is tested, and only

valves with an aortic wall strength of greater

than 400 gm on an arbitrary scale are kept.

The valves are sterilized in an antibiotic solu-

tion containing penicillin, polymyxin, ny-

statin and streptomycin and kept in the

refrigerator at 4°C for 24-48 hours. The valve

is removed from the solution and 10 per cent

ethylene oxide is blown over the valve for

30 seconds. The container for storing the

valve is quickly sealed and inserted into a

deep freeze at -70 °C for future use. Multiple

cultures before and after ethylene oxide ex-

posure are taken and only those valves with

negative cultures up to two weeks are used

clinically. The homografts are stored at -70 °C

for as long as six months, after which time

they are discarded.
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This form of valve sterilization is time

consuming and often wasteful because of

contamination. We are therefore currently-

sterilizing valves with high-dose irradiation.

Discussion

The complications associated with me-

chanical prostheses make them far from ideal

for cardiac valve replacement. These include

thromboembolism, infections which are ex-

tremely resistant to therapy and often fatal,

mechanical failure of the valve (sticking,

ball-valve variance and even extrusion of

the poppet), leakage around the prosthesis

because of the lack of adequate healing or

tearing away of sutures, hemolysis secondary

to turbulence with or without leakage around

the prosthesis, and need for anticoagulant

therapy with its attendant hazards.

Homotransplantation of cardiac valves

offers several advantages over the use of

prosthetic devices. These include the follow-

ing: (1) There is a negligible incidence of

thromboembolism: (2) Anticoagulants there-

fore are not necessary This is an extremely
important consideration for patients living

in sparsely populated areas who must make
frex:iuent visits to larger communities in or-

der to regulate the prothrombin time. (3)

Homograft valves are cheap. (4) They con-

stitute a biologic tissue. (5) The homograft
valve is hemodynamically much more like

tlie natural valve (Fig. 6). (6) Infections,

though infrequent, are usually treatable.

Both fresh and preserved homografts have
been used clinically,' ^’^ -although only a few
centers in America have employed this form
of valve replacement. The logistic problems
of procurement would in themselves limit

extensive use of fresh valve homografts.

Fig. 6. The central flow pathway of the homograft
valve (right) in this diagram is contrasted with the
obstruction offered by the ball-valve prosthesis
(left).

TB is still

around.

In 1967 almost 45,000 new active cases were re-

ported. Isn’t that a good reason to make tuberculin
testing with the white LEDERTINE^^ Applicator a rou-
tine part of your physical examinations?

TUBERCULIN, TINE TEST
(Rosenthal) with Old Tuberculin

Precautions: With a positive reac-
tion, consider further diagnostic
procedures. Use with caution in per-
sons with active tuberculosis or
known allergy to acacia. Vesicula-
tion, ulceration, or necrosis may
occur at the test site in highly sen-
sitive persons.

LEDERLE LABORATORIES
A Division of Amerisan Cyanamid Company, Pearl River. New York

Therefore various methods of valve preserva-

tion have been used in different centers.

These include (1) immersion in beta-proprio-

lactone, which is cytotoxic and germicidal (2)

freeze-drying (3) antibiotic sterilization plus

ethylene oxide-treatment with subsequent

storage at -70 °C and (4) high dose irradiation

for sterilization, with storage at -70 °C. The

last two methods seem to have gained in

popularity.

With improved methods of insertion and

better technics of cardiopulmonary by-pass

the risk of surgery is similar to that of me-

chanical valve replacement. The time taken

for insertion of a homograft aortic valve is

longer than that for a prosthetic valve. For

example, our average by-pass time for a

prosthetic valve is about 114 hours, whereas

for a homograft it is 214 hours.

Homografts sutured to fabricated metal

supports have been used by some workers,

but the follow-up period of these devices has

been short® and the outcome of the procedure

remains to be seen. No instances of thrombo-

embolism following their insertion have been
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described. Homograft valves inserted into

the mitral or tricuspid areas appear hemody-

namically more suitable than prostheses since

there is no obstruction to the flow of blood

through them. The place of anticoagulant

therapy in the management of such ring-

mounted homografts is not yet clear, but it

has usually been administered for a few

months.

Experience of heterograft valves has been

limited. The follow-up has been short, but

initial observation would indicate that the

failure rate is greater than with homografts.®

The important question to be answered is

the long-term fate of homograft and hetero-

graft valves. Clinical homotransplantation of

aortic valves has been carried out since 1962^

and there have been several good long-term

results. Homografts inserted into the descend-

ing thoracic aorta have functioned in patients

for up to 13 years.® Whether all homograft

valves will degenerate and calcify eventually

appears crucial. There have been a few cases

recorded of late calcification of the grafted

tissue requiring further valve replacement.

but this has not been recorded in irradiated

and frozen homografts over a follow-up pe-

riod of about two years. Better methods of

preservation may in the future be shown to

influence the durability of homograft valves.

Summary
Until an ideal mechanical valve is de-

signed that is free from thromboembolic com-
plications or mechanical failure and behaves

in a perfect hemodynamic fashion, homograft

valves merit further clinical use. Homograft
valves are virtually free from thromboem-
bolic complications, and the always trouble-

some and sometimes dangerous propensities

of anticoagulants are thus avoided. This

would especially benefit patients who live

in rural areas.

We have described the results in six pa-

tients who have undergone homograft re-

placement of the aortic valve and one who
has a triple homograft. All the homograft
valves have functioned perfectly over a fol-

low-up period up to nine months. Relevant
experience from other centers has been
briefly reviewed. •
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plan to attend the 23rd ama clinical convention

denver, colorado-november 30-deceniber 3,1969
A bustling skyscraper-studded cosmopolitan

city, Denver, Colorado is ^western In character and

dotted with sophisticated shops, superb restau-

rants, and theaters. And, just minutes away, the

great Colorado Rockies— with forests, lakes and

tumbling streams, internationally known ski areas,

ghost towns, hunting and fishing.

As a general practitioner or specialist, you will

find the Denver winter medical meeting a highly re-

warding experience. Scientific Program Sessions,

Breakfast Roundtable Conferences, Clinical Work-

shops, Panel Discussions, Television, Medical Mo-

tion Pictures, and hundreds of Scientific and

Industrial Exhibits to show you the latest in equip-

ment, services, and drugs are some of the means
of keeping up-to-date in medicine.

Be sure to look for the complete scientific pro-

gram, plus forms for advance registration and

hotel accommodations in the October 20th Issue

of JAMA.
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Presidential address*

Wyoming State Medical Society

Henry N. Stephenson, MD, Newcastle, Wyoming

Thank you for this year of serving our or-

ganization. To my knowledge no member has

knowingly done anything to thwart any ef-

fort of mine or of the society. Most of my
help has come from those of you who are

here today, and I acknowledge this with both

joy and sadness—joy because I have enjoyed

and profited by working with such able col-

leagues and sadness because more of our

members have not yet been persuaded to

make those contributions which lie well with-

in their capacity.

We have experienced some vital changes

in our organization since I assumed this chair.

I have not the courage to accept the concept

that the responsibility for these upheavals

lies entirely on my shoulders. The loss of

two able men who have served us so well

for many years, Mr. Hirst and Mr. Abbey,

has already been felt and will continue to

leave a void for a long time to come. How-
ever, I am optimistic that the measures that

have and will be taken by this body and the

officers of the society to compensate for these

losses will enable our organization to con-

tinue and even to thrive.

This has been a legislative year. The com-

bination of the state deartments of Health,

Welfare, and Education which was proposed

to us at this meeting just one year ago by
our Governor has become a reality despite

our early objections, but our efforts to make
this combination one that we could live and

work with were successful to a considerable

degree. We were helpful in defeating a very

bad bill concerning legislative direction of

who might be admitted to hospital staffs.

There were many other legislative accom-

*Presented before the House of Delegates at the 66th
Annual Session of the Wyoming State Medical Society at

Jackson Lake Lodge, August 29, 1969. Dr. Stephenson was
President 1968-1969.

plishments for which we are indebted to Dr.

Black and all of those who so unselfishly

and energetically assisted him.

So far, this has been historical, which

should concern us only insofar as it enables

us to cope with what lies ahead We need

more active members in our society and we
need even more production from you who are

already active. When I need to borrow money
I go to the banker who has helped me out

before and not to the one who has previously

turned me down. Therefore, I hope that you

will all anticipate contributing even more to

our society and its endeavors in the future.

The average age of Wyoming physicians

is 46 and perhaps this explains why I have

had the privilege of being your President this

past year. In many places the ideas and in-

novations of young, recently graduated and

trained physicians are a matter of worrisome

concern to the medical establishment and

this is precisely what we are. In Wyoming
we obtain so few of these young men that

this has yet to be a problem. This can largely

be explained by our lack of a medical school

and I hope that a solution to this deficiency

continues to command our thoughts and en-

deavors.

Our profession is notorious for its resist-

ance to change and this is not entirely bad.

But, we must listen to those from without

as well as within our ranks when they present

constructive ideas that involve and influence

the manner in which we render health care to

our patients. It seems to me that the concept

of Planning for Comprehensive Health Care

for all patients can be a reasonable and effi-

cient approach that could solve many of the

problems that surround each of us. Health

involves food, shelter, clothing, education and
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recreation as well as pills, injections, medi-
cal and surgical procedures, and so the econ-

omists, architects, agriculturists, and educa-

tors can be expected to make worthwhile
contributions to the management of people’s

health. We must welcome any valuable idea

regardless of its source.

In so many places in this country, as well

as others, the problem is of too many people

in too small a space In Wyoming we are more
likely to be confronted by too few people in

too great a space. This uncrowdedness is one
of the reasons I live in this state and I feel

that many of you would say the same for

yourselves. To live as we do is a privilege
and to deserve it we must cheerfully accept
the responsibilities of doing all that we can
to remove the few disadvantages that derive
from this very spaciousness that we cherish.

If I said I was exhausted by the labors of
this past year you would rightly be skeptical

because I have not yet run out of wind. Once
more, thank you for the opportunities you
have given me and if you support your new
President as well as you have this old one,

your coming year must inevitably be ever so

much more successful than has the one now
ended. •

Operative needle cholangiography*

Robert Simon, MD, James H. Carlisle, MD, Marvin Pomerania, MD, and Ben Eiseman, MD, Denver

Operative cholangiography has become an

accepted technic in modern biliary sur-

gery^'^ since its introduction by Mirizzi in

1931.^ Hermann and Hoerr® alluded to the use

of direct needle injection of the common bile

duct for cholangiography in cases where the

gall bladder had been removed previously.

Because difficulties may be encountered in

cannulating the cystic duct, a clinical evalua-

tion of direct needle injection into the com-
mon bile duct for purposes of cholangiogra-

phy was evaluated at the Denver General
Hospital.

‘From the Department of Surgery, University of Colorado
Medical School, and the Denver General Hospital, Denver,
Colorado.

Methods

Forty-two patients undergoing elective

cholecystectomy for chronic cholecystitis at

the Denver General Hospital comprise this

study. A 22 gauge tonsil needle directly at-

tached to the syringe was used in 20 cases.

(Fig. la). In 22 other cases a No. 23 gauge

scalp vein needle was used with a 10 cm seg-

ment of polyethylene tubing connected to

the syringe. (Fig lb). The needle was in-

troduced through the anterior wall of the

common bile duct until bile could be as-

pirated freely. Six to 15 cc of the hypaque
solution was slowly injected into the duct.

In some cases the needle was left in the duct

while the roentgenograms were taken. In
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Fig. 1. Equipment required for operative needle

cholangiogram. a. A 20 ml syringe filled with 50

per cent hypaque and attached to a 10 cm tonsil

needle, b. A 23 gauge needle connected to a 10 cm
length of polyethylene tubing can alternately be

employed.

Fig. 2. A typical needle operative cholangiogram.
Note shadow of an unsuspected 3 mm stone in

distal common duct.

others the needle was withdrawn. The patient

was placed in a slight Trendelenberg position

to facilitate filling of the intrahepatic ducts

and a single x-ray exposure was made in the

anteroposterior projection. Following reading

of the films, the needle was withdrawn from
the bile duct and no attempt was made to

close the small needle perforation. Cholan-
giograms were performed on all patients re-

gardless of other indications for common bile

duct exploration. In all cases a 1-inch Pen-
rose drain was brought from the puncture

site through a stab wound in the right upper
abdomen at the conclusion of the operation,

as is routinely performed with all cholecys-

tectomies.

Results

Of 42 consecutive needle cholangiograms,

37 technically satisfactory studies were ob-

tained (90 per cent). The 5 unsatisfactory

films occurred early in the series and were
due to intramural injection of the contrast

media in one instance, passage of the needle

through the back wall of the common duct

with injection into the free peritoneal cavity

in a second case, and x-ray exposure diffi-

culties in the remaining 3 cases. Thirty-three

per cent of the patients underwent common
bile duct exploration on the basis of both

clinical and x-ray indications. Three patients

(8 per cent) had normal operative cholangio-

grams but were found to have stones in the

common bile duct on exploration. In 10 pa-

tients cholangiography demonstrated stones

in the common duct (26 per cent) and this

was confirmed on exploration of the duct. A
typical operative needle cholangiogram is

illustrated in Fig. 2. All choledochal puncture

wounds were drained and no known intra-

abdominal complications resulted from this

technic. In 8 cases the postoperative bile

drainage was felt to be more profuse than

that ordinarily seen after routine cholecys-

tectomy. However, all bile leaks closed spon-

taneously and no drains were left in a patient

over 7 days.

Discussion

Operative needle cholangiography was
utilized by Hermann and Hoerr® in situations

when the gallbladder had been previously

removed, with resultant satisfactory studies.
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We utilized this technic as the primary pro-

cedure in all patients undergoing elective

cholecystectomy with results comparable to

other series utilizing cystic duct cannula-

tion.’-'* The presence of stones in the common
bile duct on x-ray correlated 100 per cent

with their presence at exploration of the

common duct. The 8 per cent false negative

yield is a considerable improvement over the

12 to 20 per cent incidence of missed stones

as reported by Paine^ when no cholangiog-

raphy was employed. The incidence of false

negative could be further reduced by refine-

ments in technic. In our series only a single

A-P x-ray exposure was made. Isaac and

Daves^ have recommended the use of 3 ex-

posures in varying positions to improve the

accuracy of cholangiography; Hermann and

Hoerr have used 2 serial injections

In our experience it may be stated that

the presence of a filling defect on a needle

cholangiogram is sufficient indication for ex-

ploration of the common bile duct. However,

the absence of filling defects should not dis-

suade one from exploring the common bile

duct, if clinical indications exist. Although

postoperative leakage of bile was increased

in a small number of patients, this did not

increase the length of hospitalization nor the

morbidity of the operative procedure.

Indications and benefits of operative

cholangiography have been so thoroughly

discussed in the past as to need no further

emphasis. The problem is to find the sim-

plest technic which will provide the maxi-

mum information. Introduction of the ra-

diopaque dye directly into the exposed com-
mon duct via a small needle required 1-3

minutes. If a small needle is used, it can be

withdrawn and the exposure made with the

surgeon at a distance from the field. There is

no likelihood of introducing air bubbles which
might confuse interpretation.

The technic is eminently simple, and this

experience demonstrates that it is as ac-

curate as other more complex and time con-

suming technics.

Summary
A technic for operative needle cholangio-

grams has been described as performed with-

out complication in 42 patients. The method

is accurate in demonstrating filling defects

in the common bile duct. Operative needle

cholangiography appears to be a useful ad-

junct to operations on the biliary tree and

does not contribute to the morbidity of the

procedure. •
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Remarks of incoming president*

Colorado Medical Society

John M. Wood, MD, Englewood, Colorado

It is with a feeling of great humility, aware-

ness of and appreciation for your trust that

I follow in the footsteps of my predecessor,

Dr, William Covode. He has challenged us

greatly this past year with his ready wit and

intuitive prose in a manner reminiscent of

a “friendly” Robert Ruark. He has chal-

lenged us to become more involved in our

professional society and in our community
and has urged us to open our minds to the

many problems- which we face in the future.

Introspection and evaluation have been an

inevitable result.

My predecessor recently stated that

among his accomplishments was the blessing

of two granddaughters. I can truthfully say

that I have already bridged that generation

gap, as I begin my year in office with two

beautiful granddaughters. Though I, too, can-

not claim these as individual accomplish-

ments, I feel that I may be on the right track,

and at least I am starting even.

While aware of my own limitations, I be-

lieve that with the combined talents of all

members of our profession we will be able to

forge ahead toward recently stated goals and

develop additional goals as the situation and
society policies dictate.

This past year has increased my aware-

ness of the needs of the community as well

as the increasing needs of our profession to

develop new methods for the future delivery

of medical and health care services. The
magnitude of many of our problems will take

Presented at the 99th Annual Session, Colorado Medical
Society, September 20, 1969 held at Colorado Springs.

the total cooperation of all physicians in con-

cert with their local, state, and national or-

ganizations if we are to anticipate any prog-

ress. I can and do promise you that I intend

to put forth my best efforts to guide us in

the direction of a more completely function-

ing society dedicated to solve some of the

problems now before us. This will be accom-

plished while adhering to the principles of

freedom to practice medicine in the best man-
ner possible.

I am aware that my predecessors also had

similar feelings and I now have the benefit

of their efforts to guide me. The fulfillment

of many of our goals will not be accomplished

overnight, nor will all be attained during my
tenure of office. Communication in our ever-

enlarging world continues to be a major fac-

tor in our daily lives. It is readily apparent

that improvement in communication with our

colleagues is both desirable and important.

Moreover, we need to broaden our communi-

cation with our communities. In the coming

year a sincere effort will be made to involve

more physicians in society functions related

to the problems of the future, and to encour-

age at the local level, various educational and

scientific programs. I feel that many of our

non-member colleagues could make valuable

contributions to our efforts in communica-

tion.

Another area of communication in which

improvement is needed is COMPAC. This

organization, guided b yphysicians and fellow

para-medical personnel, seems to generate
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most of its interest during a year of contro-

versial political campaigns. I believe that we
need to develop a strong guiding committee

so that specific policies, partisan and non-

l^rtisan, can be clearly delineated in the non-

elective years as well as during the elective

years. In this way we can carefully assess our

political objectives and be more effective in

the selection and election of qualified indi-

viduals who will support the policies in

which we believe. This organization needs

and deserves our support.

The development of our new Education

and Research Foundation is a project that

must be carried to its fullest realization as

soon as possible. The need for more accurate

data on health statistics, the need for data on

the economics of health costs, the problem of

manpower needs, and needs for improved

communication are but a few of the critical

areas where we can effectively utilize this

informational data to project and solve the

problems which we face today. We will need

this information to enable us to determine the

future policies and goals of our profession.

There is a direct relationship between com-

munity health, the economics of health, in-

dustrial health of the community, and indi-

vidual health care. We cannot afford to make
important and crucial decisions in haste and

without adequate, accurate statistical data.

It has been recently stated that “he who con-

trols the data calls the tune.” Fellow physi-

cians, I am suggesting that we get in tune or

we may not have a horn to blow.

The socio-economics of modern medicine

involves three factors: the quality, the quan-

tity, and the cost of medical care. Health

care problems today are shared with the poli-

tician, urbanologist, welfare worker, histo-

rian, economist, reporter, social worker, num-
erous voluntary groups, and cultural anthro-

pologists, to name but a few. We are chal-

lenged today as never before, and, if we are

to survive, we will have to gain as well as

maintain the initiative. We will need to

broaden our cooperation with Blue Shield,

commercial insurance companies, and the

more recent exciting foundation plans for the

delivery of health care to assure comprehen-

sive health coverage. The foundation concept

shows promise for the development of new

ways to deliver health care at the local level,

whether it be urban or rural. It is also in

keeping with the changing concept of cen-

tralization at the urban center. The newer
concepts of multiphasic screening also show
promise for the development of preventive

health measures as well as mass diagnostic

procedures at costs well within our present

economics. The voluntary prepayment con-

cept should be applied and maintained when-
ever possible.

For these reasons, I would like to recom-
mend that the scope of the Socio-Economics

Council be broadened to involve all matters

concerning pre-paid health insurance, and
take under consideration all matters con-

cerned with the business aspects of the prac-

tice of medicine. Finally, they should study,

assess, and make recommendations regarding

the data which will be forthcoming from the

new Colorado Medical Society Education and
Research Foundation.

In the area of medical service the new
utilization-review plans have been amply
covered. However, the solution of Emergency
Medical Care, Emergency Room problems,

and manpower shortages will need continu-

ing attention. Comprehensive Health Plan-

ning continues at a rapid rate at the govern-

mental level, with more than one voluntary

group also busily engaged in planning. Up to

this point the impact of our limited presence

seems to have little effect. This can only

mean that we must become more active and

aggressive in asserting our imaginative and

innovative abilities, particularly when it

comes to the delivery of health care. The

neighborhood health center concept which

developed successfully in our area without

our help or guidance is an example of this

problem. Recently Dr. Dwight Wilbur stated

that he felt the community health center

would become one of the most important

health facilities. It would appear that our

Medical Service and Council need to expand

their duties to develop an interest in all gov-

ernment programs such as Comprehensive

Health Planning and Medicare-Medicaid, to

mention but two such programs. I would

suggest that Ad Hoc committees be appointed

as needed to be accountable for a specific

program or function. It also appears that we
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need to develop closer ties with hospital

administration and hospital management
groups. I can foresee future problems which
demand mutual cooperation for an effective

solution. Likewise, I believe that we need

to develop closer liaison with our allies, the

osteopaths. They, too, have a legal and moral

responsibility for rendering high quality

medical care in the government programs

currently in effect. Recent American Medical

Association, as well as Specialty Board, de-

cisions suggest that closer working relation-

ships will develop with the Osteopaths.

Notice is taken of recent malpractice laws

which have been enacted in the state of

California. We need carefully to consider

legislative methods to help control this area

of abuse which is becoming increasingly more
expensive and unrealistic. Many insurance

companies no longer write malpractice in-

surance—I am told that they would all like

to be out of the business. If this should hap-

pen, can you imagine the dilemma which

would result? You can be sure that our Leg-

islative Council will examine this problem

completely. The problem of licensure of

para-medical personnel has become the sub-

ject of a special state legislature study com-

mittee. The method and type of licensure

program developed will effect us all to a

great extent. I am happy to say that we are

asserting leadership in the formation of such

a licensure program and will be able to re-

port back to you in the near future. In addi-

tion I believe we need to work actively in the

field of legislation and in the implementa-

tion of government health programs to insure

quality and coordination with non-govern-

ment medicine in the community. I would

like to congratulate our Legislative Council

for their endeavors during this past year.

Their success was directly attributed to the

many man-hours spent examining and care-

fully following the many items of medical

legislation. They deserve the thanks of the

entire society for a job well done.

The topic of continuing medical education

also deserves our best attention. The issues

of recertification of licensure will require

diligent consideration in order to elucidate

clearly the pros and cons. However, we have

a more immediate problem in medical man-
power. Although many will claim that this is

really only a maldistribution problem, my
contact with practicing rural physicians re-

veals that there is obviously a shortage of

medical manpower. It appears that even if

redistribution could be accomplished (this I

feel will certainly never occur) there would
still be a serious need to increase our man-
power. I believe one solution is to work more
closely with our great University of Colorado
Medical Center in order to help develop new
patterns of health care delivery, as well as

programs to increase the output of phy-
sicians. Several universities now graduate a

class each semester, similar to the programs
in existence during World War II. We have
the town and gown talent as well as the
natural resources to make such a program
work.

Finally, I would be remiss if I didn’t

mention that our administrative arm, the

executive office, will be trying new and
innovative technics to increase communi-
cation between individual practicing phy-
sicians and the society office as well as the

society officers. I feel that they are doing a

superb job for us at the present time. How-
ever, they are not content with status quo
and I am constantly amazed with their co-

operative attitude, administrative abilities,

and intestinal fortitude toward progress and
improvement. We also plan to make your
council chairmen more responsive to the

Board of Trustees each month. Hopefully,

new organizational directions for developing

priorities related to many of our problems
will enable the various councils to work with
a reasonable timetable for the consideration

of their business.

Dr. Covode has laid the groundwork for

many of our activities this past year. Now it

is time to continue to forge ahead with these

recommendations, as well as the additional

challenges which are before us. As Henry
David Thoreau once said, “if you have built

castles in the air, your work need not be

lost, for that is where they should be. Now
put foundations under them.” The days ahead

offer ample opportunity for building, and
with the help of each member in our society,

a lasting foundation can be provided. •
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This was the sixth Albuquerque Veterans

Hospital admission of a 73-year-old Spanish-

American male. Six months prior to admis-

sion he developed bilateral painful swellings

of his knees. The skin was hot and red. This

apparently subsided slowly on local therapy.

Two weeks before admission he had recur-

rence of swelling and pain in the right knee,

and involvement of the ankle. There was no
fever or rash associated with his symptoms.

Past medical history included a diagnosis

of arteriosclerotic heart disease which was
made in 1957, at which time the presence of

left ventricular hypertrophy and a mitral

murmur were also noted. In 1964 he had a

transurethral resection of his prostrate, and
following this was treated for pyuria. He had
also had psoriasis and diverticulitis.

Physical examination disclosed an elderly

male in distress from pain in the knee and
ankle. The blood pressure was 190/90, the

Albuquerque, New Mexico, June 12, 1969, William S. Cur-
ran, M.D., Assistant Scientific Editor.

pulse was 70, the temperature was normal.

Positive physical findings were as follows:

The heart was enlarged with a grade III holo-

systolic murmur at the apex and a grade II

systolic ejection type murmur at the base in

the aortic area. There were painful, red swell-

ings of the right ankle, knee and wrist.

Laboratory findings included a hemato-

crit of 46 per cent, hemoglobin 15.2, white

count 8,700 with 66 per cent polys. Reticulo-

cyte count was 1.2 per cent. Urinalysis and

latex tests were negative. The ASO titre was
within normal limits. Serum uric acid was
11.2. Joint fluid contained 17,000 cells, 25

of which were red cells and the remainder

lymphocytes. Joint fluid protein was 4.2. The
latex reaction was weakly reactive; culture of

the fluid was normal. Chest x-ray showed
moderate cardiac enlargement, mainly of the

left ventricle. EKG showed an old myocardial

infarct, probably involving both the antero-

septal and posterolateral area with first de-

gree A-V block.
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Charles L. Weed, MD: Gout, as we all know,

is a rich man’s disease preying on those evil

beings with the affluence that enables them

to become gluttonous over-indulgers in food

and drink. Thus it is obvious why urologists,

neurosurgeons, and orthopedists frequently

enjoy gout (no indignant letters please, just

a little humor at the expense of the rich).

However, we generalists do not escape be-

cause it has been demonstrated that uric acid

levels and intelligence correlate directly and

thus, we too, are prone to suffer at times. But

if we must suffer, what a much more noble

correlation to suffer from!

Other investigations have added to our

burden by showing a positive correlation be-

tween uric acid levels and drive, achievement,

and leadership. Along similar lines, a recent

article in the JAMA‘ showed a positive cor-

relation between uric levels and drive and
range of activities in 100 Edinburgh execu-

tives. Even more telling, a negative correla-

tion between uric acid and responsibility was
found in this same group!

So, obviously, the conclusions to be drawn
are: when choosing an associate, pick the one

with the highest uric acid level and, con-

versely, find a stock broker with a low level!

So much for frivolity regarding uric acid

levels. Now to the painful part—-gout.

Strictly defined, gout is a metabolic dis-

ease of unknown etiology manifested by:

1. An increase in serum uric acid concen-

tration.

2. Recurrent attacks of a characteristic

type of acute inflammatory arthritis.

3. Deposits of sodium urate monohydrate
chiefly in and around joints, sometimes lead-

ing to joint destruction and severe crippling.

4. Renal disease involving glomerular,

tubular and interstitial tissues.

5. An increased incidence of hypertension

and urolithiasis.

Gout is classified into primary and sec-

ondary types. The former, which will occupy
us during this discussion is further divided

into familial and non-familial types. To this

point, there is no known clinical difference

in the two forms, only the difference in fam-

ily history. Secondary gout, as the name im-

plies, occurs as the result of other diseases,

such as:

1 Hematologic disorders (myeloprolifer-

ative and hemolytic).

2. Drugs (Thiazide, Ethacrynic Acid, Chlor-

thaladone, and Aspirin—less than 2 grams

—

etc.).

3. Obesity.

4. Starvation.

5. Chronic renal disease.

6. Glycogen-storage disease (Von Gier-

ke’s).

The uric acid levels in secondary gout are

generally much higher than those in primary

gout.

Since I mentioned it, what is an elevated

uric acid level? Statistically, it has been dif-

ficult to establish an upper limit of normal
for uric acid concentration and thus, in sort

of a reverse manner, we speak of the accepted

lower limit of hyperuricemia. This is pres-

ently felt to be approximately 7 to 7.5 mgs.

per cent in the male and 6 to 6.5 mgs. per cent

in the female. Of course, these levels will

vary from laboratory to laboratory and also

will depend on the methods used to do the

determination.

At this point let me interject a bit about

the pathogenesis or what is felt to be the

pathogenesis of primary gout. According to

present consensus, primary gout is the re-

sult of at least two inborn errors of metabol-

ism acting together. One error, universal for

all mankind, is the disappearance of uricase

from human tissues through evolution. As a

result of the loss of this main degradative

product of uric acid, serum urate of normal

man greatly exceeds that of other mammals
except the Great Apes. The even higher serum
urate levels of primary gout are due to super-

imposition of another metabolic error, the

exact nature of which is uncertain. Whatever
it may be, it is believed to result primarily in

acceleration of de novo purine biosynthesis,

since excessive uric acid formation can be

demonstrated in the majority of cases of

primary gout. It is becoming increasingly
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likely that more than one such aberration may
occur, implying that what is described as

primary gout may really comprise several

inborn errors of metabolism.

Some of the possibilities are as follows:

1. It has been noted that gouty patients

have a lower urine pH in general. This has

been shown to be due to decreased production

of ammonia from glutamine. It has been pos-

tulated that the resulting surplus of gluta-

mine cause the liver to produce extra uric

acid.

2. Seegmiller® has also demonstrated in

some cases a deficiency of hypoxanthine and

guanine to inosinic and guanylic acids. As an

alternative pathway, uric acid is formed.

3. A third possibility is an innate renal

defect in the excretion of uric acid by the

kidneys, particularly in patients in whom ex-

cessive formation of uric acid cannot be clear-

ly established.

However brought about, hyperuricemia in

primary gout first appears at about the time

of puberty in male carriers of the gouty trait

and much later in female carriers. The hyer-

uricemia persists but ordinarily is asympto-

matic for decades, indeed throughout life in

many instances without detectable damage to

joints or kidneys. This state is called asymp-
tomatic hyperuricemia or Stage I.

At this point, it is well to mention a prob-

lem that frequently faces the clinician This

concerns the patient with borderline to mild
elevation of serum uric acid levels plus some
mild chronic peripheral arthralgias and/or

backache. Often these patients are diagnosed

and treated as having gout, and in the over-

whelming majority of such cases, this is not

correct. Uric acid deposits have been reported

in the spine, but rarely. Chronic joint pain

without a classical past history of the char-

acteristic acute arthritis and without visible

and usually x-ray evidence of tophi in and
around joints is seldom, if ever, gout.

Stage II consists of the typical acute at-

tacks of gouty arthritis. Clasically, the attacks

are of sudden onset often coming on over-
night. The patient will frequently comment
that the first step out of bed in the morning
really smarts. In retrospect, the patient will

often mention that a vague aching discom-
fort, possibly with an occasional shooting

pain, was noted the evening before but noth-

ing disabling like the pain they have the next
morning. Usually the involved joint or joints

swell over a few hours. Effusions can often

be seen in the larger joints. The joint is hot

and has a deep red to dusky color resembling
cellulitis. The attcaks are self-limited, lasting

three to 11 days and with subsidence, com-
plete restoration of normal joint function

occurs. The acute attacks often follow trauma
to a joint, come on after strenuous exertion,

or dietary indiscretion, and frequently an
acute attack will appear four to five days
after a surgical procedure.

To the layman and as pictured in cartoons,

gout is synonomous with podagra, or arth-

ritis in the great toe. There is good reason

for this since the great toe is the initially

involved joint in 50 to 75 per cent of cases

and is eventually involved in some subse-

quent attacks in 95 per cent of patients with
gout. Other joints commonly involved are

the instep, ankle, knee, heel, elbows, shoul-

ders, wrists and hands. The smaller peripheral

joints are more susceptible than the larger

joints and the joints of the lower extremities

are involved more frequently than those in

the upper extremities.

Given a swollen, painful, red joint of

sudden onset, how is the diagnosis of gout

best made? Of course the elevated serum uric

acid levels plus a characteristic history and
appearance of the joint are of help but the

best way is to find uric acid crystals in the

joint fluid. For an adequate study of the joint

fluid to be made, a polarized light microscope

equipped with the first order red plate is

required. Sounds complicated? Actually, this

fancy sounding setup can be improvised fair-

ly simply. An ordinary microscope can be

turned into a polarized scope with two pieces

of unexposed x-ray film. One is placed in the

eyepiece and the other somewhere between
the eyepiece and light source. Then with ro-

tation of the eyepiece, polarized light can be

obtained. The first order red plate can be

improvised by placing three layers of Scotch-

brand tape the length of a plain old micro-

scope slide. It must be Scotch-brand tape
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since other types, for some reason unknown
to me, do not seem to work. This plate is then

placed between the light source and the stage

of the microscope. Usually it is easiest to just

temporarily tape it on the underside of the

stage.

Now that we have gone to all of this

trouble, what do we do with this fancy para-

phernalia? There is another so-called crys-

taline arthritis called pseudo-gout. As you

would expect, it is very similar in its clinical

manifestations to gout—that is, acute sudden

attacks of red painful swollen joints. It can

sometimes be differentiated clinically in that

the great toe is seldom involved and x-rays

of the involved joints frequently show an

egg-shell line of calcification in the joint

cartilage. However, the best way to differ-

entiate the two entities is by joint fluid exam.

Under polarized light, both the uric acid

crystals of gout and the calcium pyrophos-

phate crystals of pseudo-gout show birefring-

ence. With the addition of first order red

plate, however, a change in the crystal’s ap-

pearance will be noted—some are blue and

some are yellow. If the crystals lying parallel

to the long axis of the red plate (or Scotch

tape slide) are yellow, the crystals are uric

acid If they are blue, they are calcium pyro-

phosphate.

Another important point should be men-
tioned about this crystal gazing. In an acute

attack, the best source for finding the crystals

will be in the white blood cells located in the

joint fluid. If a clot has formed in the fluid,

which frequently is the case, don’t toss it

away since that is where you will see the

white blood cells and the characteristic pha-

gocytosed crystals. So much for the diagnosis

of the acute attacks. Now let’s return to the

natural history of gout.

As the disease advances. Stage III, or

chronic gout appears. The attacks occur more
frequently, the involved joints are no longer

free of pain between attacks, and the joints

become enlarged and often deformed. Tophi

are common at this stage. They are seen in

the ears, tendons of the fingers, heels, wrists,

olecranon bursae, and in bones by x-ray, pro-

ducing severe joint deformities. It is at this

stage that confusion with rheumatoid arth-

ritis can occur. The joint deformities may
look the same and it is often impossible to

tell a tophus from a rheumatoid nodule clin-

ically. In such circumstances biopsy is use-

ful. There is one very important point regard-

ing this procedure. Uric acid crystals dissolve

in formladehyde and thus will not be seen

if the biopsied nodule is fixed only in for-

maldehyde. Our procedure is to divide the ex-

cised nodule in half and place one-half in

formaldehyde and the other half in absolute

alcohol for fixation since uric acid crystals

will not dissolve in the alcohol.

Renal complications (urolithiasis and/or

uric acid nephropathy leading to chronic

renal disease) are most commonly seen in

the chronic gouty stage but occasionally uric

acid stones and/or renal problems antedate

clinical gout by a decade or more. Approxi-

mately 20 per cent of primary gout patients

have trouble with uric acid stones and chronic

renal disease occurs with approximately a 10

per cent frequency.

So, looking over the above discussion, we
are left with the following therapeutic prob-

lems:

1. Treatment of the acute attacks with

symptom free intervals between them (Stage

II).

2. Treatment of chronic gouty arthritis

(Stage III).

3. Treatment of tophi resulting in joint

deformities.

4. Treatment of present or potential renal

disease due to hyperuricemia.

For the sake of simplicity, let us divide

these into two categories—treatment of arth-

ritis (acute and chronic) and treatment of

uric acid deposits and hyperuricemia.

Before discussing specific treatment, I feel

an outline of the postulated mechanisms of

acute gouty arthritis will be useful in under-

standing the use of the medicines for treating

these attacks.

For the acute attack to begin, both uric

acid crystals and white blood cells are needed.

If either is absent, there is no gouty attack.

In primary gout, the body fluids are super-

saturated with uric acid The initial event is

felt to be the occurrence of a pH difference

between the tissues and the body fluids, the
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latter being relatively acid. This difference

leads to the precipitation of uric acid crystals.

In the presence of white blood cells there is

an inflammatory response with crystal inges-

tion by the white blood cells and increased

metabolic activity of the white blood cells.

This in turn produces an increase in lactic

acid crystalization. As you can see we have a

vicious cycle formed. (Fig. 1).

URIC ACID CRYSTALS
PRECIPITATE FROM
SUPERSATURATED
BODY FLUIDS

(D
\ PHAeOCYTOSlS—

t lactic ACID PRO-
DUCTION-*i IN pH

fig. I

The medication most physicians are famil-

iar with in the treatment of gout is, of course,

Colchicine. Its mechanism of action seems to

be interference with the metabolic activity of

the phagocytosing leukocyte which then

would lead to a decreased lactic acid produc-

tion, decreased crystal formation, and there-

fore decreased inflammation. The usual dose

of Colchicine orally is 0.6 mgs. every hour

until the joint problems are either much bet-

ter or the patient is much sicker from all the

G.I distress that Colchicine can cause. To
avoid this problem Colchicine has been used

intravenously in the dosage of 1 to 3 mgs.

but occasionally there have been very violent

and serious reactions. Nevertheless, despite

its draw-back. Colchicine continues to be a

standard drug for the treatment of gout.

Butazolidin-Alka (phenylbutazone-antacid

combination) is another anti-inflammatory

agent with which most physicians are fa-

miliar. It presumably acts in the same man-
ner that Colchicine does. In my own per-

sonal opinion it is the drug of choice for the

treatment of acute gout since it is less toxic

than Colchicine, particularly over the short

time it is needed, and usually faster in action.

With the use of Butazolidin-Alka a definite

relief will be noticed within 6 to 8 hours

followed by continued rapid subsidence of the

gouty attack. The usual regimen is to give two
100 mg. capsules of Butazolidin-Alka every

4 to 6 hours for one to two days depending on
how long the acute attack lasts and then to

follow this with 3 to 4 capsules daily for one
or two days.

Another drug that has been purported to

work well in gout is Indocin (indomethacin)

and if the dose is large enough it will stop

the acute attack. Usually it needs to be given

in doses of 150 to 200 mgs. immediately and
then 50 mgs. every 4 to 6 hours thereafter.

Many times at this dose level the side effects

of dizziness and severe headaches are a prob-

lem. Besides the drug really doesn’t do the

job any faster than Butazolidin-Alka.

For the intervals between acute attacks no
treatment is needed for the Stage II indi-

viduals since they really have no particular

difficulty except with the acute attacks. As
we mentioned above, patients will often be

aware of a vague discomfort and possibly

some short-lived intense pains in a joint sev-

eral hours before the acute attack actually

hits. If Butazolidin is used at the onset of

these initial signs of an impending attack,

the attack can often be aborted. Usually we
have the patient take two capsules imme-
diately and then two every 6 hours for another

3 to 4 doses and if the attack does not worsen

to stop the medication until the next time it

happens. For the Stage III individual who is

often suffering from chronic pain and de-

formity, the use of Butazolidin-Alka three to

four times a day, or Indocin, 25 to 50 mgs.

3 to 4 times a day can sometimes be of help

in taking the edge off their chronic discom-

fort but is not nearly as successful as the

treatment of the acute attack is with these

medications.

Now, let us turn our attention to the

treatment of the hyperuricemia and the re-

sultant tophi and renal disease. First of all,

a few words about the mechanism of renal

disease and uric acid stone formation. Uric

acid is virtually completely filtered out of
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the serum by the glomerulus Then further

along the nephron approximately 10 per cent

of the uric acid is re-secreted and goes out in

the urine. Where the trouble arises is uric

acid is not very soluble to begin with and it

is even less soluble in the normally acid urine.

In gouty people this is compounded by the

fact that they tend to have a more acid urine

than normals and also of course have a great-

er uric acid load presented to the glomerulus

for filtration. Adding all of these things to-

gether equals trouble for the hyperuricemic

patient. The treatment of these difficulties

can be done either by the use of so-called uri-

cosuric agents such as probenecid (Benemid)

or sulfinpyrazone (Anturane) or by a rela-

tively new drug called Allopurinol which

goes by the trade name of Zyloprim. In a

patient who has obvious tophi, recurrent uric

acid stones, and/or renal disease already pres-

ent, there is no problem about deciding to

use one or another of these agents but at

what uric acid level should these drugs be

used as prophylaxis? There is no absolute

rule but it is felt presently by most experts

that treatment with these agents is indicated

when the uric acid is greater than 9 mgm.
per cent. This is somewhat modified by the

person’s age. If a patient is less than 40 and

has a uric acid of 9, treatment is usually un-

dertaken, whereas in a patient over 60, one

might tend to use a uric acid level of 10 as

his treatment point.

Once having decided on treatment with

one or another of these agents, which is the

drug to use? The uricosuric drugs probably

have their effect through a combination of

decreased reabsorption and increased secre-

tion by the kidney as the result of the drug

action. This, of course, would lead to an in-

creased uric acid excretion in the urine. Thus

you can immediately see that there is some

problem with this method since as we men-

tioned above, the gouty person already has

a tremendous load of uric acid going out

through the urine and this increased load

is potential trouble to them. To help counter-

act that, the patient using uricosuric agents

is instructed to drink at least three to four

quarts of water per day and to alkalinize

the urine to a pH greater than 6 by the use

of large doses of bicarbonate or some other

alkalinizing agent Unfortunately since the

use of these drugs is often an indefinite pro-

gram, few patients will tolerate the necessity

of taking these large doses of bicarbonate,

the rather large fluid intake and checking

their urine to make sure the pH is at the

proper level for years on end.

In the last couple of years, Zyloprim (Al-

lopurinol) has come along which helps us

with many of the problems associated with

uricosuric treatment. Allopurinol blocks the

action of an enzyme called xanthine oxidase

which is of prime importance in formation of

uric acid as shown in Fig. 2.

r— ALLOPURINOL 1

HYPOXANTHINE XANTHINE ACID

fig. H

With the blocking of this enzyme action,

hypoxanthine and xanthine accumulate in

rather large quantities. However, both these

compounds are extremely soluble in an acid

urine and are eliminated with no difficulty.

This, in addition, eliminates any need for the

rigorous hydration and urine alkalinization

that the uricosuric agents demand. The usual

dose of Allopurinol which is effective in re-

turning the serum uric acid to normal, is be-

tween 200 to 600 mgs. per day.

One potential problem with the use of

Allopurinol should be mentioned. It has been

frequently noted that in treating a gouty pa-

tient who has significant hyperuricemia with

Allopurinol that the frequency of acute gouty

attacks will often increase significantly

shortly after the institution of therapy. Ex-

actly why this happens is not known. How-
ever, it usually is wise to try and prevent

these attacks by the concomitant use of 0 6

mgs. of Colchicine 1 to 3 times a day as toler-

ated by the patient. This usually is quite suc-

cessful in preventing this temporary increase

in acute gouty attacks as a result of Allo-

purinol therapy.

One thing that I am sure many of you

have noticed that I have assiduously avoided

mentioning in regards to therapy is the role

of diet. In general, diet is over-rated as a
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useful therapy for gout. The important thing

to remember is, as we stated previously, pri-

mary gout is essentially an intrinsic disease

and extrinsic purines probably contribute

very little to the uric acid pool in gouty pa-

tients. On the other hand, if the patient is one

who eats sweetbreads and anchovies for

breakfast, has a sardine sandwich for lunch,

and tops off the day with liver and kidney

pie smothered in gravy for dinner, he may
make a significant contribution to his uric

acid pool. Thus these above mentioned foods

are probably well avoided by the gouty pa-

tients. Other than this, however, I think

this strict adherence to avoidance of meats,

fish, seafood, and certain vegetables that is

often prescribed for gouty patients is really

making the treatment worse than the disease

in some cases.

From the above brief discussion I think

it is apparent that gout is probably the best

understood of the various arthridities that

we deal with in medicine. Subsequently be-

cause of this degree of understanding, the

treatment for gout is also more successful in

controlling the disease than is true with many
other arthritis problems. On the other hand,

even with this understanding the aim of

treatment is still control and not cure.

QUESTION: Every now and then we see a

patient with uremia who has no symptoms

of gout, and yet has gouty nephropathy by

biopsy. Should these patients receive Bene-

mid, or some other form of therapy?

Dr. Week: I have seen very few patients of

this type. As I already mentioned, Benemid

to some extent adds insult to injury and

probably Allopurinol is a better drug for pre-

vention of symptoms. I don’t know which

particular mechanism is more damaged by
chronic renal disease in terms of the one ef-

fected by drugs used for gout, bui I would
guess that Allopurinol would do less harm. In

Seattle I have seen this drug used for two or

three years on a patient with chrpnic tophi

and severe renal function impairment. The
tophi disappeared and the renal function got

no worse.

Incidentally, it is very dificult to treat

heart disease in these patients because so-

dium bicarbonate which is often used to pre-

vent stones may cause pulmonary edema.

Someone raised the question of arrhythmias

—tophi have also been reported to occur in

the heart.

Dr. Williams: Allopurinol continues to fright-

en me a litle bit. We had one case of exfolia-

tive dermatitis in Minneapolis following the

use of this drug. House officers may also use

it too readily in the treatment of secondary

gout. From past experience, I would predict

that other side effects will be seen.

QUESTION: What about the question of the

relationship of elevated uric acid to elevated

blood pressure which was brought up again

by British authors a few years ago?

ANSWER: One still hears about this possi-

bility; I certainly believe there is an associa-

tion which has been established clinically. If

one had a patient with gout and that patient

also had associated elevation of blood pres-

sure and arteriosclerosis, I would certainly

be more inclined to treat him vigorously.

QUESTION : Has dialysis been used to reduce

the uric acid pool in patients with gout?

ANSWER: I have seen this done in secondary

gout with success. •
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ORGANIZATION

Remarks to the House of Delegates at the
99th Annual Session of Colorado Medical
Society, Sept. 17-20, 1969, by Mr. Kelley Skeff,
Student at University of Colorado Medical School

First, on behalf of all the students, I wish to
express our appreciation to you for allowing us
the opportunity to present our viewpoints about
this resolution you are considering today. We sin-
cerely hope that this will be only the beginning
of years of discussion and cooperation between
medical students and the practicing physician. I

would also like to thank, at this time, the many
members of this society who have been instru-
mental in the formation of this resolution. You
have devoted hours of valuable time throughout
the past year—time drawn from already scarce
leisure time and from busy professional schedules.
We deeply respect and appreciate that investment.

Before beginning my discussion, I would like
to interject a personal comment. Presently I am
a senior in the school of medicine. And, unless
Dean Talmadge disagrees with my present plans, I

hope to graduate in June. However, this does not
diminish my enthusiasm for this resolution, even
though I will have already graduated at the time
when the necessary constitutional amendments
would be in effect. For I hope and believe that I

will derive the benefits of this proposal when I

am an active physician in this society, much as you
gentlemen are today.

It is a special honor and privilege to address
this society on this momentous occasion when a
proposal to encompass students of the science of
medicine within the membership of this organiza-
tion is being presented. This truly is a momentous
occasion, not because medical students will be
allowed to join an organization in which they
heretofore could not fully participate, but because
practicing physicians in this society have taken a
giant step forward which can result in both the
utilization and the guidance of an important seg-
ment of the medical profession. It is these positive
aspects of this proposal to which I would like to
address myself briefly today.

First, there exists within medical students often
untapped and unutilized resources in the form of
thoughts, ideas, spirit, energy, and enthusiasm
which pertain to all ramifications of the medical
profession in the present day; however, at the
present time, these resources are not being utilized
to their fullest extent because interested students
often have to resort to small activist groups to find
others who are at least superficially concerned
with the problems confronting medicine and so-
ciety. Unfortunately, the methods proposed and

used by these small activist groups are such that
they not only are abortive in dealing with the
problems facing us, but they also alienate many
interested students at medical centers and many
practicing physicians in the community. Today,
with this proposal being considered by this med-
ical society, we have the opportunity to draw
upon these resources by providing them an en-
trance into organized medicine, where the prob-
lems confronting both medicine and society can,
and are, being considered—not from a far removed
vantage point of a university hospital or picket
line, but from within a group whose members are
faced daily with the problems concerning all of us.

Secondly, and much more important to us,
besides the unutilized resources which exist in the
student population, the often untapped resources
of experience—and judgment which comes only
with experience—lie within you, the practicing
physician, often inaccessible to the student of med-
icine at this critical point in his training—a critical
point in his training when not only the foundation
of his diagnostic skills, but, even more significant,
the formulation of his responsibilities to his fellow
physician and to mankind are being solidified. At
the present time, students are able to constantly
rub shoulders with men experienced in the science
of laboratory and diagnostic medicine, but are
all too seldom exposed to those experienced in the
art of delivering medical care to those outside the
university medical center.

If I may digress for a few minutes, I think it

is of interest to examine the titles of some of the
various component councils of your Colorado Med-
ical Society. There is a council on Interprofes-
sional Relations. What better time is appropriate
for future members of the medical profession to
become acquainted not only with the issues occur-
ring within our own profession, but also with the
relationships which exist between the medical
profession and the para-medical and non-medical
personnel? These relationships are those with
which we eventually will have to live and work
daily.

There are councils on Legislation, Medical
Service, Public Health, Socio-Economics. All of
these topics are receiving increasing interest from
medical students, but the interest is often either
lost or misguided due to the absence of an organ-
ization in which students’ opinions and ideas can-
not only be presented to other students, but can
be discussed and acted upon in cooperation with
others concerned with these important issues.

There is a council of Scientific Education. The
problems of the medical student and medical edu-
cation are often the same issues dealt with by
members of this council. One resolution in this
year’s handbook concerns itself with the lack of
medical manpower in the rural communities. This
problem is not surprising with the present lack
of exposure to this type of medicine throughout
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medical education. Some students are able to

partake in the rural preceptorship program, but

all too few. It has been suggested during this

convention that we need to grind out more medical

manpower, but I fear that if we continue to grind

out medical doctors, without exposing them to

such as you, many of our problems will remain
with us. So it seems that the problems with which
you and your councils are concerned are the iden-

tical problems concerning us.

Without further belaboring the above points,

let me state that presently there is no student or-

ganization which truly represents the body of

medical students at the University of Colorado

Medical Center, and I believe there could be no

better way than to establish our organization as a

chapter of your society in which the resources of

medical students could be mobilized with the guid-

ance and experience of practicing physicians al-

ways at hand. We feel that this is a remarkable
and timely resolution, and we only hope that as

we support this approval, you view us, not as

members of a revolution, but as partners in an
evolution—an evolution of attitudes which will,

for the first time, unite the cooperation of med-
ical students with the experienced judgment of

the practicing physician hand in hand.

Remarks to the House of Delegates by
Mr. Robert Henderson, Student at

University of Colorado Medical School

Again we say thank you. Our experiences here
could not have been more meaningful or educa-

tional, nor our time more fruitfully spent. The
interest shown us by your individual members, the

ad hoc committee, and the Board of Trustees this

past year—for which we have been so grateful

—

even this has been overshadowed by the tremen-
dous investment of time, advice, teaching and dis-

cussions which all of you have made in us these

three days. An investment which has been made
by both familiar faces from this past year and
from those we shall always think of as new friends.

We hope that our presence here has helped
to answer some of the questions which may have
been asked regarding the medical school, the stu-

dents, and particularly our desire for membership
in the Society.

We understand that many people are concerned
with the amount of power a medical student unit

would have in the State Society. Although it is

true that in three years under present admission
policies, there will be roughly 460 students at the

medical school, one should remember that mem-
bership in the student component society would
be strictly voluntary. Dues will be charged, though
not in so large an amount as to turn away truly

valuable people. Furthermore, we need not tell

any of you gentlemen that the privileges of mem-
bership carry with them a great deal of hard work

and responsibility. The student organization would
probably represent a group not unlike your own
component societies, particularly the larger ones,
where there may be only a few who actually take
an interest and work at making the component
society a success. The major difference between
the two is that in the case of the student group,
those who are not interested will not join in the
first place, those who would join only for the sake
of joining will be deterred by dues and hard work.
I would personally estimate, and I hope my fellow
students will correct me if 1 am wrong, maximum
membership of from 50 to 70 active student mem-
bers. Since this represents only two or three dele-

gate votes under the system described by the
Board of Trustees resolution, any fears that the
students will take over the society must be put
aside.

At the same time we are aware of the fact that
even a 50-member student society would give us
delegate votes equal to or greater than 17 of the
present component societies. Viewed another way,
however, our delegates would still be outnumbered
by practicing physicians at the ratio of 113 to

two or three. I think the society would remain in

stable hands.

We understand that some society members are

worried that students may hold state office if they

are given full privileges. I would submit that

this worry can also be discarded if you realize

that should this unlikely possibility ever become
reality it will not be because of a two- or three-

vote block cast by students; it will come after a

majority decision of over 100 delegates just like

yourselves.

Important in your consideration of our mem-
bership possibilities, perhaps, is the fact that the

student vote is one which is very likely to be in-

fluenced by communication between physicians

and the student organization. This is a process

which not only would win votes for an issue, but

can only result in a better informed student, whose
glimmering idealism would then be tempered with

the knowledge and wisdom of the practicing phy-

sicians who would advise that student.

After observing today’s news media, one can-

not help but be impressed with the apparent

growth of student “unrest,” be the observer a

physician from Pueblo or a student at the medical

center. In view of this publicity many delegates

may be worried about the resolutions we may
propose or the manner in which we would vote.

We will point out that there are no Communists in

our numbers. We would only ask that you will not

think of us as radical, sandled, blue-jeaned, long-

haired piglets carrying copies of chairman Mao’s

quotations, any more than you would have us think

of every one of you as being intimately involved

in a malicious plot to prevent bright young Har-

vard academicians from accepting high govern-

ment posts.
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We students think we see many problems

which need solutions. We have ideas, some of

which may seem idealistic. What these ideas lack

is the wisdom and knowledge gained from experi-

ence . . . your experience, gentlemen. You have

the knowledge that, unknown to an astounding

majority of medical students, a great deal is being

done in a positive way by the medical society to

change things. You have the experience in the

practice of medicine, particularly as things differ

away from the ivory tower. You are the people

who have dealt firsthand with welfare, prepaid

plans, health insurance, and the poverty-stricken

—

and all of the other medical topics which figure

so prominently in politics and the news these days.

The organization of students into a component
society will provide the ideal setting for further

education—the type of education which so many
of you seem to express an interest in—which tells

students what it’s really like to practice medicine

10 blocks south of Ninth and Colorado, in the cen-

ter of Pueblo, or in Walden. With this type of ad-

vice from physicians like yourselves, certainly our

votes cannot be miscast.

I might add that those of us most interested

in forming a unit of the Colorado Medical Society

at the medical school are people who are not in

agreement with the picket-carrying, self-pro-

claimed revolutionaries who form a large part of

the Student Health Organization, or SHO, on many
eastern campuses. The SAMA chapter lies dor-

mant thus far. But students are interested in a

meaningful and representative voice in the organ-

ization to which they belong, and should the reso-

lution as it is now before you fail here, these or-

ganizations must be remembered as the only al-

ternatives open to students in the future.

Rather than join such groups, we wish to be-

come members of your organization, because we
identify more closely with its means and goals.

We seek membership because we see it as a

method to see medicine as it is practiced every
day. We ask for a stronger voice because in doing
so, we can express our own opinions about medi-
cine and its practice after becoming directly in-

volved in the actual workings of organized med-
icine. We offer you idealism and extra workers.

You offer us a legitimate, democratic, non-sensa-
tionalistic sounding board for our ideas, and, most
important for all of us, a structure to establish

a much-needed dialogue between idealism and
experience.

I would point out, Mr. Speaker, that not only
I, but any of us present would welcome the op-
portunity to speak with any individual society

member or any group within the society regarding
our thoughts on our role in medicine at any time
in the coming year, no matter what the outcome
of the vote to be taken. But before I close, let me
address myself to one final problem. We are told

that some society members are concerned because
they had to go through medical school, internships,

and residencies to be able to be members in the

society, while students would not be so required.

I must say then that if membership in the Colorado
Medical Society is an honor to be hung on the
wall with the M. D. diploma, or the specialty board
recognition, then certainly we do not qualify nor
do we seek admission. If, however, membership
in this society is to be granted those interested in

medicine, and in medicine as it relates to those
it serves, we are available—available to work and
available to learn.

Robins Award Winner for 1969

The Board of Trustees of the Colorado Medical
Society announced Lula Lubchenco Josephson, of

Denver, as the winner of the annual Robins Award
presented for “Outstanding Community Service

by a Physician.”

Dr. Lubchenco attended Denver University and
received her M.D. degree from the University of

Colorado in 1939. She served a residency at the
Strong Memorial Hospital in Rochester, New York,
in 1940-41 after completing her internship at

Colorado General. She served a residency in Pedi-
atrics at Children’s Hospital from 1941 to 1945.

She was in Boston, Massachusetts, in 1945-46.

Dr. Lubchenco has been a member of the Den-
ver Medical Society since 1942. She married Dr.
Carl Josephson in 1940 and is the mother of four
daughters. Dr. Lula Josephson has been an active
member of the Warren Methodist Church.

“It is not possible to distinguish between those
‘medical’ and ‘community’ contributions that Dr.
Lubchenco has made since she began her career
in 1939. Since the inception of the ‘Premature
Center Program’ at the University of Colorado
School of Medicine 20 years ago, she has been
a model teacher of medical students, young doc-
tors, nurses and laymen in the prevention and
treatment of prematurity and in the development
of facilities for proper care of newborns. She has
been personally responsible for the development
of many newborn care centers and she has ma-
terially effected lives of thousands through these

efforts. She has developed predictions of high-
risk babies, and world-wide standards for intra-

uterine growth which have materially effected the

entire field of newborn care.

“The results of her unstinting efforts and dedi-
cation to preserve the lives of these young premies
has not only won for her the love and respect of

her colleagues but of those whose lives have re-
sulted from the efforts that she has made. Dr.
Lubchenco is recognized as an authority not only
locally but nationally and possibly internationally

in her work with the high-risk babies.

“While it is obvious that today’s presentation

is far overshadowed by the personal rewards and
satisfactions that Dr. Lubchenco receives each day,

it is with pride and enthusiasm that we take this

opportunity to present Dr. Lubchenco with this

tangible expression of our high regard.”
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MONTANA

A.M.A. - E.R.F.

The Woman’s Auxiliary to the Montana Med-

ical Association won the Western Region A.M.A.-

E.R.F. Award of Merit for 1968-69. This award

was bestowed for achieving the largest percentage

of increase in A.M.A. -E.R.F. contributions from

among the 12 states comprising the Western

Region. An original etching, “Vertical Rouge”, by

a Polish artist, Barbara Kwasniewska, was pre-

sented to Montana at the A.M.A.-E.R.F. Awards

Luncheon in New York. This etching was dis-

played at the Arts and Crafts Show during the

annual meeting in Butte.

WYOMING

Casper Physician Named
RMP Area Coordinator

Dr. Roy W. Holmes, Casper, Wyo., internist,

has been named Central Wyoming Coordinator for

the Continuing Education Division of the Colorado-

Wyoming Regional Medical Program (RMP).

Doctor Holmes will be primarily concerned with

assisting health care professionals in central Wyo-
ming develop continuing education programs

based on their requests.

Serving as a liaison between the RMP’s Con-

tinuing Education Division and Wyoming medical

personnel to aid in designing and implementing

the programs, he will be contacting doctors and

nurses in Rawlins, Lander, Riverton, Thermopolis,

Gillette, Lusk, Buffalo and Douglas.

HOSPITAL

LIFE

DISABILITY

•

GROWING
WITH THE

ELEVEN

WESTERN STATES

PUBLICATION PRINTING . . .

NEWSPAPERS • MAGAZINES

ANNUALS • QUARTERLIES

BOOKLETS • BROCHURES

REPORTS • ROSTERS • PROGRAMS

HANDBOOKS • CATALOGUES

EDITORIAL ASSISTANCE • BINDING

ART DEPARTMENT • MAILING

Publishers Press, Inc. S:?,°.;S v"oT=L.

1830 CURTIS DENVER 534-4257

Announcement

The American Board of Family Practice announces that it will give its FIRST
examination for certification in various centers throughout the United States. The

examination will be over a two-day period on Febmary 28-March 1, 1970. In-

formation regarding the examination and eligibility for the examination can be

obtained by writing:

Nicholas J. Pisacano, M. D., Secretary

American Board of Family Practice, Inc.

University of Kentucky Medical Center

Annex #2, Room 229

Lexington, Kentucky 40506

72 Rocky Mountain Medical Journal



Colorado

Kenneth J. Loder, MD, neuropyschiatrist of

Colorado Springs, died July 4, 1969, at his home
following a prolonged illness.

He was born Sept. 3, 1905 at Lincoln, Nebraska,

the son of William J. and Daisey (Hickman)

Loder. He attended grade and high school in

Lincoln and was graduated with B.S. (’31) and

M.D. (’34) degrees from the University of Ne-

braska. He interned and later took residency train-

ing at the Fifth Avenue Hospital, New York City

and took graduate work in psychiatry at Cornell

University.

From 1941 to 1947 Doctor Loder was Instructor

in Neurology and Psychiatry at New York Medical

College and from 1942-1947 he was in private

practice in New York City. At that time he served

as Consultant for the Consolidated Edison Com-
pany. He entered private practice of psychiatry at

Colorado Springs in 1947 and served as Director

and psychiatrist at the Colorado Springs Child

Guidance Clinic.

Doctor Loder was a member of many medical

and civic organizations including: the American
Medical Association; the Colorado Medical and El

Paso County Medical Societies; the American
Psychiatric Association; the Colorado State Neuro-

Psychiatric Society; the Mental Health Associa-

tion; the Community Council of Child Guidance;

Rotary International; Alpha Kappa Kappa; the

American Music Club and the Episcopal Church.

Doctor Loder is survived by his widow; two
sons, Charlton and Cory, and four brothers.

Allen Richard Foss, MD, Missoula, died on Sep-
tember 9, 1969. Doctor Foss was bom in St. Paul,
Minnesota, on March 5, 1895. He received a B.S.

degree from the University of Minnesota in 1919
and an M.D. degree from the University of Min-
nesota Medical School in 1921. After completion
of his internship in 1922, Doctor Foss moved to

Missoula where he engaged in the practice of

internal medicine until his retirement in 1949.

Doctor Foss was a fellow of the American College
of physicians and a diplomate of the American
Board of Internal Medicine. He was especially

interested in community activities and voluntary
health agencies and served for a number of years
as a member of the Missoula Board of Health.

B^OOK CORNER

New books received are acknowledged in this

section and such acknowledgment must be re-
garded as sufficient return for the courtesy of the
sender. Selection will be made for review in the
interests of our readers and as space permits.
Books are listed with advance data supplied by
publishers. Prices quoted are not guaranteed. For
further information, address queries to the pub-
lishers. Books here listed are available for lending
from the Denver Medical Society Library.

Recent Acquisitions

Benign Diseases of The Vulva and Vagina; By Herman L.

Gardner and Raymond H. Kaufman. St. Louis, 1969, Mosby.
359 p. Price: $23.50.

Montana

Dora Von Holdt Walker, MD, Great Falls, died

on September 10, 1969. Doctor Walker was born
on February 27, 1886, in Scandia, Kansas. She re-

ceived her B.S. degree in 1916 from the University
of Denver and her M.D. degree in 1918 from the

University of Colorado School of Medicine. In

1918 Doctor Walker moved to Great Falls and
in association with her husband, Thomas F.

Walker, a past president of the Montana Medical
Association, established the Walker Laboratory
to provide pathological and radiological services.

Doctor Walker was a diplomate of the American
Board of Radiology and a fellow of the American
College of Radiology. She was the organizer and
charter president of the Soroptomist Club in Great
Falls and a member of the advisory board of the

Woman’s Medical College of Pennsylvania, Phil-

adelphia. She was particularly active in commu-
nity affairs.

Diseases of Cage and Aviary Birds: By Margaret Petrak.

Philadelphia, 1969, Lea & Febiger. 528 p. Price: Gift.

Extracorporeal Circulation For Open-Heart Surgery: By E.

Converse Peirce. Springfield, 111., 1969, Thomas. 117 p. Price:

$9.50.

Manual On Artificial Organs: The Artificial Kidney: By
Yukihiko Nose. St. Louis, 1969, Mosby. 342 p. Price: $27.75.

The Nature of Melanoma: By Vincent J. McGovern. Spring-

field, 111., 1969, Thomas. 184 p. Price: $12.75.

Plastic and Maxillofacial Trauma Symposium: By Nicholas G.

Georgiade. St. Louis, 1969, Mosby. 1 vol. Price: $25.00.

Psychoanalytic Study of Society, vols. 3 & 4: By Warner
Muensterberger and Sidney Axelrad. New York, 1964, 1967,

International University Press. Price: $16.00.

Scientific Basis of Cancer Chemotherapy, v. 21 (Recent Results

in Cancer Research): By Georges Mathe New York, 1969,

Springer-Verlag. 96 p. Price: $5.60.

Vascular Insufficiency, Mechanism and Management: Edited

by John R. Kelsey and Earl F. Beard. Springfield, 111., 1969,

Thomas. 242 p. Price: $10.75.
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University of New Mexico

School of Medicine

There’s a young lady at the University of New
Mexico School of Medicine who plays an im-

portant role in saving the lives of many New
Mexicans—but it takes a lot of traveling to do

it. She is Mrs. Linda Crewse, who has traveled

more than 7,000 miles in New Mexico during the

past four months tracking down cancer cases for

the Regional Medical Program (RMP). The RMP
is headquartered at University of New Mexico

School of Medicine, under the direction of Dr.

Reginald Fitz.

Mrs. Crewse is an abstractor for the RMP’s

New Mexico Tumor Registry, which now reports

to 31 hospitals and almost 500 doctors in New
Mexico and Arizona.

Mrs. Crewse calls on each of the 31 partici-

pating hospitals, where the record librarian pro-

vides her with a chart on each cancer patient.

Mrs. Crewse makes a brief summary of each chart,

recording such information as the age of the

patient, previous treatment, basis of diagnosis,

and condition at discharge.

The information is coded, keypunched and fed

into a computer at the University of New Mexico.

At six-month and one-year intervals, the computer

automatically prints a reminder showing that it

is tiipe for a follow-up visit. One reminder is sent

to the doctor, and the other is taken by Mrs.

Crewse to the hospital to see if the patient has

been readmitted. Since the registry was estab-

lished in 1967, there have been 2,500 tumor cases

registered: Mrs. Crewse has found that almost

40 per cent of the new cancer cases come from

outside of Albuquerque.

The abstractor is paying special attention to

skin cancers, which often go undetected in sur-

veys of this type, she said. The Tumor Registry

is trying to determine whether the hot sun in

New Mexico and Arizona has any affect on the

number of skin cancer cases in this region. The
Registry also has the capability of providing data

for special studies on other types of cancer.

By issuing monthly and annual reports, the

Registry provides each hospital’s medical staff

with a continuing evaluation of their diagnosis and
treatment of cancer. The reports compare the

hospital’s current figures with last years, and
with other hospitals.

Medical director of the Tumor Registry is Dr.

Charles R. Key, an assistant professor of pathology

at the UNM medical school.

University of Colorado Medical Center

Final fall enrollment totals at the University
of Colorado Medical Center show 1,568 under-
graduate students, trainees and advanced degree
candidates registered for the current academic
year in medical, nursing and paramedical courses.

This compares with 1,481 students and trainees on
the medical campus at this time a year ago, an in-

crease of 5.8 per cent. Enrollment in the School

of Medicine increased by 40 students to a total of

400, and includes the largest freshman class in the

school’s history.

Dr. David W. Talmage, dean of the medical

school, said the 11.1 per cent increase in medical
students over the 360 enrolled last fall results

from the current expansion program which pro-

vides for a 25 per cent growth in enrollment over

the next four years. The school increased its

entering class this year from 105 to 115 freshmen.

*****
Mayor William H. McNichols, acting in his

capacity as a director of the Children’s Metabolic

Research Foundation, presented the foundation’s

check for $15,000 to the University of Colorado

Medical Center in support of the B. F. Stolinsky

Research Laboratories.

The foundation, which has its national head-

quarters in Denver, was organized several years

ago to encourage research into congenital metab-

olic disorders which affect children.

The gift presented by Mayor McNichols repre-

sents the fourth $15,000 installment on the founda-

tion’s pledge of $80,000 to complete financing for

the construction of the Stolinsky Laboratories,

the research arm of the John F. Kennedy Child

Development Center occupying the three upper

floors of the Kennedy Center building on the CU
medical campus.

*****
Physicians at the University of Colorado Med-

ical Center are now using an IBM data acquisition

and control system to direct the processing of

blood tests.

With the system’s help, physicians now can

get the results of several simultaneous blood tests

in minutes, compared with the hours it once took.

“Our new technique provides us with data

from a series of vital tests, gives us more com-

prehensive and reliable information than previous

methods and frees our medical technologists for

other valuable services,” Dr. J. K. Aikawa, Di-

rector of Laboratory Services, said.

The center is using the 1800 system to perform

tests for inpatients and outpatients at Colorado

General Hospital as well as for those in Colorado

Psychiatric Hospital at the C.U. Center.

*****
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Dr. John C. Cobb, chairman of the Department
of Preventive Medicine and Comprehensive Health

Care in the University of Colorado School of

Medicine, has recently left for Indonesia to spend

three months as a consultant for the World Health

Organization (WHO).

He will be working for the government of

Indonesia on problems of maternal and child

health, preventive medicine, and family planning.

He also will be involved with problems stemming

from the country’s high birth rate and rapidly

increasing population. The government of Indo-

nesia has requested assistance from WHO in limit-

ing its population growth. Dr. Cobb said. With

one of the highest birth rates in the world, the

country would double its population of about 120

million in the next 29 years at the present growth

rate.

Dr. Cobb will return to Denver early in Jan-

uary.

American Medical Association

Clinical Convention

Denver Hilton Hotel and

Convention Center Complex
Denver, Colorado

November 30-December 3, 1969

Montana Medical Association

23rd Interim Meeting

Holiday Motel—Helena, Montana

April 3-4, 1970

Second Annual Cerebral

Function Symposium

Drugs and Cerebral Function

Brown Palace Hotel—Denver, Colorado

June 24-27, 1970

Registration: $125.00.

For further information, contact: Dr. W. Lynn
Smith, Chairman, Suite 1120, 2045 Franklin, Den-
ver, Colorado 80205.

University of Colorado School of Medicine
Postgraduate Medical Education

Surgery of the Hand

Denver, Colorado

February 17-20, 1970

For further information and detailed programs,
write to: The Office of Postgraduate Medical Edu-
cation, University of Colorado School of Medicine,
4200 East Ninth Avenue, Denver, Colorado 80220.

United States Pharmacopeial Convention

1970 Decennial Meeting

In 1970, The United States Pharmacopeial Con-
vention will open its decennial meeting. In ad-

dition to this meeting which is scheduled on April

8-10 at the Shoreham Hotel in Washington, D. C.,

on April 9, a special program will be presented

honoring the 150th anniversary of the founding
of The United States Pharmacopeia.

The second and final call for delegates to the
decennial meeting was recently mailed to all

organizations entitled to representation. The
United States Pharmacopeia is the only national

organization representing both the pharmacy and
medical professions and its member organizations

include state associations and societies of medicine
and pharmacy, pharmacy and medical schools,

various branches of the federal government, and
national medical and pharmacy organizations.

In compliance with the Constitution and By-
laws of The United States Pharmacopeial Con-
vention, those bodies that are entitled to represen-

tation at the 1970 decennial meeting are hereby

given notice of this meeting and are requested to

appoint a delegate and an alternate delegate. The
U.S.P.C. Constitution requires that each delegate

be an officer or a member of the academic staff

of the college, an active member of the association,

or an employee of the division of the federal gov-

ernment which he represents.

Not only will this meeting be of special interest

because of the sesquicentennial celebration, but it

is expected that delegates will be giving new
guidance and direction to U.S.P. programs. Dele-

gates will also select a new Committee of Revision

for the 1970-1980 decade and a new Board of

Trustees to carry out these programs.

Member organizations and institutions are

urged to select their delegates as soon as possible

in order that they may be adequately apprised

of their responsibilities before the meeting. Cre-

dential forms were mailed September 1, 1969.

Member organizations which have not yet received

their credential forms should contact the Secretary

of the U. S. Pharmacopeia, 4630 Montgomery
Avenue, Bethesda, Maryland 20014. All other in-

quiries concerning the meeting should also be

directed to the above address.
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When
disability

strikes,

will you
have
an income
to live on?
Be sure! Offer your family the extra security of your

Society's own disobility income protection plan.

PAYS up to $1,000.00 a month when you're sick or

hurt and can't work. This is TAX-FREE cash to spend

as you see fit—to meet those financial obligations

that continue whether you're able to work or not.

For complete details on this outstanding plan under-

written by Mutual of Omaha and endorsed by the

Colorado Medical Society, complete the coupon below

and mail it today.

UNDERWRITTfN BV

Mutual
e^mahaSL/

The Campuni) that pays

Life Insurance Affiliate: United of Omaha

MUTUAl Of OMAHA SNSUKANCf COMPANY HOME OfflCE: OMAHA. NEBRASKA

I

Vincent Anderson Agency
|

Mutual of Omaha
|

2nd Floor, Railway Exchange Bldg. |

Denver, Colo. 80202
|

Please rush me full details on the Colorado Medical Society's I

Disability Income Protection Plan. I

Name [

I Address

I
City State.

!

ZIP
j

10- 11 - 12-69 I

STATEMENT OF OWNERSHIP,
MANAGEMENT AND CIRCULATION

fo,» 'if* /oli F— ...

ede) oa'i?*.*'"
v./.sm.kki

1 e«T{ or >«!•«
1
1 ntu or rusuCAtiON

9/29/69
1

ROCKY MOUNTAIN MEDICAL JOURNAL

3 rtiouitrcr or ismi

Monthly

1809 E. 18th Avenue, Denver, Colorado 80218

1809 E. 18th Avenue, Denver, Colorado 80218

6 NAMfS ANO AOOnSUS or PUtUSHEt. editor, and managing editor

Colorado Medical Society, 1809 E. 18th Avenue, Denver, Colorado 80218

Douglas W. Macomber, M.D., 1800 High Street, Denver, Colorado 80218

Donald G. Derry, 1809 E. 18th Avenue, Denver, Colorado 80218

•/ V rw.rAt - ibt nmmu ^nd
mddr,»tt »f ,ht ,„dn ,dutl twnte, mm! be *««». // auwrrf bj u fiar,m,r$b.fi »r fiber „nimc»rp»rtl<d firm, r/i .ai*r -nrf m
u-etl A. «*A/ a/ r-rA individual mu.i be gweu.)

NAME AOORtSS

1809 F. 18th Avenue. Denver. Colorado 80218

« KNOWN lONOHOlDEIS. MORTGAGEES. ANO OTH
or eONDS. MORTGAGES OR OTHER SECURITIES (tf Iber

R SECURITY HOLDERS OWNING OR HOLDING 1 PERCENT OR MORE OF TOTAL AMOUNT

NAf.4 AOO«SS

9 FOR COMFLETtON »T NONPROflT ORCAMZATIONS AUTHORIZEO TO MA»l AT SPEOAl RATES ISlclien Ii2.l23, Poilal Manual)

tCbetb emi)

TO EXTENT AND NATURE OF CIRCULATION
*E?CM7M0e°DUtlN0 IS**u"‘'F^fw»«‘S*N?A.t?rtO rntN^TE

A lOTAl NO coruj rt«ItD fN« P-N. R... 6070
Sept. 1969

6025

'*7 MMin ANO CAWIHS. STWH VENDO.S AND COUNIH
none none

o..
5510 5517

5510 5517

440 429

1 lOTAl OISTIIIUTtON fSam ./ C and O}
5950 5946

r OfFlO USE. Lfn«VER. UNACCOUNTED. STOILfD AFTH FRIMrMC
120 104

0 TOTAL ./ £ * f-Aeutd r,«l «. pr.„ .icv i. dV
6070 6050

I Each Cough Calmer'" contains the same active ingredients

as a half-teaspoonful of Robitussin-DM®: Glyceryl guaiaco-

late, so mg.; Dextromethorphan hydrobromide, 7.5 mg.

A. H. Robins Company, Richmond, Virginia 23220

AH-

I

76 Rocky Mountain Medical Journal



SOCIETY OFFICERS

Colorado Medical Society
OFFICERS—1969-70—Terms of Officers and Committeemen
expire at the Annual Session of the year indicated. Where no
year is indicated the term is for one year only and expires at
the 1970 Annual Session.

President: John M. Wood, Englewood.
President-elect: Marvin E. Johnson, Denver.
Vice President: Carl W. Swartz, Pueblo.

Treasurer: Edward B. Liddle, Colorado Springs, 1971.

Const tutional Secretary: James A. Henderson, Denver.
Delegates to the American Medical Association: Kenneth C.
Sawyer, Denver, Dec. 31, 1970; Gatewood Milligan, Engle-
wood, Dec. 31, 1971; Robert E. McCurdy, Denver, Dec. 31, 1971.

Alternate Delegates to the American Medical Association; Ray
G. Witham, Craig, Dec. 31, 1971; Marcia Curry, Denver, Dec.
31, 1971; Leo J. Nolan, Lakewood, Dec. 31, 1970.

Speaker, House of Delegates: Harlan B. Huskey, Grand Junc-
tion.

Vice Speaker, House of Delegates: Kenneth A. Kahn, Boulder.

Foundation Advocate: James P. Rigg, Sr., Grand Junction.

Historian: Richard W. Whitehead, Denver.
Historian Emeritus: Bradford Murphey, Denver.
Scientific Editor for Colorado and Chairman of the Editorial
Board. Rocky Mountain Medical Journal: Douglas W. Ma-
comber, Denver.

Assi'tant Scientific Editor for Colorado. Rocky Mountain
Medical Journal: Carl H. McLauthlin, Denver.
Executive Secretary: Donald G. Derry, 1809 E. 18th Avenue,
Denver, Office Telephone 399-1222 (303)

.

Montana Medical Association

OFFICERS—1969-70—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1970 Annual Session.

President: Oscar A. Swenson, Kalispell

President-Elect: Richard L. Peterson, Hamilton.

Vice-President: John P. Pfaff, Jr., Great Falls.

Secretary-Treasurer: John A. Newman, Butte.

Assistant Secretary-Treasurer: Colvin H. Agnew, Billings.

Delegate to the A.M.A.: Herbert T. Caraway, Billings.

Alternate Delegate to the A.M.A.: Robert W. Thometz. Butte.

Executive Committee; Oscar A. Swenson, Kalispell, Chairman;
Colvin H. Agnew, Billings; Mark B. Listerud, Wolf Point;
Herbeil; T. Caraway, Billings; John A. Newman, Butte; John
P. Pfaff, Jr., Great Falls; Richard L. Peterson, Hamilton;
Robert W. Thometz, Butte; Alfred M. Fulton, Billings.

Scientific Editor, Rocky Mountain Medical Journal; Warren
D. Bowman, Jr., Billings.

Associate Editor, Rocky Mountain Medical Journal: L. Russell
Hegland, Billings.

Executive Secretary; L. Russell Hegland, 1236 North 28th St.,

(P. O. Box 1692) Billings 59103. Office Telephone 259-2585.

Nevada State Medical Association
OFFICERS—1969-70—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires at
the 1970 Annual Session.

President; V. A. Salvadorini, Reno.
President-elect: V. E. Elliott, Fallon.

Secretary-Treasurer: John P. Sande, Reno.
Delegate to A.M.A.: Leslie A. Moren, Elko.

Alternate Delegate to A.M.A.: Kenneth E. Turner, Las Vegas.
Immediate Past President: Harry J. McKinnon, Jr., Las Vegas.
Scientific Editor for Nevada Rocky Mountain Medical Journal:
Harry J. McKinnon, Las Vegas.
Assistant Scientific Editor for Nevada, Rocky Mountain Med-
ical Journal: Wesley W. Hall, Reno.
Associate Editor, Rocky Mountain Medical Journal; Nelson B.
Neff, Reno.
Executive Secretary: Mr. Nelson B. Neff, 3660 Baker Lane.
Reno. Telephone 323-6788.

New Mexico Medical Society

OFFICERS 19(19-70—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and
expires at the 1970 Annual Session.

President: Hugh B. Woodward, Albuquerque.

President-Elect: Harry D. Ellis. Santa Fe.

Secretary-Treasurer: James R. Gay, Albuquerque.

Immediate Past President: Earl B. Flanagan, Carlsbad.

Speaker, House of Delegates: Ronald V. Dorn, Albuquerque.

Vice Speaker, House of Delegates: William J. Hossley, Deming.

Delegate to A.M.A.: Allan L. Haynes, Clovis.

Alternate Delegate to A.M.A.: Emmit M. Jennings, Roswell.

Scientific Editor for New Mexico, Rocky Mountain Medical
Journal: Marcus J. Smith, Santa Fe.

Assistant Scientific Editor for New Mexico: William S.

Curran, Albuquerque.

Associate Editor for New Mexico: Ralph R. Marshall, Albu-
querque.

Executive Secretary; Mr. Ralph R. Marshall, 3010 Monte Vista
Blvd., NE, Albuquerque; Telephone 265-8494, area code 505.

Utah State Medical Association

OFFICERS—1969-70—Terms of officers and committeemen ex-
pire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1970 Annual Session.

President: John H. Rupper, Provo.

President-elect: Russell M. Nelson, Salt Lake City.

Secretary: Allan H. Barker, Salt Lake City.

Treasurer: Ralph C. Richards, Salt Lake City.

Past President: Homer E. Smith, Salt Lake City.

Delegate to A.M.A. : Drew M. Petersen, Ogden.

Alternate Delegate to A.M.A.: Merrill C. Daines, Logan.

Speaker, House of Delegates: William R. Christensen, Salt

Lake City.

Vice Speaker, House of Delegates: Wm. Knox Fitzpatrick, Salt

Lake City.

Scientific Editor for Utah, Rocky Mountain Medical Journal:
Alan E. Lindsay, Salt Lake City.

Associate Editor, Rocky Mountain Medical Journal: Mr. Hoyt
W. Brewster, Salt Lake City.

Executive Secretary: Mr. Hoyt W. Brewster, 42 South Fifth
East St., Salt Lake City. Telephone EL. 5-7477.

Wyoming State Medical Society

OFFICERS—1969-70—Terms of officers and committeemen ex-
pire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires at

the 1970 Annual Session.

President: John J. Corbett, Casper.

President-elect; Fenworth M. Downing, Sheridan.

Vice President: William G. Erickson, Lander.

Secretary: Duane M. Kline, Cheyenne.

Treasurer: Donald F. Mahnke, Casper.

Delegate to AMA: Harlan B. Anderson, Casper.

Alternate Delegate to AMA: Thomas A. Nicholas, Buffalo.

Speaker of the House; Goode R. Cheatham, Jr., Casper.

Vice Speaker of the House; Norman R. Black, Cheyenne.

Scientific Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Francis A. Barrett, Cheyenne.

Associate Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Mr. Robert Smith, Cheyenne.

Executive Secretary: Mr. Robert Smith, P. O. Box 1221, Chey-
enne, Wyoming 82001.
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WANT ADS
DISTRICT AND EMERGENCY ROOM PHYSICIANS—The
Amarillo Hospital District has positions open for District

and Emergency Room Physicians. We operate a 275-bed gen-
eral hospital and a 100-bed adult psychiatric hospital. Com-
pensation is open and may be engaged on a retainer or
contractural basis. Contact: Mr. Don Pipes, Personnel Di-
rector, Northwest Texas Hospital, P. O. Box 1110, Amarillo,
Texas 79105. 669-1-TFB

ANESTHESIOLOGY RESIDENCIES available—FuUy approved
two year program in 600 bed general hospital includes

neurosurgery, thoracic, and cardiovascular surgery. Annual
anesthetics administered—over 13,000. Stipend—$8,100 zuid
$9,300. Board and laundry. A. N. Heinrichs, M.D., Director,
Department of Anesthesia, Harris Hospital, 1300 West Can-
non, Fort Worth, Texas 76104. 169-8-12B

TUCSON—UNIVERSITY OF ARIZONA COLLEGE OF MEDI-
CINE-INTERNAL MEDICINE RESIDENCY—at the Veterans

Administration Hospital, approved 3-year program, 360 bed
hosoital with 181 medical beds. Affiliated with Davis-Monthan
AFB Hospital for pediatric and female medicine. Faculty of
College of Medicine responsible for supervision of program.
Universit.v Hospital under construction; then integrated rota-
tion. Active subspecialty and research services. ECFMG Certi-
ficate required of foreign graduates not engaged in exchange
visitor program. Salaries; First Year, $6,900; Second Year,
$7,500; Third Year, $8,100. Contact; Chief, Medical Service,
VA Hospital, Tucson, Arizona 85713. Equal Opportunity
Employer. 969-1-3B

YOUNG INTERNIST, university trained, in fellowship, wants
internist or GP locum job for 2-6 weeks during period July-

December, 1970. Contact: Ernest C. Borden. M.D., Apartment
8, 765 Houston Mill Road NE, Atlanta, Georgia 30329. 1169-4-lB

WONDERFUL OPPORTUNITY for General Practitioner and
General Surgeon. New 25-bed Hill Burton Hospital, well

equipped, potential unlimited. Excellent Climate. I want to
retire. C. P. Austin, M.D. 201 South Main, Lordsburg, New
Mexico— (5051 542-3731. 1169-3-2

PATHOLOGY RESIDENCIES AND INTERNSHIPS available
in 600 bed general hospital. Fully approved four year pro-

gram in anatomical and clinical Pathology. Average annual
specimens and tests—348,587. Interns—$6,300; residents—$8,100
up. Board and laundry. Charles B. Mitchell, M.D., Director
of Laboratories, Harris Hospital, 1300 West Cannon, Fort
Worth, Texas 76104. 169-7-12B

RENT-LEASE BRAND NEW EXECUTIVE SUITE, WINDSOR
GARDENS—Denver, Colorado. Luxurious Top Floor, over-

looks golf course, Electric kitchen, lots of closets and storage,
all Country Club privileges, double garage. See or call Windsor
Gardens Sales Dept. 364-9141 or Mr. Stone 757-0790. 1169-5-lB

GENERAL SURGEON, Internist, and General Practitioner
needed for 7-man group in west-central Wyoming. Prefer

young men with military obligation completed; salary leading
to early partnership. Well-equipped facilities include a 65-bed
J.C.H.A. accredite(i county hospital. Progressive community,
new Junior College, area population 20,000; unlimited outdoor
recreational opportunities. Send resume and references to
Medical Director, Wind River Medical Group, 1202 Blast Jack-
son, Riverton, Wyoming 82501. 1169-2-2B

IMMEDIATE OPPORTUNITY for two general practitioners in
Tonopah, Nevada; a thriving community on highway from

Las Vegas to Reno. Community draws from population of 6,000
nr more. Mining, ranching, tourism, nearest to A.E.C.’s two
Nevada test sites. County Physician and Health Officer po-
sition available. Write Chairman, Andrew Eason, Nye County
Commissioners, Tonopah, Nevada 89049. 1169-1-2B

INTERNISTS AND GENERAL PRACTITIONERS WANTED
for General Hospital Division of the Colorado State Hos-

pital, Salary dependent upon training and experience. Hospital
planning for expansion to be developed as a comprehensive
health center. Opportunities for advancement available. Pueblo
is in sunny southern Colorado, excellent year-round weather,
excellent schools, located close to the mountains and recrea-
tional facilities. For information contact Charles E. Meredith,
M.D., Superintendent, Colorado State Hospital, 1600 W. 24th
Street, Pueblo, Colorado 81003, or phone Mr. William J.

Maguire, Jr. at (303) 543-1170, extension 2619. 1069-4-2B

CENTRALLY LOCATED
For the medical and dental professions

Here, in the heart of down-

town Denver, the Republic Build-

ing is the best-known Medical-

Dental Center in the Rocky
Mountain West, complete with

24-hour operation, X-ray; patho-

logical and dental laboratories,

pharmacy, drug and supply

stores.

With the completion of the

new 500-car, self-service parking

facility, the Republic Building

—

designed and operated for the

medical and dental professions

—

offers the ultimate in patient-con-

venience and medical facilities.

Space is available. Ask for

REPUBLIC BUILDING CORPORATION illustrated brochure.

1624 TREMONT PLACE, DENVER, COLORADO 80202
PHONE 534-5271
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IS THERE
A DOCTOR in

A General Practitioner (interested or experienced

in Industrial Medicine) is needed in Colorado's

high country to serve as company physician

for Climax Molybdenum Co., the leading hard

rock mining company in its field.

This is a unique opportunity—the doctor se-

lected may use the company's completely mod-
ern hospital facility to develop a private

practice in addition to caring for company
employees.

Qualified doctors who
advantages of living

community;
(collect):

appreciate the multiple

in a relaxed mountain
please send your resume or call

( 303 ) 863-5111

H. N. Ashby

Director of Industrial Relations

CLIMAX MOLYBDENUM CO.

Climax, Colorado

An Equal Opportunity Employer
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Newton Optical

Company
Catering to

Medical Profession Patronage

309 16th Street

Denver 80202

Telephone

534-8714

ARTIFICIAL EYES
Plastic eyes and glass eyes

specially made to fit the most

difficult cases. An expert eye-

maker is in our office at all

times to give your patients the

satisfaction they must have.

In business since 1906.

Write or phone for full details.

DENVER OPTIC COMPANY
330 University Bldg. • 16th and Champa • 825-0229

Denver, Colorado 80202

for November 1969
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Prompt, professional service 24 hours

a day, every day! A complete line of

hospital beds, wheelchairs, traction

equipment, oxygen, crutches, walkers,

commodes, lamps, whirlpools— every-

thing to help patients get well faster.

We Process MEDICARE
Equipment Claims

DENVER

733-5521

350 BroacJway

BROADMOOR
yourselves

for the pure

pleasure of it all!

Discover America's finest resort facilities,

dining and accommodations, here within

5,000 acres of enjoyment at the gateway

to the Colorado Rockies.

The

BRO'^DMOOR
Colorado Springs, Colorado



THERAMATIC MARK VII

The Only P]|j INVEST
diathermy

to offer all these advantages:

I Simple to operate

1 No need to disrobe patient for treatment

No special treatment room required

1 Safe! Heat rise completely controllable to

NOW?
Successful investors know the stock market

comfortable level
will always suffer periodic declines.

1 Maximum penetration of body tissue More important, they also know such periods

1 Conforms to requirements applicable to —when pessimism is greatest—offer the best

medical diathermy opportunities for rewarding purchases.

MANUFACTURED BY We ore in a position to help the true in-

DYNAPOWER SYSTEMS CORP. vestor attain his goals.

1707 19th St./Santa Monica, Co. 90404/(213) 451-1578
Counsel Accounts:

4173 South Hudson Parkway $100,000 and up
Englewood, Colo. 80110/(303) 758-2850

WRITE FOR FREE DEMONSTRATION Discretionary Accounts:
nnn tn i;innnnn

1 name j

1

1 address j

1

1
city

1 PERFORMANCE ASSOCIATES, INC.

1
state zip

j

Ifll SUSTi 1, BROOKS TOWERS / DENVER, COLORADO S0302

Rsgistered Investment Counsel

1

PLEASE SEND FREE LITERATURE | W For detailed brochure, without obligation: Write Oept. RM°'4
Or call 303/ 222^2585

THE EMORY JOHN BRADY HOSPITAL
401 Southgate Road COLORADO SPRINGS, COLORADO 80906 MEIrose 4-8828

E. JAMES BRADY, M.D., Medical Director

For the care and treatment of Psychiatric disorders.

Individual and Group Psychotherapy and Somatic Therapies

Occupational, diversional and outdoor activities.

X-ray, Qinical Laboratory and Electroencephalography.

CAMPBELL F. RICE, Superintendent

Francis A. O’Donnell, M.D.

Robert W. Davis, M.D.
Richard L. Conde, M.D.
Gilbert 0. Horn, M.D.
Paul A. Draper, M.D.
Charles W. McQellan, M.D.

James E. Edwards, M.D.
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symptoms ofmixed anxiety-depression are rareiy ciear-cut..

but they are often a clear indication for

Mellaril"
(thioridazine)
25 mg. t.i.d.

effective in mixed anxiety-depression and in moderate to severe anxiety

Before prescribing or administering, see Sandoz
literature for full product information, including
adverse reactions reported with phenothiazines. The
following is a brief precautionary statement.

Contraindications: Severe central nervous system
depression, comatose states from any cause, hyper-
tensive or hypotensive heart disease of extreme degree.

Warnings: Administer cautiously to patients who have
previously exhibited a hypersensitivity reaction (e.g.,

blood dyscrasias, jaundice) to phenothiazines. Pheno-
thiazines are capable of potentiating central nervous
system depressants (e.g., anesthetics, opiates, alcohol,

etc.) as well as atropine and phosphorus insecticides.

During pregnancy, administer only when necessary.

Precautions: There have been infrequent reports of

leukopenia and/or agranulocytosis and convulsive
seizures. In epileptic patients, anticonvulsant
medication should also be maintained. Pigmentary
retinopathy may be avoided by remaining within the
recommended limits of dosage. Administer cautiously
to patients participating in activities requiring
complete mental alertness (e.g., driving). Orthostatic
hypotension is more common in females than in males.
Do not use epinephrine in treating drug-induced
hypotension. Daily doses in excess of 300 mg. should
be used only in severe neuropsychiatric conditions.

Adverse Reactions: Central Nervous System—
Drowsiness, especially with large doses, early in

treatment; infrequently, pseudoparkinsonism and
other extrapyramidal symptoms; nocturnal confusion,
hyperactivity, lethargy, psychotic reactions,

restlessness, and headache. Autonomic Nervous
System—Dryness of mouth, blurred vision, constipation,

nausea, vomiting, diarrhea, nasal stuffiness, and pallor.

Endocrine System—Galactorrhea, breast engorgement,
amenorrhea, inhibition of ejaculation, and peripheral

edema. S/r/n—Dermatitis and skin eruptions of the
urticarial type, photosensitivity. Cardiovascular
System—Changes in the terminal portion of the
electrocardiogram have been observed in some
patients receiving the phenothiazine tranquilizers,

including Mellaril (thioridazine). While there is no
evidence at present that these changes are in any way
precursors of any significant disturbance of cardiac
rhythm, several sudden and unexpected deaths
apparently due to cardiac arrest have occurred in

patients previously showing electrocardiographic
changes. The use of periodic electrocardiograms has
been proposed but would appear to be of questionable
value as a predictive device. Other—

A

single/
case described as parotid swelling. A
SANDOZ PHARMACEUTICALS, HANOVER, NJ. SANDOZ 69-384
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HW&DBRAND 0FLUTU7RIN
3000 UNIT TABLETS

IN THE TREATMENT OF FUNCTIONAL DYSMENORRHEA AND SELECTED CASES OF

PREMATURE LABOR AND 2ND AND 3RD TRIMESTER THREATENED ABORTION

B LUTREXIN, the non-steroid “uterine
relaxing factor" has been found to be useful
by many clinicians in controlling abnormal
uterine activity.

B Literature on indications and dosage avail-
able on request.

B No side effects have been reported, even
when massive doses (25 tablets per day)
were administered.

B Supplied in bottles of twenty-five 3,000
unit tablets.

(In vivo measurement of Lutrexin on contracting
uterine muscle of the guinea pig.)

HYNSON, WESTCOTT & DUNNING, INC. BALTIMORE, MARYLAND 21201
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The September, 1969, issue contained an arti-

cle entitled, “A Study of the Refractive State of a

Group of American Pueblo Indians.” I should like

to comment on this article.

Two sins are committed, which occur all too

frequently in American medical literature. That is:

1. Transferring data obtained from clinic pa-

tients to the population as a whole.

2. Comparing data of different investigators

in which the statistical parameters are not the

same.

The authors are entitled to make observations

about that group of Pueblo Indians that attended

a clinic, but may not use these observations to

generalize about the whole Pueblo Indian popula-

tion.

The authors are entitled to compare their data

with work collected by others only if the same
population group is being studied and the data

collected in a similar manner.

For example, Johnstone and McLaren examined
Tanganyikan children. They simply went to sev-

eral schools and used the children as subjects.

Presumably this would more nearly approach a

random sample than would subjects who presented

themselves to a clinic with a presumed visual

problem. Unless both groups are random samples,

or both are selected samples, it is dangerous and
improper to compare the two groups.

Kapoor obtained his patients from an ophthal-

mic clinic in New Delhi. He refracted all patients

under cycloplegia. One might argue how much
this will affect the findings, but the fact remains,

the data were not collected in a similar manner.

Statistical comparing is dangerous. Kapoor him-
self makes the mistake of transferring clinically

obtained data to the Indian population as a whole.

Using Dunstan’s article as a reference is ques-

tionable. It really is a discussion of statistics, more
specifically the binomial curve. The Board of Edu-
cation data and Scheerer’s data are mentioned only

as they illustrate the author’s discussion of the

binomial curve. No mention is made of whether
the subjects were clinical patients or selected ran-

domly. Were the Board of Education data re-

fracted with or without a cycloplegic? What was
the sexual breakdown of the subjects? It is said

Henry V, too,

suffered anorectal pain.

Henry V, hero of Agincourt, suffered severe

anorectal pain due to a fistula in ano, for

which the folk remedies and nostrums of the

day provided little relief.*

Among the most common afflictions of man,
anorectal disorders affect seven out of ten

adults at some time during their lives.

I. Ba nov, L.: South. M. J. 57: 328-331 (March) 1964.

for symptomatic relief of initial

inflammatory anorectal distress . .

.

®

Anusol-HC
hemorrhoidal suppositories with hydrocortisone

one suppository morning and
evening for 3 to 6 days

Each Anusol-HC suppository contains bismuth subgallate, 2.25%;

bismuth resorcin compound, 1.75%; benzyl benzoate, 1.2%;

Peruvian balsam, 1.8%; zinc oxide, 11.0%; boric acid, 5.0%; and

hydrocortisone acetate, 10 mg., plus the following inactive ingredi-

ents: bismuth subiodide, calcium phosphate, white wax and color-

ing in a cacao butter and hydrogenated vegetable oil base.

Precautions: Prolonged use of Anusol-HC might produce systemic

corticosteroid eff'ects. Symptomatic relief should not delay de-

finitive diagnosis or treatment.
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that Scheerer’s data were refracted without a

mydriatic. Many questions regarding the sample

could be raised without having the original data

at hand. Dunstan’s interpretation of data might

be different from yours or mine.

Sorsby’s data refers to an all-male sample of

young adults who were being examined for mil-

itary duty in Great Britain. No mention was made
in this reference as to how the refractions were
done. Again, can you compare material from

clinics with non-clinical material? Can you com-
pare all-male data with data containing material

from both sexes? The authors should have con-

sulted the original article, rather than a brief

summary.

I do not have Brown and Kronfeld’s article for

comparison.

Robert W. Ridley, MD
Associate in Ophthalmology

(Formerly practiced in Grand Junction, Colo.)

* * * * *

October 6, 1969

To the Editor:*

This letter is written to you because of your
interest in the funding of medical scholarships.

Can you help me find 199 American physicians

who have seen their own children achieve aca-

demic fulfillment and would now like to help the

worthy children of their less fortunate neighbors

become doctors? I have established The Dr. and
Mrs. Benjamin Lee Gordon Memorial Scholarship

in the memory of my late parents. My mother,

Mrs. Dorothy Gordon, was the greatest inspiration

of my life. She died in 1955 at the age of 75. My
father, Dr. Benjamin Lee Gordon, was not only

a noted medical historian, author and ophthalmolo-

gist, but a father who was a rock of strength at all

times. He died in 1965 at the age of 94.

The Dr. and Mrs. Benjamin Lee Gordon Me-
morial Scholarship is unique in various aspects.

The Scholarship consists of $5,000 which is

awarded to one Atlantic County individual (male

or female) on the basis of a combination of finan-

cial need and academic merit to enable the recip-

ient to afford a complete medical education. It is

an outright gift free of all strings and encum-
brances, The $5,000 is divided into four yearly sti-

pends. The recipient undertakes no indebtedness

Our country, our profession, and the people of America
need more physicians. Any way we can help fulfill the
present and future requirements and demands should be
explored. This interesting letter may inspire other physi-
cians to establish unique projects with great potential for
finding and directing new doctors.

and no repayment is permitted. The scope of his

future practice remains entirely at his own discre-

tion. The Scholarship is awarded by the Scholar-
ship Committee of the Atlantic County Medical
Society and is administered by the Atlantic County
Medical Society.

For a county medical society to be able to ac-

cept such scholarship gifts on a tax-deductible

basis, it must form a special tax-exempt charitable

corporation acceptable to the Internal Revenue
Service. The Atlantic County Medical Society has
graciously accomplished this by forming the At-
lantic County Medical Society Scholarship Fund,
Inc. It is to be emphasized that county medical
scholarships of the type under discussion in no
way supersede the wonderful work being done by
the A.M.A.—E.M.F. and other national organiza-

tions. They rather constitute an effort to round
out the medical scholarship picture on a local

level. After all, these are the days of resurgence

of interest in local efforts to solve the problems of

our society. It should be a source of great satisfac-

tion to not only support the rather anonymous
needs of the profession as a whole on a national

level but to actually aid and witness at close range

the development of a new physician—a real flesh

and blood human being. As an added bonus, such
county medical scholarships could in a small but

effective way tend to ameliorate the physician

shortage in the area of the donor, although this,

of course, is not of primary importance and no re-

cipient would be asked to guarantee the geographic

area of his practice. The primary effect would be

secured by present physicians helping future phy-
sicians to the benefit of our total society.

I am seeking another 199 physicians in the

United States, who have raised their own chil-

dren but still are deriving excellent incomes from
their practices, who would like to establish $5,000

scholarships controlled by their county medical

societies and thus help children of less fortunate

area residents become physicians. It is under-

stood that the awarding of such scholarships on a

yearly basis would be contingent on the continu-

ation of each donor’s financial prosperity and his

satisfaction with the fair way in which the awards

are handled.

I would deem it an honor to award a “Certi-

ficate of Meritorious Service to the Future of Med-
icine in America,” each personally inscribed and

suitable for framing, to the first 199 physicians

in the United States who may care to establish

such scholarships in their local areas. The ulti-

mate success of this venture would put the sum of

one million unwasted physician-earned dollars

where it would do the most good for the future

medical needs of society. A short note by an

officer of the county medical society, written on

official stationery, substantiating each $5,000 do-

nation, would entitle the donor to his Certificate.

Maurice B. Gordon, MD

4 Rocky Mountain Medical Journal



heavenly relief
for unearthly cough

y

Benyliii
EXPECTORANT

V'S'

Each fluidounce contains: 80 mg.
Benadryl® (diphenhydramine
hydrochloride, Parke-Davis);

12 grains ammonium chloride;

5 grains sodium citrate;

2 grains chloroform; 1/10 grain

menthol; and5% alcohol.

An antitussive and expectorant for

control of coughs due to colds or
of allergic origin,BENYLIN

EXPECTORANT is the leading
cough preparation of its kind.

BENYLINEXPECTORANT
tends to inhibit cough reflex...

soothes irritated throat membranes.
And its not-too-sweet, pleasant

raspberry flavor makesBENYLIN
EXPECTORANT easy to take.

PRECAUTIONS: Persons who
have become drowsy on this or
other antihistamine-containing
drugs, or whose tolerance is not

known, should not drive vehicles
or engage in other activities re-

quiring keen response while using
this preparation. Hypnotics, seda-
tives, or tranquilizers if used with
BENYLIN EXPECTORANT

should be prescribed with caution
because of possible additive effect.

Diphenhydramine has an atro-

pine-like action which should be
considered when prescribing

BENYLIN EXPECTORANT.
ADVERSE REACTIONS: Side
reactions may affect the nervous,
gastrointestinal, and cardiovascu-
lar systems. Drowsiness, dizziness,

dryness of the mouth, nausea, ner-

vousness, palpitation, and blurring
of vision have been reported. Al-

lergic reactions may occur.

PACKAGING: Bottles of 4 oz.,

16 oz., and 1 gal.

Parke, Davis& Company
Detroit, Michigan 48232

PARKE-DAVtS
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the
thousandth
teaspoonful
Peptic ulcer patients find

the thousandth dose of

this antacid as effective

nd easy-to-take as the first!
Optimal neutralization—provided by the combination of aluminum and mag-
nesium hydroxides.

ing good taste—confirmed by 87.5% of 104 patients in one study, after

a total of 20,459 documented days on Mylanta Liquid or tablets.'*

Concomitant relief of G. 1. gas distress—provided by the proven antiflatulent

action of simethicone.2

Dosage: One or two tablets (well chewed or allowed to dissolve in the mouth); one or two teaspoonfuls

to be taken between meals and at bedtime, or as directed by physician.

1. Danhof, I. E.: Report on file. 2. Hoon, J. R.: Arch. Surg. 93:467 (Sept.) 1966.

Mylantd
#LIQUID/TABLETS

Stuart

aluminum and magnesium hydroxides plus simethicone

Division/ATLAS CHEMICAL INDUSTRIES, INC./Pasadena, Calif. 91109



Picture of

torticollis

Parafon Forte tablets help to relieve pain,

restore mobility. . . stop pain-spasm feedback

by providing

:

a nonsalicylate analgesic equal to aspirin for the relief

of pain/-2 yet unlikely to produce the irritation to the

gastric mucosa so often associated with salicylate

I therapy^

and a skeletal muscle relaxant shown to have up to a

6-hour span of action^... to retain effectiveness even

on continued administration^. ..but not likely to have
the central effects of tranquilizing compounds.^

Prescribe Parafon Forte for effective spasmolysis

and analgesia in sprains, strains, myalgias, low back
pain, bursitis and other musculoskeletal disorders.

Your patients will appreciate the restored comfort

and freedom of movement it usually provides.

treated with
Parafon Forte MLrs

Paraflex®(chlorzoxazone)** 250 tng.

Tylenol® (acetaminophen) 300 mg.

Contraindications: Sensitivity to either component. Precautions:

Exercise caution in patients with known allergies or history of

drug allergies. If a sensitivity reaction or signs or symptoms sug-
gestive of liver dysfunction are observed, the drug should be
stopped. Adverse Reactions: Occasionally, drowsiness, dizziness,

lightheadedness, malaise, overstimulation or gastrointestinal

disturbances may be noted; rarely, allergic-type skin rashes,
petechiae, ecchymoses, angioneurotic edema or anaphylactic
reactions. In rare instances, Paraflex (chlorzoxazone) may pos-
sibly have been associated with gastrointestinal bleeding. While
Paraflex (chlorzoxazone) and chlorzoxazone-containing prod-
ucts have been suspected as being the cause of hepatic toxicity
in approximately eighteen patients, it was not possible to state
that the dysfunction was or was not drug induced. Usual Adult

Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets,

imprinted “McNEIL”~bottles of 100.

References

:

1. Batterman, R. C., and Grossman, A. J.: Fed. Proc. i^:316,
1955. 2. Goodman, L. S., and Gilman, A., ed.: The Pharmacological Basis of
Therapeutics, ed. 3, New York, The Macmillan Company, 1965, p. 331. 3. Roth,

J. L. A., et al.: Gastroenterology 4.4:146,

1963. 4. Berman, H. H., et al.\ Dis. Nerv,
Syst. 25:430, 1964. 5. Friend, D. G.: Clin.

Pharmacol. Ther. 5:871, 1964.

*U.S. PATENT NO. 2,895,877

( McNEIL

)

McNEIL LABORATORIES, INC., FT. WASHINGTON, PA. 19034
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Termrnycin
(oxytetracycline)
An infection of rapid onset requiring

prompt attention. Teenage girl with chills,

fever, abdominal pain, backache and
nausea. Frequent and urgent urination

with burning. On examination— tender-

ness over kidney. Blood count and

urinalysis confirm the diagnosis; acute

pyelonephritis. Treatment is initiated with

Terramycin. Within a few days of follow-

up therapy, the patient is markedly

improved. The pretreatment urine

culture shows a strain of E. coli highly

susceptible to Terramycin.

Experience has shown that Terramycin

offers special advantages in treating

urinary tract infections when strains of

causative bacteria are susceptible.

Broad-spectrum coverage unaffected by
penicillinase. Effective tissue levels to help

reach foci of infection in renal parenchyma.

High urine levels— excreted by kidney

in active form.

Contraindicated: In individuals hypersensitive to oxytetra-
cycline.

Warnings: Reduce usual oral dosage and consider antibiotic

serum level determinations in patients with impaired renal

function.

Use of oxytetracycline during the last trimester of pregnancy,
neonatal period and early childhood may cause discoloration

of developing teeth. This effect occurs mostly during long-term
use of the drug, but it has also been observed in usual short-

treatment courses.

During treatment with tetracyclines, individuals susceptible

to photodynamic reactions should avoid direct sunlight; if

such reactions occur, discontinue therapy.

Note: With oxytetracycline, phototoxicity is unknown and
photoallergy very rare.

Precautions: Use of broad-spectrum antibiotics occasionally

may result in overgrowth of nonsusceptible organisms. Where
such infections occur, discontinue oxytetracycline and institute

specific therapy. Increased intracranial pressure in infants is

a possibility. Symptoms disappear upon discontinuation of

therapy.

Adverse Reactions: Nausea, diarrhea, glossitis, stomatitis,

proctitis, vaginitis and dermatitis, as well as reactions of an
allergic nature, may occur but are rare.

Supply:* Terramycin Capsules; oxytetracycline HCl, 250 mg.
and 125 mg, Terramycin Syrup: calcium oxytetracycline,

125 mg. per 5 cc. Terramycin Pediatric Drops: calcium
oxytetracycline, 100 mg. per cc.

'"All potencies listed are in terms of the standard,
oxytetracycline.

More detailed professional information available on request.

With Terramycin, you have the assur-

ance that comes with choosing an agent

physicians have depended on for over 18

years. In difficult as well as routine cases,

when tests reveal susceptible organisms,

consider Terramycin. One of the world’s

I

WMlffSm LABORATORIES DIVISION
NewYork.N.Y. 10017





There’s a good chance your patient needs

more than a non-prescription analgesic for pain relief.

Especially after self-medication has failed.

Because continuing, increased pain and discomfort

may in part be a reflection of anxiety,

Equagesic is worthy of consideration. In a

single, non-narcotic preparation, it helps relieve pain . . .

and associated anxiety and tension.

Tablets

Equ^esic
(meprobamate and ethoheptazine citrate with aspirin) Wyeth

IN BRIEF

Contraindications; History of sensitivity or severe
intolerance to aspirin, meprobamate or
ethoheptazine citrate.

Warnings; USE IN PREGNANCY: Safety for use during
pregnancy or lactation has not been established;
therefore, it should be used in pregnant patients or
women of child-bearing age only when the physician
judges its use essential to the patient’s welfare.

Precautions: Keep out of reach of children. Not
recommended for patients 12 years old or less.

Carefully supervise dose and amounts prescribed,
especially for patients prone to overdose themselves.
Excessive prolonged use of meprobamate in susceptible
persons—as alcoholics, ex-addicts, severe
psychoneurotics— has resulted in dependence or
habituation. Withdraw gradually after prolonged
excessive dosage to avoid possibly severe withdrawal
reactions including epileptiform seizures. Warn patients
of possible reduced alcohol tolerance, with resultant
slowed reactions and impaired judgment and
coordination. If drowsiness, ataxia or visual disturbances
(impairment of accommodation and visual acuity)
occur, reduce dose. If symptoms persist, patients
should not operate machinery or drive. After
meprobamate overdose, prompt sleep, reduction of
blood pressure, pulse and respiratory rates to basal
levels, and hyperventilation are reported. Give
cautiously and in small amounts to patients with
suicidal tendencies. Treat attempted suicide (has
resulted in coma, shock, vasomotor and respiratory
collapse and anuria) with gastric lavage and appropriate
symptomatic therapy (CNS stimulants and pressor
amines as indicated). Two instances of accidental or
intentional significant overdosage with ethoheptazine
and aspirin have been reported. These were
accompanied by CNS depression (drowsiness and
lightheadedness) but resulted in uneventful recovery.
On basis of pharmacologic data, CNS stimulation could

be anticipated, with nausea, vomiting and salicylate
intoxication (requires induced vomiting or gastric lavage,
specific parenteral electrolyte therapy for ketoacidosis
and dehydration, and observation for
hypoprothrombinemic hemorrhage [usually requires
whole blood transfusions]).

Adverse Reactions; Ethoheptazine and aspirin may
cause nausea with or without vomiting and epigastric
distress in a small percentage of patients. Dizziness is

rare at recommended dosage. Meprobamate may
cause drowsiness, ataxia and rarely allergic or
idiosyncratic reactions. These reactions, sometimes
severe, can develop in patients receiving only 1 to 4
doses. Such patients may have had no previous contact
with meprobamate and may or may not have an allergic
history. Mild reactions are characterized by urticarial

or erythematous maculopapular rash. Acute
nonthrombocytopenic purpura v/ith cutaneous
petechiae, ecchymoses, peripheral edema and fever
have been reported. If allergic reaction occurs,
discontinue meprobamate: do not reinstitute. Severe
reactions, observed very rarely, include fever, fainting
spells, angioneurotic edema, bronchial spasms,
hypotensive crises (1 fatal case), anaphylaxis, stomatitis
and proctitis (1 case) and hyperthermia. These cases
should be treated symptomatically including, when
indicated, such medication as epinephrine, antihistamine
and possibly hydrocortisone. A few cases of leukopenia,
usually transient, have been reported on continuous
use. Rarely, aplastic anemia (1 fatal case),
thrombocytopenic purpura, agranulocytosis, and
hemolytic anemia have been reported, almost always in

presence of known toxic agents.

Overdosage: See precautions section for management
of overdosage.

Composition: 150 mg. meprobamate, 75 mg.
ethoheptazine citrate and 250 mg. aspirin per tablet.
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Butiserpazide—the antihypertensive with

the ‘buti’ part—lowers blood pressure so smoothly

that patients are often untroubled by

the disease or therapy.

The “buti” part of Butiserpazide is the addi-

tion of the mildly sedative effect of Butisol (buta-

barbital) to classic thiazide/reserpine therapy.

“It would appear that the addition of an anx-

iety-relieving agent [Butisol] to a drug combi-

nation utilizing well-established compounds proved

useful in reducing hypertensive symptoms in over

half the patients....

Furthermore, clinical comparisons have shown

that many patients respond to Butiserpazide with

smooth, uniform lowering of blood pressure^. . . at

times below the levels achieved with previous ther-

apy^’2. ..as well as a lowered incidence of side

effects.

Usual dosage is just 1 tablet once or twice a

day. And you have a choice of 2 strengths:

Butiserpazide-25
Prestabs®* Tablets (green)

Butisol® (butabarbital) 30 mg.t;

hydrochlorothiazide 25 mg.; reserpine 0.1 mg.

Butisol® (butabarbital) 30 mg.t;

hydrochlorothiazide 50 mg.; reserpine 0.1 mg.

^Warning: May be habit forming. *15 mg. of Butisol (butabarbital), plus the other ingredients, in outer layer; 15 mg. of
Butisol (butabarbital), in a specially coated core for delayed release, to approximately equalize duration of action for all

components.

Contraindications: Sensitivity to any component, porphyria, peptic ulcer, ulcer-

ative colitis, mental depression, renal impairment or shutdown. Warnings:

Consider the possibility of sensitivity reactions in patients with history of

allergy or bronchial asthma. Coated potassium tablets, sometimes administered

in conjunction with antihypertensive therapy, may be associated with small

bowel lesions, which have led to obstruction, hemorrhage and perforation.

Surgery has frequently been required and deaths have occurred. Such tablets

should be used only when indicated and when adequate dietary supplementation

is not practical. They should be discontinued immediately if abdominal pain,

distention, nausea, vomiting, or g.i. bleeding occur. Use in Pregnancy: Exercise

caution, since thiazides cross the placental barrier and may cause fetal or

neonatal hyperbilirubinemia, thrombocytopenia or altered carbohydrate metab-

olism; adverse reactions seen in the adult may occur in the newborn. Use

reserpine in women of childbearing age only when essential to patient welfare.

Increased respiratory secretions, nasal congestion, cyanosis, and anorexia may
occur in infants born to reserpine-treated mothers. Precautions; Butisol

(butabarbital)— Exercise caution in moderate to severe hepatic disease. Elderly

or debilitated patients may react with marked excitement or depression.

Hydrochlorothiazide— induce electrolyte imbalance; when used with digi-

talis or one of its glycosides and in patients with severe hepatic insufficiency,

cardiac arrhythmias or symptoms of impending hepatic coma may occur. Dis-

continue and institute appropriate countermeasures if prolonged use produces

hypokalemia or (likely with sodium restriction) hyponatremia and hypochlore-

mic alkalosis. (Ammonium chloride, used to reverse hypochloremic alkalosis,

is contraindicated in hepatic disease.) May produce elevated serum uric acid

levels (and, infrequently, gout) or reduce glucose tolerance, altering insulin

requirements in diabetics, /fese/yrme— Observe for signs or symptoms of peptic

ulcer or ulcerative colitis. Discontinue at first sign of mental depression;

keep in mind possibility of suicide. Exercise extreme caution in history of

mental depression. May produce cardiac arrhythmias when used with digitalis

and quinidine, or may precipitate biliary colic in patients with gallstones.

Discontinue 1 to 2 weeks before surgery; inform the anesthetist in event of

emergency surgery. Exercise caution in history of epilepsy. Discontinue 1 to

2 weeks before ECT. General caution in coronary artery disease.

Adverse Reactions: Dizziness, drowsiness, weakness, nasal congestion, leg

cramps, nausea, palpitations, superficial skin bruises, palmar erythema, head-

ache, dehydration, skin rash, "hangover,” systemic disturbances, diarrhea,

itching, vomiting, paresthesia, photosensitivity, pancreatitis, jaundice, xan-

thopsia, purpura, thrombocytopenia, leukopenia, agranulocytosis, aplastic

anemia, anorexia, gastric irritation, abdominal cramping, constipation, glycos-

uria, vertigo, cutaneous vasculitis, orthostatic hypotension (potentiated by

alcohol, barbiturates, or narcotics), increased salivation and gastric secretion,

increased intestinal motility, loose stools, angina-like syndrome, arrhythmias,
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atypical Parkinsonian syndrome, central nervous system sensitization (mani-

fested by dull sensorium, deafness, glaucoma, uveitis, optic atrophy), dryness

of mouth, syncope, epistaxis, weight gain, and impotence or decreased libido.

Usual Adult Dosage: BUTiSERPAZiDE®-25 or BUTiSERPAZiDE®-50: 1 tablet daily

or b.i.d. When used with other antihypertensive agents reduce dosage of both

drugs about 50% and observe carefully for changes in blood pressure. Before

prescribing or administering, see package insert.
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IVIucH HAS BEEN WRITTEN and much more
has been said about the rapidly rising costs

of medical care. Accusations have been
hurled; demands have been made for tighter

controls—cries of “abuse” and even “fraud”

have been leveledThe High Cost

of Medical Care

—Who IS

Responsible?

against the medical

profession. The medi-
cal profession has

faced and must con-
tinue to face these charges, standing firm in
denial when they are unfounded. Accurate
recorded information to refute those charges
which are untrue should be produced and
whatever steps necessary taken to rectify
errors.

It is also essential that the profession shall
not allow total responsibility of cost to rest

upon its shoulder. To do so allows to remain
unchallenged and unchanged other persons
and factors equally guilty, if not more so.

All purveyors of services must take im-
mediate steps to correct inequities that they
can control. Do not forget, however, that
physicians, like all paramedical personnel,
are victims of rising costs in overhead. Sal-
aries, additional time spent upon countless
forms, plus endless explanation of intricacies
to recipients of government-sponsored pro-
grams, require additional personnel. Help,
of course, must be trained in clerical respon-
sibilities never before necessary. Further-
more, imposition of minimum wage controls
has hit the individual physicans who spend
much time training and instructing the new
employees. Incidentally, the training is worth
many dollars to those employees. The hospi-
tals are also heavily hit by loss of that vast
reservoir of young people heretofore willing
to serve “apprenticeships,” but who now
must be paid the minimum wage.

Let us probe also other forces outside the
medical profession which bear heavily on
total costs of care;

Administrative costs of maintaining fed-
eral medical programs are spiraling so rap-
idly that if they continue at their present
rate many additional benefits written into
the law to be in effect by 1975 will have to

be re-examined and curtailed if those states

are to continue to receive federal subsidy.
Quality of medical care, which is an integral

part of medicare-medicaid programs, will

necessarily suffer. The number of govern-
ment workers necessary to implement and
operate the huge medical programs increased
from 7,000 to 100,000 in one year! The num-
ber of employees and voluminous records to
establish profiles by fiscal intermediaries
have increased approximately 30 per cent.

The Government has added to adminis-
trative costs, not only by imposition of the
minimum wage law and heavy paper work
including forms for payment of claims, but
the demands for utilization committees, and
mechanisms for review, stipulation of the
number of professional visits and days in
hospital prior to admission to nursing homes
and extended care facilities, all add up to
innumerable employee-hours.

Unions and their increasing wage de-
mands, fringe benefits, and health care for
their members must share their full blame
for rising costs and increased utilization. Un-
realistic demands of patients for unnecessary
hospital admission or prolonged hospital stay
add to the costs which they could help con-
trol. The legal profession must assume much
of the responsibility for spiraling costs of
malpractice insurance rates for encourage-
ment of nuisance” suits, which have no merit
but are brought with the conviction that the
busy doctor will request his insurance com-
pany to make some kind of minimal settle-

ment, knowing there is no merit to the con-
tention of “negligence” because it is a nui-
sance to fight the case in court and the easy
way is to settle and be done with it. But be-
cause of the increasing number of these
“nuisance suits,” doctors are forced into
‘running scared” and often run unnecessary
diagnostic tests to protect themselves against
the contingency of defense in the courts.

Malpractice suits against physicians have be-
come so frequent that some states have
passed laws imposing a fine on a plaintiff who
files a suit that the court rules to be “frivo-

lous.” The rates are prohibitive in some parts

of the country, and some insurance carriers

for December 1969
23



are refusing to write this type of policy at

any cost.

Let us take a long look, too, at the part

that each individual citizen has played in his

contribution to the costs of medical care.

He has demanded Medical Care as a Right.

It is the generally accepted view that health

services of high quality should be made avail-

able to all people. But has the individual cit-

izen considered his corollary responsibility in

accepting this Right? How about that major-

ity of people who refuse to assume responsi-

bility for maintaining good health? Statistics

are published about that huge segment of

population overweight because of intemper-

ate eating. Increasing demands on the medi-

cal profession are also the result of indiffer-

ence of people in maintaining bodily health.

How about large numbers of people in all

economic groups suffering from malnutrition

and vitamin deficiency because they disre-

gard well-known nutritional requirements

—

and those hordes of individuals who become
victims of emphysema and coronary heart

disease because they smoke even though they

have been warned repeatedly that it is detri-

mental to health — and those who destroy

physical and mental health by use of drugs

and alcohol. Added to these casualties are

the unnecessary and avoidable emotional and

physical stresses brought upon themselves

and which require care. Recently published

statistics list suicide as fifth among causes

of death—third among college students. And
another thought to contemplate: How about

those who are so turned in upon themselves

that they examine minutely every ache, pain,

psychic and mental aberration that they

“worry themselves into an inability to func-

tion,” into custodial care, or into an early

grave!

Who can overlook the responsibility of

those who, disregarding highway safety, hurl

themselves down highways at death-defying

speeds and wind up as the responsibility of

hospitals, physicians and personnel who dis-

pense life-saving procedures? All of these

things add to the costs of medical care.

As a non-physician having more than a

passing knowledge of the forces being brought

upon medicine today, I would urge that the

medical profession challenge their accusers

and ask them to look to themselves and ac-

cept their part in creating a system of health

care that soon nobody can afford. For we, as

non-physicians, are not without blame, and
it is time we turned that accusing finger

away from the “others” who we would like

to hold responsible, and look again at our-

selves and do whatever we can to turn the

tide before it is too late.

Members of the medical profession, with

the help of its fine institutions, societies and

thoughtful representatives, predicted all the

evils and catastrophic expenses. But warn-

ings were unheeded! And now that our coun-

try is saddled with the monstrosity, who is

being blamed but the doctors? Let them raise

their voices and help to redistribute the

blame where it belongs!

Geraldine Caldwell

Assistant Managing Editor and

Business Manager-

F' OR MANY YEARS we have published the

traditional rules concerning preparation and

acceptance of copy for puolication in the

Rocky Mountain Medical Journal under the

heading of “Publication Rules and Sugges-

tions to Authors.” It

has appeared in the

front pages of the Di-

rectory of Members,

and occasionally read-

ers and potential authors are asked to review

and be guided by them in preparing material

for publication.

Vast quantities of copy have been re-

ceived at our Publication Office in the Head-

quarters Building of the Colorado Medical

Society which have not conformed. Some of

it has come directly, but more of it through

the editors for our several participating

states. In all too frequent and many in-

stances, authors have not conformed to the

rules. Sometimes we return it to the authors

with suggestions for revision, occasionally

for entirely new copy. When transgressions

have not been too great, your editors have

made the corrections and sent it on to the

printer. In either case, the result is loss of

Publication

Rules and
Regulations
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time, and final appearance in the Journal is

often less perfect than the authors and we
together are capable of producing.

In exploring the reasons for what we
call “sloppy” copy from authors, we have

come up with probably the greatest fault

—

and we readily admit that it is “on us.” The
“Publication Rules and Suggestions to Au-
thors” has not been given enough publicity.

Many of our Society members have not been

aware of the fact, or have forgotten, that

they are always available in the Directory,

and we have not published them sufficiently

often for authors and potential authors to see.

Therefore, we are starting early with a

New Year’s Resolution. The rules have been

severely worked over, revised and shortened.

They have been condensed and reset so as not

to exceed one page. They will appear, hope-

fully, at least four times a year and more

often if space permits. Please read and re-

read them so that when your article is pre-

pared it will be “clean” and ready to go

through the final editing and on to the printer

without unnecessary labor and delay. You
will be more pleased, we will be more proud,

and the high standards of the Rocky Moun-
tain Medical Journal will be raised another

notch!

TX HE EXTENSION OF professional courtesy

by a physician to medical students, house of-

ficers or other physicians or members of

their families has a long and honorable past.

Yet, often enough the recipients of such cour-

tesy are at a loss how
, - best to express their

noblesse ... „
appreciation of these

Oblige^ .

services. The easy way
out for many is to send

liquor or a box of delicatessen, or—especially

around Christmas time—to call the physi-

cian’s wife or secretary to learn (supposedly

on the Q.T.) what particular thing—books,

records, gift certificate and so forth—the doc-

•Reprinted from The New England Journal of Medicine,
Vol. 263, Sept. 15, 1960. This might be a way in which
physicians could fulfill what they consider to be their

obligations to other physicians from whom they have re-

ceived professional courtesy, the money to go particularly
for scholarships and aid to minority and disadvantaged
students. The fund at the University of Colorado School
of Medicine set up for this purpose is now named the
20th Century Search and Education Fund.

tor might like. Many, too, are trying to break

entirely with the tradition of professional

courtesy by taking out Blue Shield coverage.

Frequently, the physician able to render

professional courtesy neither needs the gifts

nor the money from Blue Shield. Often, mak-
ing up a list of things wanted is actually a

real nuisance, or for full-time members of

medical schools, monies received from insur-

ance companies must be turned over to the

hospital at which appointments are held.

My family and I have been the fortunate

recipients of courtesy services for many years,

often enough from members of the academic

ranks in medicine and occasionally from
practicing physicians who had no great need

of such gifts as we might be able to give. And
so, quite early in our medical life, we began

sending a check at Christmas time to the

alumni or scholarship fund of the medical

school from which the physician we wished

to honor had graduated. At our request, the

particular fund usually wrote a note to the

physician informing him of the gift in his

name.

The response to this has always been a

happy one. Occasionally, other physicians to

whom we mentioned our way of saying

“thanks” found it an effective and pleasant

way for themselves as well.

With the need for available scholarship

money, this way of expressing gratitude for

professional courtesy received should be of

benefit to everyone—the physician extending

the services, the recipient who wishes to pay

an honorable debt honorably, the scholarship

student who will someday give professional

services himself and the school thus honored

by its alumni.

Perhaps you would be willing to bring

this idea to the attention of physicians and

chairmen of alumni funds. It is really an old

idea, but is applied in a particular way in

which we in the medical profession can help

to enrich ourselves, financially and morally.

Gerhard Nellhaus, MD
Associate Professor of Pediatrics;

Assistant Professor of Neurology

University of Colorado School of Medicine
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Man in space, now fait accompli, re-emphasizes the

importance of Uro-Phosphate therapy. Research into

the effect of space travel on the astronaut reveals

that weightlessness causes loss of bone calcium. As
the bones are required to bear less and less of the

weight of the body they lose calcium, increasing the

calcium content of the urine. When physical activity

is reduced, the acidity of the urine should be adjusted

to keep increased calcium in solution .... a prophy-
laxis to prevent kidney or bladder calculi.

Uro-Phosphate,
NOW A SUGAR-COATED TABLET
Each tablet contains: methenamine, 300 mg.; sodium acid phosphate, 500 mg.

Uro-Phosphate gives comfort and protec-

tion when inactivity causes discomfort in

the urinary function. It keeps calcium in

solution, preventing calculi; it maintains

clear, acid, sterile urine; it encourages

— —

—

Dosage:
For protection of the inactive patient

1 or 2 tablets every 4 to 6 hours is

usually sufficient to keep the urine

clear, acid and sterile.

2 tablets on retiring will keep residual

urine acid and sterile, contributing to

comfort and rest.

A clinical supply will be sent to

physicians and hospitals on request.

complete voiding and lessens frequency

when residual urine is present.

Uro-Phosphate contains sodium acid

phosphate, a natural urinary acidifier.

This component is fortified with methe-

namine which is inert until it reaches the

acid urinary bladder. In this environment

it releases a mild antiseptic keeping the

urine sterile.

Uro-Phosphate is safe for continuous use.

There are no contra-indications other

than acidosis. It can be given in sufficient

amount to keep the urine clear, acid and

sterile. A heavy sugar coating protects its

potency.

WILLIAM P. POYTHRESS & COMPANY, INC., RICHMOND, VIRGINIA 23217



Reflections of a clergyman on
patient-pastor interaction*

Stuart A. Plummer, Denver

Transference reactions and phenomena are
well known to psychiatrists. By and large
they are much less adequately known or per-
ceived by clergy. Clergymen as a group tend
to be a “mixed bag.” Our training—academic
and otherwise—varies greatly, and in gen-
eral does not deal adequately with this entire
area of psychological interest and concern.
The same applies to our self-awareness and
perception of the ways others perceive us and
expect us to function

There exists historically and today,
though likely to a lesser degree now, a cer-

tain mystique as regards the clergy. At one
stage in the history of our nation the clergy-
man was likely the most, if not the only, edu-
cated person in the community. This obvi-
ously has changed, and rightly so. This
change has been intensified greatly in recent
decades by the ever-increasing impact of
science and technology. Their impact has re-

sulted in changes in the ways we clergy are
perceived, the expectations others have of us,

and our own self-image. However, many per-
sons of religious persuasion continue to view
the clergyman as a unique representative of
God, with special entree to a supreme cosmic
force. That mystique has an impact upon
patients and clergy alike, and, in fact, con-
tinues to permeate our culture. For the min-
ister it may represent what a psychoanalyst

‘Prepared from a paper presented to The Colorado Psychi-
atric Society, Snowmass-at-Aspen, July 26, 1969. The
author wishes to thank Dr. William B. Green, Chaplain
and Professor of Religion, Temple Buell College, for crit-
ical reading of the original paper and for his helpful
comments. The contents are the author’s responsibility.
He is Director of Chaplaincy Activities, Presbyterian
Medical Center.

friend of mine has termed “narcissistic splen-
dor,” and may result in barriers to his learn-
ing and relationships. These assumptions un-
dergird the following reflections.

Also important, even basic, are assump-
tions regarding the ways in which we learn
early and affectively about religion — and
clergy as a part of religion. The following
schema seems highly relevant to the author.
Put briefly, there are perhaps three major
stages in religious development including (1)

infancy with its dreams of “magical omnipo-
tence,” (2) childhood and adolescence which
is characterized by “bargaining” (and may
last through a person’s lifetime), and (3)

what hopefully might be described as reli-

gious maturity including an awareness and
acknowledgment that “some things are as

they are ” A basic concern in this frame of

reference is the question and/or issue of au-
thority and the ways in which persons (in-

cluding clergy) come to terms with it. The
question of authority has both internal and
external components. Also assumed is the
expectation that any major stress will result

in regression or reduction in functioning by
the person to prior, more infantile and prim-
itive levels of response. The clergyman will

likely therefore be perceived and responded
to, positively and negatively, as a parental
surrogate. The clergyman is both assigned
and assumes an authority role, which is in

many ways akin to that of the physician and
the psychiatrist. However, a person’s partic-

ipation in the universal question of author-

ity is felt to be complicated by that historic
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mystique referred to earlier. This can pose

complications both for the patient and the

clergyman, and may make untenable a help-

ful relationship by the latter.

Given this frame of reference, what may
be suggested or at least conjectured regard-

ing patient-parishioner expectations of cler-

gymen? Such responses and expectations

vary greatly and are highly personal/indi-

vidual. However, there appear to be several

broad types or categories of response, most

of which, to be sure, are perceivable in any

of the “helping professions.” But, what is

unique to the clergyman’s role is the impact,

on the patient and himself, of the historic

mystique associated with the pastoral role;

an impact which again can be either positive

or negative. The following categories or im-

ages of response may help to illustrate the

matter.

One of these is what might be termed

“Simeon Stylites.” Simeon Stylites was a re-

ligious devotee in the early period of the

Christian Church (390-459 AD.), who acted

out his faith by spending a major portion of

his adult life perched on a high pole from

which vantage point he could contemplate

the meaning of life and avoid being tainted

by the world. For a 36-year period he liter-

ally lived on a 12-inch square platform atop

a 60-foot pole. Despairing of escaping the

world horizontally, he tried to do so verti-

cally. He came to be perceived as an admit-

tedly extreme though highly prized example

of religious devotion and faithfulness. Per-

haps one contemporary analogue is to be

perceived in those persons who wdsh their

clergymen always to be above reproach, a

somehow higher form of the human animal, a

person not soiled or tainted by the secular

world. This can become a straitjacket for the

clergyman, but may also be sympathetic of

his own identity struggle. A further contem-

porary example—in the reverse, if you will

—

is seen in the frequent negative responses of

church members to the “action-oriented cler-

gy,” who participate in civil rights, Vietnam

protests, etc. Such responses may be similar

to efforts of patients in therapy to make the

therapist conform to a given image.

A second image may be seen in the Old
Testament story of David and Bathsheba. It

is perhaps also akin to Kierkegaard’s con-

cept of the “seducer.” Contemporary exam-
ples in literature may be Tennessee Williams’

The Night of the Iguana and Somerset
Maughn’s Sadie Thompson. Herein the clergy-

man is the man of God with potentially clay

feet who may become for some feminine

members of the congregation a safe (or may-
be not so safe) object of sexual expression,

usually infantile and oedipal. The key note

here is seduction, individual or mutual, real

or fantasied. Such seduction may not be

overtly genital, but may remain only mental.

For example, an attractive, unhappily mar-

ried woman in her late twenties who was a

patient at Presbyterian Medical Center was
rather direct in inquiring of the Chaplain

Trainee who visited her (and who happened

also to be a Roman Catholic seminarian) as

to his potential interest in her “if you weren’t

going to be a priest.” On the other hand there

are implications here for the clergyman who
may use his profession as a way of controlling

internal, instinctual sexual urges. He may be

a “tease,” and enjoy a rich fantasy life with-

in the protective confines of his role. Or,

he may act this out as a would-be Elmer

Gantry.

Thirdly, there is the image of the “medi-

ator” or “reconciler,” i.e., the person who has

a special skill in letting the Almighty know
the patient’s new-found resolve and/or access

to him, and vouching for his earnestness.

Such results from either realistic or unrealis-

tic guilt. This may well be the patient who
following a serious illness says to the Chap-

lain, “When I get out, I’m going to go to

church every Sunday.” Or, “This experience

has really caused me to think. I haven’t been

a very good person. As soon as I get out I’m

going to increase my pledge to the church.”

The “bargaining” stance is intrinsic here.

The problem for the clergyman is how to

deal with this; namely, to take it seriously

but not respond in a manipulative fashion.

Or, put differently, to respond therapeuti-

cally; that is, to separate real from unrealistic

guilt, and help the person face and live with

the former.
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A fourth expectation of the clergyman

—

related to the above, and likely a matter
of reality-testing—may be as a “purveyor of
magic.” This may be perceived in the person
who has been reduced by whatever means
to the level of infancy and magical omnipo-
tence. He sees the clergyman as having ex-
tra-human power with which to solve his

dilemma. The clergyman’s presence or
“magic touch” will presumably result in mi-
raculous healing. Or, again in magical terms
the clergyman becomes the symbol of punish-
ment which the person sees as causative in

his illness. The resulting response of the pa-
tient may be either hostile or plaintively com-
pliant dependence. Such phenomena may de-
note a mutual perversion of the traditional

priestly role, i.e., the minister as the dispen-
ser of sacraments which are the vehicles for

holy power. On the one hand the patient may
misperceive the clergyman as the source of
power, while the clergyman may struggle
mightily with the wish to be omnipotent.

Fifth, a clergyman may be seen as the
“incarnation of the moral law.” He becomes
the symbol of the traditional values and
mores of the community. He is the “moral-
ist,” the policeman of morals, the living su-

per-ego. He may be expected to take the role

of an “angry Moses castigating the people of
Israel for their worship of false idols.” This
stance may be akin to the “elder brother”
role in the New Testament parable of the
Prodigal Son, wherein the clergyman is as-

signed the elder brother role by his parish-

ioner who jealously adopts the role of the
prodigal. For instance, “someone has to set

a moral example.” For the clergyman such
a role may also provide a context for expres-
sion of his anger, i.e., hostile sermons on love.

Another mode of response closely related
to the moralist is that of “limit setter.” It

may actually represent primarily a more sub-
tle and sophisticated form of the moralist
image, though the author feels there to be im-
portant distinctions As limit setter the cler-

gyman is the opposite of permissiveness;
which today is almost a dirty word in some
quarters. The focus here is on external be-
havior and the reinforcement of controls.

The clergyman is expected to “tell him he
shouldn’t.” The clergyman is to be a force-

ful and active representative of the super-
ego, if not its incarnation. No doubt there are
occasions when it is appropriate for a minis-
ter to set limits and support controls. How-
ever, it is in the author’s opinion inaccurate
and unfortunate when others, especially
other helping professionals, suggest this to

be the essence of the pastoral role.

A seventh image, one which is most ap-
pealing to the author, is what might be called
a “colleague in quest.” Herein the focus is on
the ego in contrast to the super-ego. The
clergyman is perceived as less of an authori-
tarian figure (this does not negate his role as
an authority) and more as a partner in a
search. In this context—and happily it does
occur with some frequency—the clergyman
is perceived as a person concerned with the
questions of meaning and value who is avail-

able to listen sensitively, engage in dialogue,

and to share intelligently his experience and
values in a way which encourages self-deter-

mined answers, enlarged freedom and re-

sponsibility.

Implicit in some of the above is the ques-
tion for the clergyman of counter-transfer-

ence. We clergy as a group need, and all too
often are unaware, to be alert to our own re-

actions to patients and parishioners. This
holds true in both one-to-one situations and
in the wide variety of group activities which
occur in any given parish As a group we
clergy are largely unenlightened and unin-
formed about psychoanalytic concepts; hap-
pily that situation is slowly but surely chang-
ing. It is of crucial importance for us to be
as aware as we can of the ways we come
across to others and the ways we may mis-
perceive experiences/relationships with
which we continue to struggle. For example,
a recent Chaplain Trainee at Presbyterian
Medical Center had a rather negative reac-

tion to an older female patient who plain-

tively related the details of her life situation.

In reviewing in supervision his pastoral re-

lationship the Trainee came to see the extent
to which his own experience determined his

negative response, and made it difficult to

deal with her appropriately. The fact that the

Chaplain Trainee had been the oldest child

in a home which included an ambulatory al-

coholic father and a mother who sought to
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have her needs met through this son (about

which he had a fair degree of insight) materi-

ally affected his perception of the older fe-

male patient.

Finally, some needs follow from these

reflections. First, we clergy as a group need

to become better informed and more sensi-

tive psychologically. We need a better under-

standing of patients/parishioners and our-

selves, in order that we may function more
competently and responsibly. In short, we
need, in technical terms, to become more
aware of transference and counter-transfer-

ence phenomena in our professional dealings.

Self-awareness therefore is to be highly
prized. Secondly, we need a better under-

standing of the current implications and im-

pact of our historic role (that mystique) —
again, both as regards patients/parishioners

and ourselves. This suggests a unique fea-

ture of our profession which needs explora-

tion, clarification, and enlightenment. Ob-
viously the role expectations which we clergy

share with other helping professions also

need to be better understood by us Psychia-

trists hopefully will make themselves avail-

able to clergymen in their communities, in

order to establish useful collaborative rela-

tionships and offer their resources for “con-

tinuing education ventures.” It is to be hoped
as well that psychiatrists will make them-
selves available for individual therapy with

clergymen who may seek them out for both

personal and professional motives. •

Rubella vaccine recommendations*

Background Information

While rubella (German Measles) is gen-

erally a mild disease when contracted during

childhood, in postpubertal individuals, par-

ticularly females, there is considerably

greater potential for harm. The illness is

often more serious and prolonged and not

infrequently has complications such as arthri-

tis, arthralgia, and rarely, encephalitis. In

addition, when rubella is present during

pregnancy, especially during the first tri-

mester of pregnancy, but also during the sec-

ond trimester, from 15 per cent to 35 per cent

of the infants may be born with what is now
known as the congenital rubella syndrome.

This includes partial or total loss of hearing

or vision, major heart defects, mental retar-

dation or combinations of these defects. In

addition, there is a significantly increased

proportion of miscarriages and stillbirths.

From the Council on Environmental and Public Health,
AMA.

Thus, serious transplacental damage is done

by the virus.

The incidence of rubella shows a seasonal

increase in the spring, generally during

March, April, and May, in the United States,

and these seasonal increases, in turn, have

superimposed on them major national and

international (increases) epidemics occurring

at irregular intervals of from approximately

six to nine years each. During the last forty

years, there were three exceptionally high

pandemic peaks that occurred about 1934

and 1935, 1942 and 1943, and 1964.

The primary goal of rubella vaccination

is the prevention of the congenital rubella

syndrome, with secondary goals of prevent-

ing rubella in postpubertal patients where

disabilities are usually more serious than the

relatively mild disease that it causes in young

children.
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Vaccine Development

In June, 1969, the first rubella vaccine

was licensed in the United States. This was
an attenuated live virus, manufactured by
Merck, Sharp and Dohme. It is made from
the HPV-77 strain that has been grown on

duck embryo cell culture. This vaccine was
tested on over 13,000 susceptible children

prior to licensing, with essentially no ad-

verse reactions, although transient arthralgia

or arthritis and rash did occasionally occur

in older patients.

Smith, Kline and French are currently

manufacturing an attenuated live virus ru-

bella vaccine from a different strain (Cende-

hill). This is grown on rabbit kidney cell

culture in Belgium and probably will be li-

censed in the near future in the United States.

There is a similar expectation for an attenu-

ated live virus vaccine that has been grown
on dog kidney cell culture by Phillips-Rox-

ane. In addition, experimental work is pro-

gressing at the Wistar Institute in Philadel-

phia with a still different virus strain (WI-

38), which is being grown on human embryo
lung cell culture (Diploid cell). Thus, it is

very likely that prior to the next seasonal

peak, which would be anticipated in spring,

1970, millions of doses of at least three dif-

ferent rubella vaccines will be available for

use in the United States.

It is known that, following vaccination,

virus particles are shed from the naso-

pharynx and uterine cervix. However, there

have been no reports of cases of rubella as a

consequence of the shedding.

Vaccine Administration

The currently licensed vaccine is adminis-

tered by a single subcutaneous injection of

reconstituted lyophilized vaccine. The label

and insert instructions should be carefully

read and followed. The following precautions

are recommended.

Pregnant women must not be given the

vaccine because the viremia that follows vac-

cination and lasts two to six weeks may per-

mit the virus to pass the placental barrier

and affect the growing fetus.

If vaccination of a nonpregnant woman in

the childbearing age is anticipated, special

safeguards should be taken. These might

include testing the woman to make sure she

is not already immune to rubellat and would
include carefully weighing the advantages of

vaccine administration against the disadvan-

tages, including the possibility of her becom-
ing pregnant, with the likelihood that the

fetus might miscarry or develop the congen-

ital rubella syndrome. If the physician be-

lieves that vaccination is desirable, he should

prescribe a medically acceptable method for

contraception and should explain the po-

tential risk of becoming pregnant to the

patient, and, preferably, obtain written, in-

formed consent for the vaccination.

Because of the possibility of placental

transfer of maternal immune bodies and the

likelihood of these interfering with the de-

velopment of immunity following vaccina-

tion, it is recommended that the vaccine not

be administered to children under one year of

age. The presence of other virus diseases or

any febrile active generalized infection, as

well as the use of corticosteroids, irradiation,

alkylating agents or antimetabolites or other

agents that would weaken the normal defense

mechanisms of the individual are contraindi-

cations to the use of rubella vaccine. Other

contraindications include concurrent use of

a different live virus vaccine (eg. measles or

poliomyelitis). Administration of the rubella

vaccine should then be deferred for at least

four to six weeks.

For the Merck, Sharp and Dohme vaccine

(Lyovac-Meruvax), epinephrine should be
available for immediate use in case of an
anaphylactoid reaction. The vaccine, which
is grown on duck embryo cell culture, should

not be given to individuals who are sensitive

to duck or chicken eggs or feathers and, in-

asmuch as each dose of the reconstituted vac-

cine contains 25 micrograms of neomycin,
individuals sensitive to this drug should not

receive vaccine.

fThe only reliable evidence of immunity is a positive
serological test. However, because of the variation among
reagents and technical procedures, results of serological
tests should be accepted only from laboratories of recog-
nized competency that regularly perform these tests.
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General Recommendations

Inasmuch as the vaccine currently avail-

able in the United States is still relatively

new (about 13,000 susceptible children had

been observed for adverse reactions prior to

licensing), it is possible that unanticipated

adveres reactions, particularly in older pa-

tients, may occur with the general use of

the vaccine. Therefore, it is recommended
that any serious adverse reactions be re-

ported promptly to the State Health Depart-

ment and to the manufacturer who is respon-

sible for reporting it to the Division of Bio-

logic Standards of the National Institutes of

Health.

While the frequency of naturally acquired

immunity varies considerably with the age

of the patient and the incidence and prev-

alence of the disease in a particular commu-
nity, the National Communicable Disease

Center estimates that about 15 per cent of the

children under five years of age have become
immune through naturally acquired disease,

and that for the other age groups the respec-

tive natural immunity levels are approxi-

mately 35 per cent for the five- to nine-year-

olds, 60 per cent for the 10- to 14-year-olds,

75 per cent for the 15- to 19-year-olds, and 85

per cent to 90 per cent for those 20 to 39 years

old.

These figures vary from community to

community, but may be used as a general

guide for the desirability of performing

screening tests for susceptibility prior to giv-

ing the vaccine. However, each person should

be evaluated on an individual basis when-
ever possible.

For widespread use, in view of the lack

of adverse reactions in small children and the

fact that about two-thirds of the children

under ten would be susceptible, all should

receive the vaccine without doing a prelim-

inary serological test for susceptibility. Chil-

dren in kindergarten and the early grades of

elementary school deserve initial priority for

vaccination because they are commonly the

major source of virus dissemination in the

community. A history of rubella illness is

usually not reliable enough to exclude chil-

dren from immunization.

In view of the fact that circumstances will

differ in various localities, it is recommended

that group programs and public health pro-

grams should be launched on the basis of a

coordinated plan, developed jointly by state

and local public health agencies in coopera-

tion with state and local medical and osteo-

pathic associations. •

PICKER X-RAY
3890 ELM STREET— TEL 388-5731 — DENVER, COLORADO 80207

Offices also in;

Colorado Springs, Colorado

2236 Glenwood Circle, 635-8768 Medical X-Ray Equipment

Salt Lake City, Utah Accessories & Film
21 Kensington Street, 487-7519

Albuquerque, New Mexico
113 Sierra Dr., S.E., 255-1288
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IPPB in surgical patients*

Use and abuse

Joseph L. Kovarik, MD, Denver

A valuable adjunct in care of the

surgical patient when properly

administered for correct indications.

In recent years the use of intermittent posi-

tive pressure breathing (IPPB) has become

an increasingly^ popular and useful addition

to the physician’s armamentarium in the

treatment of respiratory insufficiency and

prevention of related complications. The fol-

lowing remarks are confined to the use of

short-term IPPB treatment in routine surgi-

cal patients who may have respiratory diffi-

culties related to the operative procedures

and postoperative period, and we shall not

consider patients requiring prolonged me-

chanical ventilation.

IPPB may be useful, or necessary, in

clinical situations where the patient is unable

to adequately oxygenate his tissues. A brief

review of respiratory physiology demon-

strates that an adequate supply of atmos-

pheric oxygen is only one factor involved in

our utilization of oxygen. The major factors

concerned in respiration include:

1. Patent airway.

2. A functioning “respiratory pump” (the

diaphragm contributes 60 per cent of this

“pump” action).

‘Presented at the Inhalation Therapy Seminar, Rocky
Mountain Chapter of Inhalation Therapy, Mercy Hospital,

Denver, Colorado, October 12, 1968.

3. Mixing of inspired and alveolar air.

4. Distribution of blood in alveolar capil-

laries.

5. Adequate alveolar capillary surface

(the average adult has an alveolar capillary

surface area of 90 square meters, roughly

equivalent to 14 of the area of a regulation

baseball diamond).

6. Adequate hemoglobin, “vascular pump”
and vessel systems for distribution of oxygen

to the tissues.

Respiration is an automatic function that

we rarely consciously think about unless we
underestimate the relentless “March of Time”

and try to duplicate former feats of athletic

prowess with our children. Similarily, we are

not usually conscious of the weight of the

shirt on our back until our attention is drawn

to it. It is a bit surprising that such a vital

function is partially under voluntary control.

We can consciously vary the rate and depth

of respiration—unlike the purely automatic

regulation of pulse rate and blood pressure.

Such voluntary control allows us to become

aquatic as well as terrestrial creatures, to

sing and talk, and to utilize the physiologic

principle of oxygen debt in situations re-

quiring vigorous physical exertion, or in

respiratory compensation in the postoperative

period. When patients are unable to thus

compensate, IPPB can improve the respira-

tory pump, mixing of alveolar air, and the al-

veolar capillary surface area which may be

decreased by atelectasis.
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When we consider the sophisticated de-

partments of Respiratory Care of today

(which include oxygen therapy, IPPB, pul-

monary physiotherapy, etc.,) it is interesting

to recall that Vesalius in the early 1500’s was
the first to use tracheal intubation with arti-

ficial respiration. Other historic highpoints

include the advent of general anesthesia in

1848, closed-system endotracheal anesthesia

in the 1920’s making thoracic surgery safe

and practical, the iron-lung of the 1930’s and

’40’s widely used in polio epidemics, and in

the 1950’s, heart-lung machines which pro-

vided extra-corporeal oxygenation. As a mat-

ter of fact, mouth-to-mouth resuscitation is

an example of emergency “Do-it-yourself

IPPB”.

Uses and Indications

It is beyond the scope of this paper to

discuss the various mechanical devices avail-

able for the administration of IPPB. These
are being continually modified and improved.

Suffice to say that physicians should be

familiar with the general principles and
function of these respirators, and should

order such therapy like any other prescrip-

tion with specific directions as to pressure,

gas concentration, ancillary or concomitant

medication, duration and frequency of treat-

ments. Oxygen therapists are well aware that

IPPB must be “taught” and not merely
“given” to the patient. Optimum conditions

for the administration of IPPB in a post-

operative patient would include a clear air-

way, previous exposure- to high humidity
atmosphere and recent measures to control or

minimize pain.

In surgical patients, the chief indication

for IPPB is hypoventilation. When a patient

exhibits cyanosis, the diagnosis is usually

simple, and the need for an increased supply

of oxygen is obvious. Not as simple is the

occasional patient, who may already be re-

ceiving oxygen and is not cyanotic, but who
is retaining C02 because of hypoventilation.

While symptoms of restlessness, anxiety, ir-

ritability, confusion and coma may be sug-

gestive, such cases of respiratory acidosis can
only be confirmed and monitored by blood
gas studies and pH. IPPB not only supplies

oxygen, but assists in the elimination of

carbon dioxide.

The effectiveness of IPPB in the pre-

vention and treatment of respiratory acidosis

depends upon improvement in alveolar ven-

tilation. This is best accomplished by slow,

deep breathing. Since a “demand” flow is

preferable in the conscious patient, the In-

halation Therapist has the responsibility of

teaching the patient how to use the machine
by constant reassurance and assistance in

achieving optimum response by avoiding

rapid, shallow respirations. Also important

are bronchodilator drugs (Isuprel, Vapone-
frin, Aerolene), and adequate humidifica-

tion. Heated vapor administered via nebulizer

is desirable. Atmospheric humidity in Denver
is often 10 to 40 per cent, but is 100 per cent

in the respiratory tract. Air at room tempera-

ture of 70 degrees F. and 100 per cent hu-

midity is only 70 per cent saturated as it is

warmed to body temperature of 98 degrees F.

The use of mucolytic agents, and even a

helium-oxygen mixture are occasionally indi-

cated, but are not routinely necessary.

Nebulized antibiotics have a limited useful-

ness because of the tendency to be carried

to the more normal, or open bronchi, and

because of their unpredictable absorption.

Systemic antibiotic administration is pre-

ferable.

Postoperative atelectasis is another com-

mon indication for IPPB, but only when the

airway has been cleared of obstructing

mucous or foreign body by vigorous cough-

ing, catheter-aspiration or bronchoscopy.

Such measures, along with adequate hydra-

tion and humidification, may obviate the

need for IPPB. IPPB using compressed air, or

no more than 40 per cent oxygen mixture, is

preferred because 100 per cent oxygen behind

a partial obstruction leads to further atelec-

tasis from the absorption of the oxygen. Ni-

trogen is not readily absorbed. Other uses for

IPPB in surgical patients include treatment

of post-traumatic or postoperative fat emboli,

administration of propylene glycol or hyper-

tonic saline to induce deep coughing for the

collection of sputum specimens for cytologic

examination, and preoperative treatment of

respiratory problems.
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Two questions seem pertinent: Do all

surgical patients need IPPB? Are there haz-

ards or contraindications to the use of IPPB?
Routine IPPB in the postoperative period is

advocated by some surgeons to prevent atelec-

tasis, and there are reports in the literature

to substantiate this view. I do not agree, and

offer a personal aphorism—“One good cough

is worth four IPPB treatments.” If each post-

operative patient would receive the same
time and attention devoted to IPPB treat-

ments, but with emphasis on proper breath-

ing and coughing, I feel that the incidence of

postoperative atelectasis would markedly de-

crease. Along this line many Inhalation

Therapy Departments are now offering ad-

ditional service in the form of pulmonary
physiotherapy in order to assist the patient

to loosen and cough up his pulmonary se-

cretions. IPPB is not routinely necessary in

the postoperative period because most pa-

tients will breathe deeply and cough effec-

tively if the following measures are con-

sidered:

Relief of Pain, Frequent small doses of

narcotics are preferable in order to minimize

respiratory depression. A patient who is

moderately uncomfortable, but alert and co-

operative, is a less likely candidate for atelec-

tasis than one who is deeply sedated and

comfortable. The use of intercostal nerve

blocks following either thoracic or abdominal

operations can significantly decrease the

amount of required narcotics while allowing

more comfortable breathing and coughing.

In this regard, it is important to remember
that restlessness often results from hypoxia

rather than pain, and that while oxygen ad-

ministration is often necessary, this need not

necessarily require IPPB.

Elimination of Constrictive Dressings and

Bindings. The elimination of the scultetus

binder and the utilization of suction catheter

drainage (as in radical mastectomy or radical

neck dissection) rather than bulky constric-

tive dressings have both contributed to

greater respiratory comfort and efficiency.

Position in Bed. Elevation of the head of

the bed by 20-30 degrees can increase the

vital capacity by 50 per cent by not impeding

diaphragmatic excursion.

Clear Airway. Coughing up secretions can

be aided by nasotracheal or orotracheal suc-

tion, or by bronchoscopic aspiration if neces-

sary.

Correction of Postoperative Anemia, Ade-

quate hemoglobin is essential for oxygen
transport.

The above measures emphasize that it is

not always necessary to provide ventilation

via IPPB, as the patient can usually provide

his own ventilation. However, it is extremely

important not to restrict ventilation.

Hazards of IPPB Are Potential,

Predictable and Preventable

Gastrointestinal. Even though in former

years, nasal oxygen was an acceptable treat-

ment for intestinal obstruction (oxygen re-

placing nitrogen), IPPB can easily insufflate

the esophagus and stomach. Pharyngeal pres-

sures of 15-25 centimeters of water are suffi-

cient to open the proximal esophagus. The
presence of a nasogastric tube actually facil-

itates passage of air into the stomach and

cannot be relied upon to act as an efficient

safety valve. The IPPB machine cannot tell

the difference between the “air-tube” and

the “food-tube.” A distended stomach causes

furthep' respiratory embarrassment and the

potentially lethal effect upon a gastric or

esophageal anastomosis is obvious. For these

reasons, IPPB is contraindicated in esopha-

geal or gastric surgery.

Pulmonary. IPPB after pulmonary re-

section or pheumothorax could cause further

bronchial leak or pneumothorax. While the

endobronchial pressure generated by a cough

may reach 200 centimeters of water, this is

a very short peak pressure, as contrasted to

the slowly increasing volume-pressure of

IPPB.

Circulatory. IPPB can interfere with

right heart filling and cardiac output. This

varies with the duration of the inspiratory

cycle, plus the age and general condition of

the patient.

Infection. There is the possibility of car-

rying bacteria down into the lungs from the
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pharynx, or from the IPPB apparatus. Serra-

tia, pseudomonas and staphylococcus are ex-

amples of organisms which have been cul-

tured from IPPB tubing.

Abuses of IPPB

Unfortunately, some surgeons neglect to

emphasize the importance of post-operative

respiratory care to their patients. They fail

to provide preoperative instructions to the

patient regarding proper breathing and

coughing. It seems much easier to order

IPPB. The use of such measures as hot steam

at the bedside, the use of an ultrasonic nebu-

lizer, expectorant medications such as SSKI
or ammonium chloride, administration of am-

minophylline or other bronchodilating medi-

cations, and the provision of a trapeze bar to

facilitate the patient’s movements in bed, can

all contribute to more efficient postoperative

respiratory care.

Nursing personnel are also often guilty

of abusing IPPB. When IPPB is ordered

there may be a tendency for the nursing staff

to “let the machine do it.” Many nurses are

reluctant to offend the patient by forcefully

encouraging him to sit up and cough. Such
bedside ministrations are not dramatic, and
are frequently relegated to untrained person-

nel. IPPB should not be expected to replace

proper nursing care.

Economic abuses may also occur with the

use of IPPB if a physician orders such treat-

ments when they are not necessary, forgets to

discontinue the treatments when they are no
longer needed, or fails to decrease the fre-

quency of IPPB treatments as the patient’s

condition improves.

Summary

There is no question that IPPB is a valu-

able tool in the respiratory care of the sur-

gical patient. It should not be abused by ex-

pecting it to perform a function for which

it is not suited, or one which other procedures

can do equally well or better. It is a “pre-

scription item” to be ordered for the proper

purposes and indications. •

TB is still

around.

In 1967 almost 45,000 new active cases were re-

ported. Isn’t that a good reason to make tuberculin

testing with the white LEDERTINE™ Applicator a rou-

tine part of your physical examinations?

TUBERCULIN, TINE TEST
(Rosenthal) with Old Tuberculin

Precautions: With a positive reac-
tion, consider further diagnostic
procedures. Use with caution in per-
sons with active tuberculosis or
known allergy to acacia. Vesicula-
tion, ulceration, or necrosis may
occur at the test site in highly sen-
sitive persons.

LEDERLE LABORATORIES
A Division of American Cyanamid Company, Peart River, New York

473 ?

December 31, 1969

is the closing date for

Directory changes.

Check your 1969 listing

and let us know

if you want any change

made for your

1970 listing.
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Reactions to local anesthetics*

Rudolph H. de Jong, MD, Seattle, Washington

This paper should be helpful

to the practitioner who would

like to avoid “local reactions” and

also be able to intelligently

counteract those reactions should

they occur.

Though enjoying a fine record of safety on

the whole, local anesthetics are no safer than

any other drug when used inappropriately.

Here we shall survey the various toxic re-

actions that may be seen when local anes-

thetic is injected and make suggestions for

their management.

One reason for the relatively low inci-

dence of complications with local anesthetics

is that they are meant to exert an effect on

a small part of the body only. Injection is

made, therefore, into a confined region and
efforts are made to keep drug absorption

to a reasonable minimum.

Should absorption be- rapid, however, or

anesthetic be injected inadvertently into a

blood vessel, the drug will be transported by
the bloodstream and so give rise to systemic

reactions. Toxic reactions to local anesthetics

affect the cardiovascular and central nervous

systems in particular.

Localized Reactions

Local anesthetics, as we know, block the

conduction of impulses through a nerve when
deposited nearby. Many substances (e.g.,

alcohol and phenol) can block impulse con-

duction. But only few will do so reversibly.

*Presented at the Wyoming State Medical Society Meeting
in August, 1969. The author is Associate Professor of

Anesthesiology and Pharmacology, University of Washing-
ton School of Medicine, Seattle, Washington.

That many local anesthetics are still in use

many years after being introduced attests to

their minimal neurotoxicity.

Neurotoxicity: One can say with reason-

able certainty that commonly used local an-

esthetics by themselves and in clinically em-

ployed concentrations have no obviously

damaging effect on peripheral nerve. A few

reports of light- and electron-microscopic

changes have appeared, but these seem to

be more the exception than the rule.

That is not to say, however, that local

anesthetics are innocuous. Any solution (even

saline) injected intraneurally will disrupt

the anatomic organization of the nerve and

compress the axons and vessels inside the

epineurium. Postanesthetic paresthesias,

numbness or weakness may be the long-term

result.

Clearly, intraneural injection must be

—

and can be—avoided. The use of fine and

sharp needles will do much to lessen possible

nerve trauma. And, should injection be

started with the needle tip inadvertently in-

side the nerve sheath, the pressure of the

ejected solution will tend to push the nerve

away from the needle. An excellent sign of

intraneural needle placement is paresthesia

along the course of the nerve while injection

is in progress. Withdrawing the needle a few

millimeters is appropriate treatment.

Irritation: Most local anesthetics in com-

mon use have few if any irritating properties.

Burning on first injection is experienced

occasionally, but soon to disappear. The bac-

teriostatic agent added to many multi-dose

preparations also has proved remarkably non-

irritating, though an occasional case of al-

lergy has been traced to it (see later).

Certain epinephrine stabilizers impart

rather high acidity to a solution. Such solu-

tions may be somewhat more irritating than
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the ordinary nearly neutral solutions. Highly

acid solutions also may dissolve metal from

galvanized or inadequately enameled metal

containers. Tin and copper have proved to

be particularly troublesome. Stainless steel

or glass breakers appear to be satisfactory

for the mixing and storing of solutions.

Allergic Reactions

Almost every substance known to man
can produce hypersensitivity in certain in-

dividuals. And so do local anesthetics. Pro-

caine, and the anesthetics closely related to

it such as tetracaine (Pontocaine) and chloro-

procaine (Nesacaine) are occasional offend-

ers. In this regard it may be mentioned that

a proportion of presumed penicillin-sensitive

individuals are allergic to the procaine

present in procaine-penicillin preparations

rather than to the penicillin.

Allergic reactions to the other major

group of local anesthetics related to lidocaine

(Xylocaine) are very much the rarer, so rare

as to be almost negligible at this writing.

Main representatives of this class of an-

esthetics are lidocaine (Xylocaine), mepi-

vacaine (Carbocaine) and dibucaine (Nuper-

caine)

.

It should be noted here that a substantial

portion of so-called allergies to local an-

esthetic may be attributable to other drugs.

Investigators at the University of Colo-

rado have shown that methylparaben — a

bacteriostatic preservative—accounts for the

bulk of reactions on intradermal testing.

Furthermore, as epinephrine is added so often

to local anesthetic solutions it, too, will give

rise to reactions.

Epinephrine reactions are readily dis-

tinguishable from a true hypersensitivity

reaction. The patient will be pale, anxious,

have a pounding heart and an elevated blood

pressure. Many dentists still inject local an-

esthetics with 1:50,000 epinephrine — about

four to five time the optimal dose—and so

see a large share of epinephrine reactions.

The next time a patient mentions that the

dentist told him that he is allergic to local

anesthetics, question him. A good history,

nine times out of ten, will confirm this to be
an epinephrine reaction.

Systemic Reactions

Rapid absorption from the injection site

or inadvertent intravascular injection give
rise to high local anesthetic concentrations in

the blood. The high blood level then produces
symptoms referable chiefly to heart and
brain.

Their cause being simple, systemic re-

actions are preventable in the main. Foremost
is to use the least amount of drug compatible
with need. Then, should absorption be un-
expectedly fast, the blood level still will be
well below danger level. The package insert

provides reasonable — perhaps overly con-

servative—guidelines to drug dosage. Next,

deposit the drug into tissue and not into a

blood vessel; test for extravascular needle

placement by aspirating before injecting.

Last, slow down absorption by adding epi-

nephrine to the anesthetic when large quanti-

ties are to be injected.

Cardiovascular System

High local anesthetic blood levels will

dilate blood vessels and depress cardiac con-

tractile force. The result is hypotension. Add
to that impaired respiration from a local an-

esthetic seizure (see below) and disaster may
result.

Investigation of the cardiovascular effects

of local anestetics has received new impetus

from their growing use as antiarrhythmic

agents. New developments may thus be ex-

pected. For the time being, it appears that

cardiovascular depression is reasonably well

handled by the supine subject. So, in case of

a suspected cardiovascular reaction, place the

patient flat on his back, and elevate the legs

to enhance venous return to the heart.

If recovery from hypotension is poor, a

vasopressor with positive inotropic properties

such as ephedrine may be indicated. Admin-
istration of oxygen also seems wise so as

to ensure adequate coronary and cerebral

oxygenation.

In the laboratory at least, cardiac arrest

is extremely difficult to produce with local

anesthetics unless huge doses are injected

very rapidly into a large vein. I suspect that

cardiac arrest following a local anesthetic

reaction will be found secondary to inade-

quate ventilation.
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Central I\ervous System

Much the best known complication of local

anesthesia is a generalized convulsion. While

convulsion is the ultimate expression of an

elevated blood level of anesthetic, the astute

physician can often recognize the cerebral

manifestations of lesser and less hazardous

blood levels. Symptoms of minor central

reactions are dizziness, ringing in the ears,

talkativeness or conversely somnolence, me-

tallic taste, numbness of the face or lips, and

so on. These symptoms frequently are ac-

companied by signs of increased neuromus-

cular excitability such as twitching of limbs

or fine fibrillatory movements of eyelids and

lips. Ordinarily, once these symptoms are

recognized, stopping the injection will avert

a more severe reaction.

An interesting aside is that local anesthet-

ics, given in low dosage, are anticonvulsants.

This property has been used on occasion in

the treatment of status epilepticus. It is cer-

tainly curious that a drug can be both a con-

vulsant and an anticonvulsant, depending on

dosage.

Most seizures fortunately are brief, having

ceased before therapy can be started. If the

above cerebral signs and symptoms are noted,

stop the injection immediately. As hyper-

ventilation raises the brain’s seizure thres-

hold to local anesthetics, ask the patient to

take some deep breaths. Give oxygen too if

available.

If a seizure is unavoidable, protect the

patient from self-injury as best as possible

and administer artificial ventilation in the

case of cyanosis. Seizures being brief, sup-

portive measures nearly always suffice.

But if several bouts of seizure spasms
come one after the other, a small (50 to 100

mg) intravenous dose of injectable barbit-

urate is indicated. Don’t further depress an
already depressed brain with an overdose of

barbiturate. It may lead to delayed recovery

and impaired vital functions.

Some authors have recommended the use

of neuromuscular blocking agents such as

succinylcholine (Anectine) to facilitate venti-

lation during a seizure. While effective in

halting seizures, these agents do not modify

the underlying seizure focus in the brain.

More importantly, these muscle relaxants

paralyze skeletal muscles, including those of

respiration; the result being a flaccid and
apneic patient. I consider neuromuscular

blocking agents inadvisable therefore, except

to the physician prepared to immediately in-

stitute mechanical ventilation. And who is,

in the office?

Laboratory experience would suggest that,

save for gross over-dosage, a seizure need not

be fatal. Under controlled conditions animals

survive several-fold the convulsant dose.

Whether seizures are harmful to the patient

I do not know for certain. Certainly, many
epileptics have become successful citizens and

some even physicians—their handicap not-

withstanding. Experimentally at least, it ap-

pears that it is not the seizure proper but the

attendant cardiorespiratory depression that

causes cerebral hypoxia and, with it, brain

damage. •

Dicarbosil
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lets in 12 rolls.

I ARCH LABORATORIES
319 South Fourth Street. St. Louis, Missouri 63102
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Inner Sites...

In Cystitis...Azo Gantanol®
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The mucosa:
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usually within 30 minutes

Azo (phenazopyridine HCI) ef-
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and burning which are virtually
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tract infections.

Blood and urine:
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antibacterial

Gantano! (sulfamethoxazole) is
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tinuous antibacterial levels in
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effectiveness in the majority, of

infections in which it has been
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Gantanol (sulfamethoxazole) pro-
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dosage. Clinical response is usu-
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hours. The wide antibacterial

spectrum of Gantanol includes

£, coli and a variety of other
susceptible gram-negative and
gram-positive pathogens in uri-

nary tract infections.

Before prescribing, please consult com-
plete product information, a summary of

which follows:

Indications; Urinary tract infections with
associated pain or discomfort when due
to susceptible organisms; prophylacti-
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Contraindicated in sulfonamide-sensitive
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the first three months of life, glomerular
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nephritis, severe hepatitis, uremia and
pyelonephritis of pregnancy with gastro-
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Warnings: Use only after critical appraisal

in patients with liver damage, renal dam-
age, urinary obstruction or blood dys-

crasias. If toxic or hypersensitivity
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liver and kidney function tests should be
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Precautions: Observe usual sulfonamide
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with caution in patients with histories of

allergies and/or asthma. Patients with
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Occasional failures may occur due to
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vomiting, urticaria, diarrhea, hepatitis,
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athy, drug fever, skin rash, Stevens-
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Abstract of Minutes, House of Delegates

Nevada State Medical Association

66th Annual Meeting—Ely, Nevada

September 24-27, 1969

Two meetings of the House of Delegates were
held at the 66th Annual Meeting, with President
Harry J. McKinnon, Jr., presiding as Speaker.

FIRST MEETING
Wednesday, September 24, 1969

The House was called to order at 2:30 p.m. in

the Conference Room, William Bee Ririe Hos-
pital, East Ely, Nevada. The invocation was given
by R. Craig Dougan, M.D.

After roll call, with a quorum in attendance,
Mrs. M. A. Sonderegger, President, Nevada State
Medical Association Auxiliary, gave the annual
report and then introduced Mrs. Lyle Murphy,
Western Regional Vice President of the Woman’s
Auxiliary to the American Medical Association.

The House unanimously reaffirmed the action

of the House of Delegates in 1968 to nominate
Wesley W. Hall, M.D. as President-elect of the
American Medical Association in the meeting next
June.

Reports of officers and committees, and reso-
lutions, were referred to appropriate reference
committees.

President McKinnon presented his report and
called for adjournment until 9:00 a.m., Saturday,
September 27, 1969.

SECOND MEETING
Saturday, September 27, 1969

At 9:15 a.m.. Speaker Harry J. McKinnon, Jr.

called the House to order in the William Bee Ririe
Hospital, East Ely, Nevada. Secretary-Treasurer,
John P. Sande called the Roll; a quorum was in

attendance.

R. Craig Dougan, M.D. gave the invocation.

The Speaker called for Reference Committee
Reports.

Reference Committee F—Harold L. Boyer, M.D.,
Chairman

The House approved the resolution presented
by the Committee on Environmental Health with
the recommendation that it be considered by the
Legislative Committee for transmission to the
Office of the Governor, the members of the Nevada

State Legislature, the Nevada State Health Of-
ficer, all Nevada County Health Officers, and all

other interested and concerned agencies:

WHEREAS, The Nevada State Medical Association be-
lieves that the quality of the environment has a direct
influence upon the physical and mental health of Nevada’s
citizens; the presence of micro-chemical pollutants in the
air and water have chronic and cumulative effects upon
the morbidity and mortality; the relaxation and peace of
mind created by clear landscapes, urban communities and
open spaces free of litter, and sparkling clear lakes and
streams are invaluable; that people living in such en-
vironments are more effective, productive, and healthy;
that today the destruction of the environmental quality is
proceeding at an ever increasing pace; that man, who is
just as much a part of the ecological system as air, water
and land, will also suffer damage as the environment
undergoes deterioration; and

WHEREAS, The State of Nevada has an abundance of
spectacular scenery, lovely mountains, and attractive
streams and lakes; and to assure perpetual use of such
non-renewable natural resources for Nevada’s citizens and
her visitors, pollution of these resources must be held to
a minimum; and

WHEREAS, The professional training, standards and
esteem in biological sciences of the members of the Nevada
State Medical Association can be a leading force in guiding
the direction for improving and maintaining the quality of
the environment; therefore be it

RESOLVED, That the Nevada State Medical Association
supports the abatement of environmental pollution. Spe-
cifically, the Association supports standards establishing
water and air quality after adequate public hearings; the
Association asks that motor vehicle emission controls be
applied to all new motor vehicles sold within Nevada; the
Association supports the concept of prior permit regula-
tions to apply to those industrial and public works that
pollute air, water and land; and the Association believes
that those agencies responsible for environmental stand-
ards should have adequate regulatory and enforcement
powers to fulfill that responsibility; and the Association
asks State and local governments to give proper budgetary
support to agencies asked to regulate environmental stand-
ards; furthermore, the Nevada State Medical Association
asks that government, industry, and individual citizens
work in consort to support those activities that will main-
tain and improve the quality of the environment.

The House approved the reports of the Cancer
Commission and the Emergency Medical Care
Committee and the recommendation that the PRIN
(Professional Rescue Instructors of Nevada) pro-
gram is worthy of further consideration by the
Nevada State Medical Association.

Reference Committee E—Arthur E. Scott, M.D.,
Chairman

The House approved the report of the In-
surance Committee, including the report of the

OCHAMPUS program; the SAMI (State Assistance

for the Medical Indigent, Title XIX) and the Ne-
vada Blue Shield with the recommendation that

all members of the Nevada State Medical Associa-
tion participate in the Nevada Blue Shield Pro-
gram. They also approved renegotiation of the

Nevada Industrial Commission fee schedule, by
the Insurance Committee, and asked that they
continue to strive for usual and customary fees.

The House approved the reports of the Nevada
Physicians Service, Inc. and Nevada Medical Care,

Inc.

Approved a motion that the Nevada
State Medical Association request OCHAMPUS,
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Title XIX and any other insurers or fiscal inter-

mediaries that usual and customary fee maximums
be considered by specialty and geographic locality

rather than on a statewide all-specialty basis.”

The House accepted the report of the Leg-
islative Committee with its commendation to Drs.

V. A. Salvadorini, Kenneth F. Maclean, Richard
A. Petty, Kenneth E. Turner, Joseph M. George,

Jr., John W. Callister, Jack P. Sargent and Mr.
Nelson B. Neff for the long hours spent with leg-

islators concerning bills of interest to the Nevada
State Medical Association.

Approved the report of the Committee on
Maternal and Child Health with the recommenda-
tion that the Committee adopt guidelines for m.a-

ternal death review by the next annual meeting
of the House of Delegates.

Approved the report of the Medical Advisory
Committee to Vocational Rehabilitation.

The House approved the Rocky Mountain Medi-
cal Journal Report with the suggested increase in

subscription rates of $1.00 per year.

The House approved the request from the Ne-
vada Nurses Association concerning a proposed

joint statement on “The Role of the Professional

Nurse in Acute Cardiac Care,” the statement being

identical to the resolution adopted by the House
of Delegates in November, 1967, with the exception

of the use of the term “Professional” rather than

“Registered Nurse.”

Accepted the Reference Committee recom-
mendation that the resolution on chiropractic not

be adopted at this time.

Approved the Reference Committee recom-
mendation that the Executive Committee consider

reduction in the number of committees of the

Nevada State Medical Association.

Reference Committee C—Hugh C. Follmer, M.D.,

Chairman

The House approved six resolutions from the

Executive Committee pertaining to the Nevada
Section of the Mountain States Regional Medical
Programs:

1. Operating Grant Application for Medical Informa-
tion Communication Services

2. Continuing Education for Radiological Technologists

3. Cardiopulmonary Resuscitation Proposal

4. Small Clinical Laboratory Improvement Program
5. A Consulting Team Approach to Continuing Edu-

cation for Health Services Personnel in Rural Communities
in Nevada

6. Mountain States Regional Medical Program—Re-
habilitation Project, Nevada Section.

The House approved a substitute resolution, for

the one presented by the Clark County Medical
Society, as follows:

WHEREAS, The Nevada State Medical Association has
an official publication, the Rocky Mountain Medical
Journal; and

WHEREAS, This Journal cannot, by its nature, offer
more pertinent local communications for Nevada phy-
sicians; and

WHEREAS, the Bulletin of the Clark County Medical
Society has been published regularly for over two years
and has experienced increasing size and local acceptance
because of more pertinent reporting; therefore

BE IT RESOLVED, that the Clark County Medical
Society be commended on its publication; and
BE IT FURTHER RESOLVED, that the Clark County

Medical Society be urged to make this publication avail-
able to all members of the Nevada State Medical Associa-
tion on a subscription basis if necessary; and

BE IT FURTHER RESOLVED, that the Nevada State
Medical Association and all its component societies and
its individual physicians be urged to contribute to this
publication articles of scientific, social and political in-
terest.

The House approved the following resolution:

WHEREAS, Medical School and Graduate Education of
physicians in the State of Nevada should be planned to
produce physicians who will establish a practice in the
State; and
WHEREAS, physicians finishing internships and resi-

dencies tend to remain in the area where they train; and
WHEREAS, Nevada has one functioning residency pro-

gram in pathology at Southern Nevada Memorial Hospital
and this type of training should be expanded in other
Nevada hospitals; and

WHEREAS, Nevada has a physician and allied health
personnel shortage; and

WHEREAS, the State Legislature and the University
of Nevada have committed themselves to presenting the
first two years of undergraduate medical school; and

WHEREAS, the Nevada State Medical Association has
previously affirmed its support of all phases of medical
education; therefore

BE IT RESOLVED, that the Nevada State Medical As-
sociation actively pursue the establishment of residencies,
internships, and undergraduate medical and allied medical
education; and

BE IT FURTHER RESOLVED, that an annual report of
these programs be furnished the House of Delegates of
the Nevada State Medical Association by the Professional
Education Committee and that the Professional Education
Committee consider the formation of a three-man state-

wide subcommittee on medical education coordination.

The House approved the report of the Pro-

fessional Education, Medical Schools and Scholar-

ships Committee.

Approved the Reference Committee recom-
mendation that the Public Relations Committee
report not be accepted as it did not reflect state-

wide activities.

The House accepted the report of the Com-
mittee on Medicine and Religion.

Approved Resolution No. 9:

WHEREAS, The Nevada State Medical Association has
established a scholarship fund which furnishes two annual
scholarships; and

WHEREAS, The Nevada State Medical Association Pro-
fessional Education and Scholarship Committee has assisted

in the selection of recipients of other scholarships; and

WHEREAS, The number of scholarships has not been
enough to meet the number of deserving candidates in the

last three years and additional scholarships have been
sought; and

WHEREAS, With increased population and number of

physicians, the Nevada State Medical Association must
expect an increase of applicants in future years; therefore

be it

RESOLVED, That the House of Delegates of the Nevada
State Medical Association instruct the Professional Edu-
cation and Scholarships Committee to seek more funds
for scholarships in the Health Sciences.
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The House approved Clark County Medical

Society Resolution No. 8:

WHEREAS, The Federal Government and the American
Medical Association have recently emphasized need for

peer review of medical services given; and

WHEREAS, Recertification has also been suggested; and
WHEREAS, Peer Review and Recertification have not

been well defined;

THEREFORE, BE IT RESOLVED, The House of Dele-

gates of the Nevada State Medical Association instruct the

Professional Education, Medical Schools and Scholarships

Committee to

;

1. Define these terms as clearly as possible.

2. Recommend to the House of Delegates any action

necessary after detailed investigation, which should
include attendance by two members of the commit-
tee to the AMA meeting on this subject in Denver,
November, 1969.

3. Report to the House of Delegates the feasibility of

establishing some means for Nevada State Medical
Association members to record their participation

in continuing medical education.

The House approved the report of the Medical

Assistants Advisory Committee; did not accept

the report of the Advisory Committee to the

Woman’s Auxiliary; but did approve the Auxili-

ary’s revised by-laws.

The House approved the Resolution on Osteop-

athy received from Clark County Medical Society,

as amended;

WHEREAS, The American Medical Association House
of Delegates

1. Suggests that accredited hospitals may accept quali-

fied osteopaths for appointment to the medical staffs of

hospitals;

2. Suggests that each county and state medical society

may accept qualified osteopaths as active members and
thereby provide for their membership in the American
Medical Association;

3. Suggests that each of the American Boards of the
medical specialties may accept for examination for certifi-

cation those osteopaths who have completed AMA ap-
proved internships and residency programs and have met
the other regular requirements applicable to all Board
candidates;

4. Requests that as specialty boards declare intent to
permit examination of osteopathic graduates, appropriate
AMA approved residencies be opened to qualified grad-
uates of schools of osteopathy;

5. Suggests that AMA approved internships may be
opened to qualified graduates of schools of osteopathy;

6. Recommends that determination of qualifications be
made at the level of the medical staff of a hospital, the
county medical society, or the review committees and
boards having appropriate jurisdiction; and

WHEREAS, Qualification has been left for local areas
to define and local hospitals and the Clark County Medical
Society have little background for or arrangements for
such determination; and

WHEREAS, The Clark County Medical Society has never
expressed an opinion on qualification for internship and
residency training for osteopaths in Clark County, Nevada,
or qualifications for osteopaths for membership in the
Clark County Medical Society; and

WHEREAS, residency programs are being considered
for the near future in Clark County; and

WHEREAS, Qualification in the past has been gradua-
tion from a Class A medical school, satisfactorily passing
licensing examinations in the basic and clinical sciences,
and good ethical and moral character; and

WHEREAS, Little is known by the Clark County Medical
Society concerning the courses offered and quality de-
manded of osteopathic schools of medicine; and

WHEREAS. All county societies in the Nevada State
Medical Association will be faced with the same problems
of determining the competency of osteopathic training;
therefore, be it

RESOLVED, That the Nevada State Medical Association
refer this problem to the Board of Medical Examiners; and

BE IT FURTHER RESOLVED, That the Clark County
Medical Society considers that qualification for internship
and residency training programs should be determined in

the same manner for all applicants; and
BE IT FURTHER RESOLVED, That qualification for

membership in the Clark County Medical Society should be
determined in the same manner for all applicants; and

BE IT FURTHER RESOLVED, That the Nevada State
Board of Medical Examiners be requested to establish a
means to illustrate qualification and competence in the
basic and clinical sciences of any candidate for internship
or residency in the State of Nevada.

Reference Committee B—V. E. Elliott, M.D., Chair-

man
The House approved a change in the by-laws,

Chapter I, Section 2, subsection b:

Continuing membership in this association is contingent
on attendance by all new members in an orientation course
to be presented by the officers of the component county
medical societies within three months after the member
joins his component county medical society.

The House referred to the Constitution & By-
laws Committee, for study, the following proposed

change in the By-laws, Chapter V, Section 1,

paragraph 3:

The President shall also be Speaker of the House of
Delegates, but may, at his discretion, during the opening
session of the House of Delegates, appoint a Speaker and
a Vice-Speaker of the House to serve during the meetings
of the House of Delegates for that particular year.

The House disapproved the Reference Com-
mittee’s rejection of an increase in the number
of delegates to a ratio of one delegate for each

fifteen members instead of the present ratio of one

delegate for each twenty members or fraction

thereof.

The House disapproved an Ad Hoc Committee’s

recommendation that spring and fall meetings of

the Association’s House of Delegates be established.

The House accepted the report of the Finance,

Budget and Building Committee, as amended, in-

cluding a raise in dues of $30.00 per year, for a

total of $150 annually, after hearing a minority

report presented by a delegate from Clark County
Medical Society; and affirmed the addition of a

second story to the Medical Association Head-
quarters Building.

Reference Committee A—Donald D. Wicker, M.D.,

Chairman

The House approved unanimously the slate of

officers for 1970 as follows:

President; V. A. Salvadorini, M.D.;

President-elect; V. E. Elliott, M.D.; and Secretary-
Treasurer, John P. Sande, M.D.

Approved the recommendation that future

meetings be conducted alternately between the

Reno and Las Vegas areas; confirmed the Sahara-

Tahoe Hotel, Lake Tahoe as the site of the 1970

meeting; and the Sands Hotel, Las Vegas for the

1971 meeting; Reno in 1972 and Las Vegas in 1973;

and the recommendation that any other component
society wishing the meeting may apply in written

form with four years notice.

The House approved the reports of the Presi-

dent, the Secretary-Treasurer and the AMA Dele-

gate.
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The House approved Resolution No. 11:

WHEREAS, The American Medical Association in its

annual June meeting does require large numbers of rooms
and large areas of space for meetings and exhibit areas;
and

WHEREAS, There are currently few cities which can
provide these physical facilities; and

WHEREAS, Las Vegas, Nevada has the convention fa-

cilities, the various needed rooms in close association; and

WHEREAS, The climate and opportunities for family
recreation are beyond compare; and

WHEREAS, The clinical meeting of the American Medi-
cal Association in November, 1966 was a complete and
unqualified success—whether judged by number of regis-
trants or by percentage of registrants attending meetings;
and

WHEREAS, The Nevada State Medical Association has
the complete cooperation of the Las Vegas Convention
Bureau and other interested civic groups; now

THEREFORE, BE IT RESOLVED, That the House of
Delegates of the Nevada State Medical Association, at its

66th Annual Meeting in Ely, Nevada, invites the American
Medical Association to assign the 1975 Annual Meeting to
Las Vegas, Nevada.

The House accepted the report of the Obituary
Committee and observed a moment of silence and
prayer in memory of deceased members:

Francis M. Kernan, M.D.
George Dashiell, M.D.
Earl E. Creveling, M.D.
Clyde J. Bibb, M.D.
Roland W. Stahr, M.D.

Under NEW BUSINESS, the House approved
an amendment to the Constitution, Article V,

Section 1, which would add, “and a Speaker and
Vice Speaker of the House of Delegates”; to Article

V, Section 3, entitled “Tenure,” would add, “A
Speaker with tenure of two years and a Vice
Speaker with tenure of two years”; add to Article

VI, Section 1, “Speaker and Vice Speaker”; and
add to Article VI, Section 2, an amendment to

change the representation to one delegate for

fifteen members of the component medical society.

(Second reading, 1970 meeting.)

The House re-elected the Nevada Blue Shield
Plan Board of Directors: President, Harry J. Mc-
Kinnon, Jr., M.D.; Vice President: Charles D.

Banning, M.D.; Secretary-Treasurer: Mr. Jordan
Crouch; and Members: Mr. Arthur Smith, Mr.
John Morman, Mr. Robert McAdam, Doctors
Richard D. Grundy, John W. Callister, William M.
Tappan, Arthur E. Scott, John M. Read, and
Thomas S. White.

The House approved a motion that the Execu-
tive Committee of the Nevada State Medical As-
sociation investigate the possibility of the House
electing Blue Shield Directors for three-year
terms, with one-third being elected on each suc-
cessive year.

The House adjourned and Nevada Physicians
Service, Inc. re-elected the Board of Directors:

President: Arthur E. Scott, M.D.; Vice President:

Richard C. Sheretz, M.D.; Secretary-Treasurer:
William M. Tappan, M.D.; Members: Doctors Reed
J. Anderson, Joseph M. George, Jr., Richard D.
Grundy, Charles D. Banning, John M. Read and
Peter Rowe.

Nevada Medical Care, Inc. officers were re-

elected as follows: President; John M. Read, M.D.;
First Vice President: Jack S. Hirsh, M.D.; Second
Vice President: Donald D. Wicker, M.D.; Secretary-
Treasurer: Joseph M. George, Jr., M.D.; Member-
at-large: V. E. Elliott, M.D.

The House of Delegates re-convened and
Speaker McKinnon expressed his thanks for the

privilege of serving during the past year and
thanked the membership for the interest and co-

operation shown throughout the year. He then
installed Dr. V.A. Salvadorini as President.

Adjournment was at 2:15 p.m.

ABSTRACT OF MINUTES*
HOUSE OF DELEGATES
Wyoming State Medical Society

Sixty-sixth Annual Meeting

August 26-29, 1969

Jackson Bake Bodge
Grand Teton National Park, Wyoming

FIRST MEETING
Tuesday, August 26, 1969

The sixty-sixth annual meeting of the House
of Delegates of the Wyoming State Medical Society

was called to order at Jackson Bake Bodge, Grand
Teton National Park, Wyoming, at 1:30 p.m. on
Tuesday, August 26, 1969, by President Henry N.

Stephenson, M.D., who relinquished the gavel to

Goode R. Cheatham, Jr., M.D., Vice Speaker of

the House in the absence of Speaker Holmes.

Speaker Cheatham called upon William G.

Erickson, M.D. for the report of the Credentials

Committee. Dr. Erickson called the roll and in-

dicated to the Speaker that a quorum was present.

Dr. Mahnke requested that Dr. Bowe and Dr.

Brubaker be admitted as delegates to the Natrona
County Delegation. It was moved, seconded, and
the motion carried.

The minutes of the Annual Meeting in 1968

and the Council Meetings of August 30, 1968; De-
cember 15, 1968; and March 15, 1969; and the

minutes of the Scholarship Boan Fund Committee
of August 30, 1968, and December 15, 1968, were
approved as published in the Delegates’ Packet

*These minutes represent actions taken largely on material
from the official packet of the Wyoming State Medical
Society. This packet contains the reports that are repre-
sentative of committee activities and recommendations and
form an official part of these minutes.
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and the speaker referred them to the Executive,

Governmental Affairs, and Economics Reference

Committee.
Resolutions No. 1 and No. 3 on page 83 and 85

of the Delegates’ Packet were referred to the

Medical Services Committee. Resolutions No. 2 and
No. 4 on pages 84 and 86 of the Delegates’ Packet

were referred to the Executive, Governmental
Affairs, and Economics Reference Committee.

The Speaker then called for any old business,

and their being none, he turned the floor over

to Mr. Abbey for introduction of visitors. The
visitor was Mr. David Weihaupt, Assistant Field

Director of the American Medical Association.

The Speaker referred the following reports to

the Executive, Governmental Affairs, and Eco-

nomics Reference Committee: the report of the

Treasurer, the report of the Secretary, and the

Executive Secretary’s report.

The following special reports were referred

to the Medical Services Reference Committee:
Committee to Combat Health Misinformation;

Committee to Study Changes in Wyoming Abortion

Laws; Industrial Health Committee; Liaison to

Nursing Association; Liaison to Nursing Home As-
sociation; Liaison Committee to the Wyoming
Hospital Association; Mental Health; Ophthal-

mology; Special Advisory Committee to Children;

Special Advisory Committee for Diabetes Camp;
and Utilization Review Committee.

The following special reports were referred

to the Executive, Governmental Affairs, and Eco-

nomics Reference Committee: Governmental Af-
fairs and Title XIX Committee; Malpractice In-

surance Committee; Report of the Council (last

Council Meeting minutes); and the Special Com-
mittee to Study State Government Reorganization.

The following special reports were referred to

the Research, Organization, and Scientific Refer-

ence Committee: Grievance Committee; Study of

Administration; WICHE Report; and Wyoming
Editor, Rocky Mountain Medical Journal.

The Speaker then called for any new business

and indicated that the budget would be referred

to two committees: The Committee on Executive,

Governmental Affairs, and Economics and the Re-
search, Organization, and Scientific Reference
Committees.

Dr. Mahnke gave a report of the program
“Doctor Dial” that had been instituted in the

Casper area and his remarks were referred to the

Research, Organization, and Scientific Program
Committee.

The Speaker made reference to the report by
Dr. Cohen of the Memorial Committee on page 65

of the Delegates’ Packet and the House of Dele-

gates rose for a moment of silence in honor of

the departed colleagues.

Dr. Black requested information concerning
action by the State Board of Medical Examiners
as to procedures of the State Medical Examination,
whereupon a lengthy discussion followed.

Dr. Kline requested that the Wyoming State

Medical Society adopt a national program for the

mastectomized patient. His request was a result

of Dr. Greer’s association in the Cancer Society

and Dr. Kline introduced the following resolution:

“BE IT RESOLVED, That this Society indorse the
principal of a national program for the mastectomized
patient and work in connection with the Cancer Society
in this area.”

Whereupon, the Speaker referred this resolu-

tion to the Reference Committee on Medical Serv-

ices.

Dr. Kline suggested that the Wyoming State

Medical Society should give Dr. Cohen a special

expression of their gratitude for speaking on
behalf of the Wyoming doctors in the area of

Medicaid.

Dr. Rounsborg suggested that the Wyoming
State Medical Society introduce in the next leg-

islature enabling legislation for special incorpora-

tions within the State of Wyoming. His recom-
mendations were referred to the Executive, Gov-
ernmental Affairs and Economics Reference Com-
mittee.

It was recommended that a committee be ap-

pointed to study the malpractice statute of limita-

tions within the State of Wyoming, and after a

discussion, the remarks were referred to the

Reference Committee on Executive, Governmental
Affairs, and Economics.

Mr. Abbey then introduced Don Derry, Ex-
ecutive Secretary of the Colorado State Medical

Society. Dr. Bedwell from Washington, who is

associated with the Departmental of Social Se-

curity and Health, Education, and Welfare, was
introduced. Dr. Gerald Dale Dorman, President

of the AMA, was introduced to the Wyoming
State Medical Society, and Mr. Abbey introduced

Mr. Ed Uzimack of the American Medical As-

sociation to the House of Delegates.

Mr. Robert Smith of William Kostka and As-

sociates presented his proposal for assuming the

office of Executive Secretary for the Wyoming
State Medical Society to the House of Delegates

and after his presentation a discussion was held

by the House of Delegates. The recommendations
and remarks during this discussion were recom-

mended to the Reference Committee on Research,

Organization, and Scientific Program for con-

sideration.

The House of Delegates recessed at five o’clock.

SECOND MEETING
Friday, August 29, 1969

Vice Speaker Cheatham called the House of

Delegates to order at 10:30 a.m. on August 29,

1969, and the changes in the seating of delegates

were pointed out to Dr. Erickson. Vice Speaker
Cheatham then called upon Dr. Nicholas as Chair-

man of the Executive, Governmental Affairs, and
Economics Reference Committee for his report.
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Executive, Governmental Affairs, and Economics

Reference Committee Report.

Dr. Nicholas recommended that the following portion of

his report be adopted: The Reference Committee reviewed
the minutes of the last Annual Meeting, the minutes of

the Council Meetings of August 30, 1968, December 15,

1968, and March 15, 1969, and the minutes of the Scholar-
ship Loan Fund Committee of August 30, 1968, and De-
cember 15, 1968, and the committee recommends approval
of these minutes as printed.

The Reference Committee has reviewed the reports of
the officers with the exception of that of the Delegate
to the AMA and recommends their approval.

The Reference Committee reviewed the reports of the
following special committees:

1 Governmental Affairs and Title XIX Committee,

2. Malpractice Committee,

3. Committee to Study State Government Reorganiza-
tion.

The committee recommends approval of these reports
as printed.

The committee was charged with review of the minutes
of the last Council Meeting as there was not a quorum at
the meeting. The main subjects discussed were reviewed
at a joint meeting with the Research, Organization, and
Scientific Program Reference Committee. That committee
will report on those subjects to the House of Delegates
following this report and this committee concurs with
their report.

At this time it was moved and seconded that the ap-
proval of this portion of the report be accepted by the
House of Delegates and the motion carried.

Dr. Nicholas submitted Resolution Number 2 as fol-

lows:

WHEREAS, the present parole system in Wyoming
presents us with seventy-seven per cent failures, i. e.

seventy-seven per cent of criminals returning to

custody for committing the same crimes for which
they were originally sentenced, and
WHEREAS, the present parole board consists of the
Board of Charities and Reform, a group without pro-
fessional background or training in this context, and
WHEREAS, professional skills are available in our
state to aid in decisions concerning which criminals
are safe to release and which are not, and
WHEREAS, the protection of the innocent from the
criminal must ever remain the first consideration in
law, with the possible rehabilitation of criminals
coming second,

NOW BE IT THEREFORE RESOLVED, That the Wyo-
ming State Medical Society urge passage of legislation
creating a professionally skilled parole board, with
one member nominated by the Wyoming State Medical
Society; another by the Wyoming Bar Association: a
third to be either the head of the State Psychiatric
Institute or a designee; a fourth, if possible, a person
with experience as a judge df a court of record: and
a fifth to represent the executive branch; the sixth
to represent the law enforcement agencies.

It was moved for the acceptance of Resolution Number 2,

it was seconded, and the motion carried.

Dr. Nicholas submitted Resolution Number 4 as fol-

lows:

WHEREAS, the Wyoming State Medical Society,
through action taken at the Council Meeting of March
16, 1968, unofficially endorsed and promised financial
backing to the Fremont County Medical Society for
the Court battle to prevent open hospital staff to
Osteopaths in Wyoming, and
WHEREAS, voluntary contributions of each society
member to cover the litigation cost incurred by the
Fremont Medical Society were requested at the Wyo-
ming State Medical Society Council Meeting on De-
cember 15, 1968, and
WHEREAS, a total of 53 members have contributed
voluntarily, representing only twenty-four per cent
of the bill,

THEREFORE, BE IT RESOLVED, That this House of
Delegates recognizes the responsibility of the Wyo-
ming State Medical Society to reimburse the Fremont
County Medical Society for litigation fees by an as-
sessment of the members, and that such assessment
be forty dollars per member. That an additional
assessment of two thousand seven hundred seventy-

five dollars, plus an additional assessment of two
hundred thirty-one dollars and eighty cents to be
made by the Fremont County Medical Society. These
assessments to be paid to the Treasurer of the Wyo-
ming State Medical Society, and provided that ten
dollars be returned to each member of the society who
voluntarily donated fifty dollars to the Fremont
County Society and the remainder of his donation
credited to this assessment.

AND FURTHER provided that the Wyoming State
Medical Society will pay the legal fees contracted by
the Fremont County Society in connection with the
aforementioned litigation.

It was moved, seconded, that the resolution be adopted
as amended and the motion carried unanimously.

Dr. Nicholas presented the following three resolu-
tions:

WHEREAS, The title of the present Governmental
Affairs and Title XIX Committee is confusing because
of a similarity to the Reference Committee titled

Executive, Governmental Affairs and Economics, and
WHEREAS, This committee is charged with negotia-
tions directly involving and representing the mem-
bers of the Wyoming State Medical Society, be it

therefore
RESOLVED, That the title of the Governmental Af-
fairs and Title XIX Committee be renamed "THE
PEER REVIEW AND FEE NEGOTIATION COMMIT-
TEE”, and
BE IT FURTHER RESOLVED, That the function of
the committee be limited to services directly involving
members of the Wyoming State Medical Society.

The second resolution was as follows:

WHEREAS, the Board of Medical Examiners has a
serious responsibility in respect to the practice of
medicine in Wyoming, and
WHEREAS, the Wyoming State Medical Society recog-
nizes that skilled and experienced men are needed
to conduct the responsibility,
BE IT THEREFORE RESOLVED, That the Wyoming
State Medical Society request the Governor of the
State of Wyoming to establish staggered terms for
the members of the Board of Medical Examiners, and
FURTHER, That the Governor make appropriate ap-
pointments to the Board from a list submitted to him
by the House of Delegates of the Wyoming State
Medical Society.

The third resolution v/as as follows;

WHEREAS, the Internal Revenue Service has recently
recognized the legitimate existence of professional
corporations, and
WHEREAS, the majority of states have already passed
legislation favorably toward the establishment of pro-
fessional corporations.
BE IT RESOLVED, That the Wyoming State Medical
Society work toward and endorse enabling legislation
for the incorporation of professional practices in the
State of Wyoming.

The above three resolutions were adopted by the House
of Delegates.

Dr. Nicholas then submitted his entire report for
adoption by the House of Delegates. It was moved,
seconded, and the motion carried and his report accepted.

Dr. Harlan Anderson then presented his report of the
AMA meeting held July 13 through 17, 1969, at New York
and the amendment to the Delegates’ report given by
Dr. Nicholas. These reports were accepted by the House
of Delegates.

Dr. Erickson then gave the Report of the Medi-
cal Services Reference Committee.

Dr. Erickson indicated that the Committee to Combat
Health Misinformation, Liaison to Nursing Association,
Ophthalmology, Special Advisory Committee for Diabetes
Camp, Medicine and Religion, and Public Health made no
written reports. Dr. Erickson indicated that his committee
would strongly urge the President, and Presidents in the
future, to insist on activity and written reports by these
committees.

The reports of the Industrial Health Committee, Liaison
to Nursing Home Association, Liaison Committee to the
Wyoming Hospital Association, Special Advisory Com-
mittee to Children, Emergency Health Service, and the
Utilization Review Committee found in the Delegates’
Packets were adopted as printed in the Delegates’ Packet.
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The oral report on Public Safety made to the committee
by Dr. Froyd was adopted by the House of Delegates.

Dr. Froyd gave a verbal report of the Committee to

Study Changes in the Wyoming Abortion Laws and the
House of Delegates accepted his report.

The report of the Mental Health Committee as printed
in the Delegates’ Packet and the addendum “Drug Ad-
diction and Drug Abuse,” a booklet published by WICHE,
was adopted by the House of Delegates.

The following resolutions were offered by Dr. Erick-
son :

BE IT RESOLVED, That the Mental Health Committee
of the Wyoming State Medical Society conduct a

survey of mental health services available in Wyo-
ming and make proposals to the Governor as to what
can be done in this area.

WHEREAS, too many American citizens died on high-
ways in auto accidents last year, and
WHEREAS, drunken driving is a factor in at least

half of those deaths, and
WHEREAS, the courts and the forces of law have been
consistently thwarted because of the difficulty in

proving drunkenness, and
WHEREAS, the experience in many other states has
shown that the implied consent type of law has proved
effective, reasonable, and in keeping with our con-
stitutional guarantees,
NOW BE IT THEREFORE RESOLVED, That the Wyo-
ming State Medical Society strongly endorse passage
of an implied consent law to permit alcohol tests of

traffic violators as has been recommended in previous
sessions of the legislature. The Colorado statute is

recommended as a model for our legislature.

WHEREAS, the AMA has continuously attempted to

upgrade the medical education of Osteopaths and has
recommended that AMA approved internships in resi-

dency programs be opened to graduates of Schools of

Osteopathy, and many of these now are, and
WHEREAS, Much national controversy has evolved
regarding the training an Osteopathic physician should
have to be qualified for hospital staff. County and
State Medical Society Membership, and
WHEREAS, the Wyoming State Medical Society wishes
to maintain the highest quality of medicine in the
State of Wyoming,
THEREFORE, BE IT RESOLVED, That the Wyoming
State Medical Societj' recognizes that a qualified Osteo-
path must have completed an AMA approved intern-
ship or residency program, and
BE IT FURTHER RESOLVED, That a qualified Osteo-
path as defined above be eligible to apply for mem-
bership in the Wyoming State Medical Society.

WHEREAS, no study of maternal or perinatal mortality
has been made for the last several years, and
WHEREAS, the Medical Services Reference Committee
strongly feels that such a study is imperative,
BE IT THEREFORE RESOLVED, That the President
of the Wyoming State Medical Society be instructed to
formulate such a permanent committee, the constitu-
ents to include two obstetricians, two general practi-
tioners, two pediatricians, one pathologist, and one
anesthesiologist.

BE IT FURTHER RESOLVED, That this committee
meet at least twice a year and report to the Wyoming
State Medical Society once a year.

On each of the above resolutions, a motion was made,
carried and the House of Delegates adopted these resolu-
tions.

After discussion, the following resolutions were passed
by the House of Delegates:

WHEREAS, we recognize the possible psychic trauma
involved in the woman undergoing mastectomy,
BE IT THEREFORE RESOLVED, That the Wyoming
State Medical Society approve the “National Program
for the Mastectomized Patient.”

WHEREAS, There is a multitude of nonfunctioning
sub-committees,
BE IT RESOLVED, That the sub-committees on Pub-
lic Health, Public Safety, and Emergency Health Serv-
ices be combined in one small workable committee.
BE IT FURTHER RESOLVED, That the State Director
of Health and Social Services be a permanent mem-
ber of this committee.

Dr. Erickson then moved that the report oi the Med-
ical Services Reference Committee as a whole, as amended,
be adopted by the House of Delegates. Motion carried.

Dr. Mahnke submitted the Report of the Re-
search, Organization, and Scientific Program Ref-

erence Committee.

Dr. Mahnke indicated that they recommended that the
following special reports be adopted by the House of
Delegates:

The report of the Grievance Committee as printed on
page 71 of the Delegates’ Packet, the Regional Medical Pro-
gram as printed on page 80 of the Delegates Packet; The
Study of Administration, an oral report given by Dr.
Bernard Sullivan: report by Francis Barrett, MD, the
Wyoming Editor, Rocky Mountain Medical Journal, as
printed on page 87; and the WICHE report which had no
written report. The motion carried on this portion of Dr.
Mahnke’s report.

Dr. Mahnke moved for acceptance of the following
sub-committee reports: American Medical Association Ed-
ucation and Research Foundation, Constitution and By-
laws, Credentials, Historical, Memorial, Orientation Pro-
gram, Program and Entertainment, Rocky Mountain Med-
ical Conference, Science Fair, Time and Place. The motion
carried.

Dr. Mahnke indicated that the comments on the “Doc-
tor Dial” program in Natrona County were noted and no
action was necessary by the House of Delegates.

Dr. Mahnke then gave a report on the joint meeting of
the Research, Organization, and Scientific Program Com-
mittee and the Executive, Governmental Affairs, and
Economics Committee and the following resolution was
offered

:

BE IT RESOLVED, That the Wyoming State Medical
Society hire the firm of William Kostka and Associates,
Incorporated to be represented by Robert G. Smith to

perform the duties of Executive Secretary of the Wyo-
ming State Medical Society and the duties of man-
aging our public relations for the next twelve months
at the rate of four thousand eight hundred dollars
per annum plus the addition of expenses for travel
of one thousand dollars; printing and supplies and
stationery, three thousand dollars; postage, five hun-
dred dollars; costs for public relations production, two
thousand five hundred dollars; or a total of eleven
thousand eight hundred dollars, which amount is not
to be exceeded without council approval.

The motion carried.

Dr. Mahnke then indicated that the joint committees
submitted the following budget;

Travel, Executive Secretary, one thousand dollars;

Travel, others, two thousand dollars; Travel, AMA
Delegates and Alternates, two thousand dollars; Salary,
Executive Secretary, four thousand eight hundred dol-
lars; Office Expenses, Executive Secretary, deleted;
Rocky Mountain Medical Journal, seven hundred dol-
lars; Printing, stationery and supplies, three thousand
dollars; Woman’s Auxiliary, four hundred dollars;

Postage, five hundred dollars; Public Relations and
advertising production, two thousand five hundred
dollars: Winter Seminar, three hundred dollars; Tele-
phone and telegraph, eight hundred fifty dollars: Aud-
iting, one hundred sixty dollars; President’s office, one
thousand five hundred dollars; Constitution and By-
laws, two hundred dollars; Legal, two thousand four
hundred dollars; First Aid Station, deleted; Surety
Bonds, fifty dollars; Dues and subscriptions, one hun-
dred seventy-five dollars; Miscellaneous (nurses,

seminar), eight hundred fifty dollars; Transcription of
State Meeting Minutes, four hundred fifty dollars:

Colorado-Wyoming Science Fair, five hundred dollars;

Governmental Affairs, one thousand dollars; Legisla-
tive. two thousand dollars. Total budget, twenty-seven
thousand three hundred thirty-five dollars.

The motion carried and the budget was adopted.

It was moved that the Wyoming State Medical Society
pay Dr. Corbett’s AMA expenses. The motion carried.

The following resolution was adopted by the House of

Delegates:

RESOL’VED, That as an expression of our appreciation
of services rendered the Wyoming State Medical So-
ciety for the past twenty-three years, Arthur R. Abbey
be made an honorary lifetime member of the Wyoming
State Medical Society, and that Mr. and Mrs. Abbey
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be invited as honored guests to our next Wyoming
State Medical Society meeting at Jackson Lake Lodge,
September 1 through 4, 1970, and subsequent meetings.

It was moved and the motion carried that the dues to

the Wyoming State Medical Society be increased to two
hundred dollars for the 1970-71 year.

Dr. Mahnke then moved for adoption of his entire re-

port and the motion carried.

The Chairman of the Nominating Committee

then presented the Report of the Nominating Com-
mittee:

Dr. Fenworth Downing, President-elect
Dr. William Erickson, Vice President
Dr. Duane M. Kline, Secretary
Dr. Donald Mahnke, Treasurer
Dr. Goode R. Cheatham Speaker of the House
Dr. Norman Black, Vice Speaker of the House

There were no nominations made from the floor for

any office, so it was moved, seconded, and unanimously
passed that the Secretary cast a unanimous ballot for each
of the nominees as listed in the Nominating Committee’s
report and they were elected to fill the office for the
coming year.

Dr. Dale Larson was nominated for a three-year term
on the Veterans’ Care Committee.

Dr. Tom Nicholas, Dr. Don Iverson, and Dr. Bill Erick-
son were nominated for the Blue Cross Board of Trustees,
and these three names were submitted.

The following names were submitted to the Blue Shield
Board of Trustees:

For a three-year term, Dr. R. W. Loughry, Dr. Donald
Hunton, Dr. Arthur McGuire, Dr. M. J. Hannum, Dr.
Dale Larson, Dr. Laurence Greene.
For a two-year term. Dr. William Wahl and Dr. C. R.
Wise.

The following names were elected to the Rocky Moun-
tain Medical Conference;

Dr. Ray Christensen and Dr. M. J. Hannum.

Speaker Cheatham then relinquished the floor

to the President, Dr. Henry N. Stephenson, who
gave the President’s annual address.

Dr. Cheatham then introduced the following

resolution:

WHEREAS, the 66th annual meeting of the Wyoming
State Medical Society held at Jackson Lake Lodge on
August 26, 27, 28, and 29, 1969, was most successful,
having accomplished much from both the scientific
and organizational aspects, and
WHEREAS, the Wyoming State Medical Society House
of Delegates is especially appreciative of the influ-
ences outside its own body which contributed to the
enjoyment and accomplishments of the meeting, and
WHEREAS, the House of Delegates desires to express
its appreciation to all those having cooperated to make
the meeting a success,

BE IT THEREFORE RESOLVED, That the Wyoming
State Medical Society express its appreciation and
gratitude to all those involved in and contributing to
the success of its 66th annual convention, including the
exhibitors and their congenial personnel, the distin-
guished guests who made possible the success of the
scientific programs, the officers and employees of the
Grand Teton Lodge Company, and all persons even
remotely concerned with the meeting.

It was moved and seconded that this resolution be
adopted; motion carried.

Colorado’s President-elect

Dr. Marvin E. Johnson,
MD, a general surgeon at

St. Joseph Hospital in Den-
ver, was named President-

elect of the Colorado Medi-
cal Society at its 99th

Annual Session at Colorado
Springs.

Doctor Johnson was born
in Sioux City, Iowa, and
was educated in the Sioux

City Public Schools. He attended the University
of South Dakota and also the State University of

Iowa, from which he received his M.D. in 1943.

He remained in Iowa for two more years to do his

internship in the State University of Iowa Hos-
pitals.

In 1943, Doctor Johnson entered the United
States Army and served as a Captain in the Med-
ical Corps until June, 1946. While in the service,

he was a diplomate' for one year for the National

Board of Medical Examiners.

In July of 1946, Doctor Johnson returned for

a year’s preceptorship in Denver. The following

two years he served his residency at the University

of Colorado Medical Center, from where he re-

ceived his Master of Science in Surgery in 1950.

In 1951, he was certified by the American Board
of Surgery.

Doctor Johnson has spent most of his time in

education and medical society committee and
staff work for the AMA, St. Joseph Hospital, Den-
ver General Hospital, St. Luke’s Hospital, the

Denver Medical Society and the Colorado Medical

Society, to name just a few.

Currently, he is serving as Director of Surgical

Education and Research at St. Joseph Hospital.

He is also President of the Executive Board of

the Health Resources Center in Denver, as well

as being an assistant clinical professor of surgery

at the University of Colorado College of Medicine,

and chairman of the Denver Med-Net TV Com-
mittee.

At this time. Dr. Henry Stephenson turned the
meeting over to the President-elect, Dr. John J.

Corbett, the incoming President.

In 1943 he was married, and he and his wife.

May Betty, have four children: Kent, Lynn Bar-

bara, David, and Gail.

The motion was made and seconded that the
meeting be adjourned and the House of Delegates
stood at adjournment.

Doctor Johnson will be installed as President

of the Society at the 100th Annual Session next

September.
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Our

Oriends:

This year ... as every year ... we look forward with

great anticipation to the happiest of holidays.

Hope and joy are more meaningful to the world than

ever before. Hope for the fulfillment of those

words, “Peace on Earth . . . Good Will to Men.” Joy in

the promise of a brighter future for everyone.

It is our fervent wish that this Christmas will

bring us closer to This Coal and to the true

spirit of brotherly love, that we may remain a

free people, living without fear in the land we love.

May the blessings of this holiday season be with

you throughout the coming year.

Geo. Berbert & Sons^ Inc.
1717 Logan Streef' Telephone 255-0408

DENVER, COLORADO 80203

1903-1969— our 66tli anniuerdar^
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Herbert Halpenny James, MD, Butte, died at

his home on October 1, 1969. Doctor James was
born in Almont, Ontario, Canada, on September
23, 1890.

He received his B.S. degree from the University

of North Dakota in 1916 and his M.D. degree from
Jefferson Medical College of Philadelphia in 1918.

Shortly thereafter he joined the staff of the Mur-
ray Clinic in Butte where he continued to practice

general surgery until his retirement about one

year ago. Doctor James organized and served as

the first president of the Montana Region of the

American College of Surgeons and was especially

active in the work of the American Cancer Society.

He organized the first tumor clinic in Montana,

which later became the Mary E. Swift Cancer
and Tumor Clinic. In 1956 he was elected presi-

dent of the Montana Division of the American
Cancer Society after serving in all of its other

elective offices.

Doctor James was one of the foremost com-
munity leaders in Butte and an avid sportsman.

He organized and became the first president of

the Butte Exchange Club in 1923 and served as a

member of the Board of Trustees of the Butte

Chamber of Commerce, the Salvation Army, and
the Y.M.C.A. During the early 1920’s he was a

member of the Clark Team of the Butte Mines
Baseball League and in 1922 managed the team
to a league championship. He participated in

several sports, not only as a player but also as

a spectator.

Doctor James had been a member of the Silver

Bow County Medical Society, the Montana Medical
Association, and the American Medical Association

since he started to practice medicine in Butte.

Utah

Dr. Phillip M. Chase, former Medical Director

of the Salt Lake Red Cross Blood Bank, died

October 14, 1969, at the age of 83. Born April 6,

1886, in Galesburg, Illinois, Doctor Chase was the

son of Henry M. and Jane Phillips Chase. He
married Elizabeth Young Swenson in April, 1922,

in Salt Lake City.

Doctor Chase received his medical education at

Dartmouth, Hanover, New Hampshire, later com-
pleting his internship in Hanover and New York
hospitals. He then practiced medicine in New
York City and Denver prior to coming to Salt Lake
City. His long-time medical career in Utah in-

cluded service, for 32 years, as the plant physician
for Kennecott Copper. Following his retirement

from this position in 1952, Doctor Chase was ap-
pointed as the medical director of the Red Cross
Blood Bank. He was a member of the Salt Lake
County Medical Society and the Utah State Med-
ical Association. He was also a member of the
Episcopal Church.

Doctor Chase is survived by his widow; two
daughters, Mrs. John J. (Mary) Tommaney, New
York City; Mrs. Jules S. (Margaret) Dreyfous,
Salt Lake City; and five grandchildren.

Recent Acquisitions

.\tlas «f Hailical Pelvio SiirKery: By James H. Nelson.
New York, 19G9, Appleton-Century-Crofts. 2.G6 p. Price;
.$21.50.

K.vereise Physiology: By Harold B. Falls. New York,
ISIGS, Academic Press. 471 p. Price: $17.50.

Gihn«‘y «>f the It iiiitiireci and ( rippled: Edited by Alfred
R. Shands, Jr. New York, Appleton-Century-Crofts,
1969. 152 p. Price: Gift.

Mierohiolouy : By Hans Zinsser. 14th ed. New York,
1968, Appleton-Century-Crofts. 1,281 p. Price: $22.50.

>Iieroneiiro.*siir>tery : By Robert W. Rand. St. Louis,
1969, Mosby. 224 p. Price: $25.00.

OphthsiliiioloK'y, i’rineiples and Concepts: By Frank tV.

Newell. 2nd ed. St. Louis, 1969, Mosby. 527 p. Price:

$ 1 5.5 0.

Heeent .\dvanee.s in Neurolofiy and Neuropsychiatry:
Edited by Lord Brain. 8th ed. Boston, 1969, Little,

Brown. 252 p. Price; $12.50.

Riihidoniyein (Recent Re.siilt.s In Cancer Research, v.

-<1): By J. Bernard Boiron and others. New York, 1969,
Spring-er-Verlag-. 181 p. Price: $12.00.

.Sex in Msm and Woman : By Theodor Reik. New York,
1969, Bantam. 186 p. Price: $.95.

Siirpery of tlie Adrenal GIsind.«i: By Laurence AV. O’Neal.
St. Louis, 1968, Mosby. 295 p. Price: $21.00.

Synop.>iii.s of Contemporary P.sychiatry: By George Ulett
and D. AA’ells Goodrich. 4th ed . St. Louis, 1967, Mosby.
340 p. Price: $9.50.

Tumor Specific Tran.splantation Antigen (Recent Re-
.siilt.s in Cancer Rese:irch, v. 22): By P. Koldovsky. New
York, 1969, Springer- Verlag. 74 p.

Book Reviews

Prosthetic Heart Valves, Lyman A. Brewer,

III, MD, Editor-in-chief, 909 pages—1969. Charles

C. Thomas, 301-327 East Lawrence Avenue,
Springfield, Illinois.

This book represents the results of the work
of all people working with the treatment of ab-

normally functioning heart valves whether they

be engineer, investigator, internist, cardiologist or

surgeon. The work is immediately derived from
the proceedings of the Second National Confer-

ence on Prosthetic Heart Valves which was held

in Los Angeles in June of 1968. The compilation
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of such a massive volume of material and publi-

cation in such a relatively short time following the

actual Congress represents a tremendous work on

Ihe parts of the participants, editors and pub-

lishers.

It had been eight years since the First Con-
ference on Prosthetic Valves was held. Needless

to say, the tremendous amount of progress made
in this field has made the task of holding the

Second Conference an almost overwhelming one.

Interestingly, the number of clinical mitral valve

replacements at the First Congress totaled 11

cases, and only 36 clinical cases of aortic valve

replacement were reported. In the current Con-
ference, in addition to reports on the results of

large numbers of valves, a combined series of 3,620

cases was reported by the Chairman of the Con-
gress on the basis of combining series of several

Centers.

The book is divided into five sections; (I.)

Valve Structure and Testing; (II.) Materials and
Myocardial Function; (III.) Clinical Experience;

(IV.) Results and Complications; (V.) Valve

Grafts and General Discussion. The selection of

essayist has been superb. The participants range

from engineers to investigators to surgeons, and
a broad range of topics plus the allowance of ade-

quate discussion has made for both broad and de-

tailed coverage of each subject. After covering the

entire book, the reader is not given any direction

in choice of the ‘^ideal valve” whether it be disk

or cage ball, plastic or metal, prosthetic or homo-
graft. However, the investigative, functional and
clinical characteristics of each type of valve are

presented in such a clear fashion that one certainly

has ample information on which to base his pref-

erence for valves to be used in clinical application.

Although the book is perhaps much too broad and
too detailed for general use by the average prac-

titioner, it certainly represents an excellent refer-

ence source for people of all professions involved

even remotely in blood flow and cardiac valve

function and should be an essential part of the

library of any cardiologist, surgeon or investigator

who is seriously involved in the field of treatment

of cardiac valve problems.

W. Gerald Rainer, MD
Denver

Surgery of Acquired Vascular Disorders, B. B.

Jackson, MD, 479 pages—1969. Charles C. Thomas,
301-327 East Lawrence Avenue, Springfield, Ill-

inois.

This book undoubtedly represents the results

of many years of a deep and keen interest in vas-
cular disease. In general, the book is written in

an almost narrative fashion with a concerted effort

being made for the subject coverage to go from
the historical discussion fading into the treatment.

In so doing, the author often seems to be so taken
with semantics and word usage that the message
becomes buried in the confusion. As evidenced by

the Table of Contents, the coverage of all subjects

relative to vascular disorders is extremely com-
plete. However, many of the topics seemingly

are included for completeness sake in the Contents

but not in the material presented. For example,

the section on Coronary Artery Disease is covered

in eight pages and includes a very brief descrip-

tion of using saphenous vein directly sutured into

the aorta and implanted into a myocardial tunnel

as a current form of direct attack upon coronary

artery disease. This has long since become obso-

lete and certainly should not be included except

for its historical value. The same degree of brevity

is found in the discussion of many other topics.

Obviously the author’s forte is principally con-

cerned with the treatment of aneurysms and oblit-

erative arterial disease.

In some places, the illustrations are excellent.

Occasionally reproduction of poor arteriographic

studies turns out even less well in the printed

page. Diagrams for the most part are extremely

clear and pertinent. Bibliographic references over-

all are rather sketchy. Consequently ,this book
should be used as a reference work in those areas

in which it has something to offer, but the short-

comings in many of the other topics outweigh the

advantages in its becoming an over-all definitive

text in surgery of vascular disorders.

W. Gerald Rainer, MD
Denver

THERAMATIC MARK VII

The OnlyPhf hVgh^'frequency

diathermy
to offer all these advantages:

I Simple to operate

I No need to disrobe patient for treatment

I No special treatment room required

I Safe! Heat rise completely controllable to

comfortable level

I Maximum penetration of body tissue

I Conforms to requirements applicable to

medical diathermy

MANUFACTURED BY

DYNAPOWER SYSTEMS CORP.
1707 19th St./Santa Monica, Co. 90404/(213) 451-1578

4173 South Hudson Parkway

Englewood, Colo. 80110/(303) 758-2850

WRITE FOR FREE DEMONSTRATION

j
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American Medical Association

23rd National Conference on Rural Health

Pfister Hotel and Tower

Milwaukee, Wisconsin

April 9-10, 1970

Colorado Trudeau Society and the

Colorado Chapter of the American

College of Chest Physicians

Mid-Winter Aspen Chest Conference

Aspen, Colorado

February 12-14, 1970

For further information, please contact: Dr.

David L. Kelble, M.D., President, Colorado Tru-

deau Society, 1600 Race Street, Denver, Colorado

80206.

Colorado Diabetes Association

9th Annual Aspen Diabetes Institute

Aspen Institute, Aspen, Colorado

March 19-23, 1970

13th Cancer Seminar for Doctors

The American Cancer Society

Arizona Division, Inc.

University of Arizona College of Medicine

Tucson, Arizona

January 22, 1970

For Seminar programs, reservations, and more
detailed information, call or write the American
Cancer Society, Arizona Division, Inc., 4700 N.
12th Street, Phoenix, Arizona 85014.

Utah State Hospital

National Association of

Psychiatric Technology
Brigham Young University

Provo, Utah

Therapeutic Community
Development and Implementation

February 5-7, 1970

University of Colorado School of Medicine
Postgraduate Medical Education

Denver, Colorado

16th Annual General Practice Review

January 18-24, 1970

Surgery of the Hand

February 17-20, 1970

Management and Care of Respiratory Insufficiency

April 15-17, 1970

Ophthalmology (Estes Park, Colorado)

July 6-9, 1970

Pediatrics (Aspen, Colo.)

July 19-22, 1970

Internal Medicine (Estes Park, Colorado)

July 27-31, 1970

Hospital Medical Staff Conference

(Estes Park, Colorado)

September 28-October 2, 1970

High Risk Infant Care

February 2-6, 1970

October 5-9, 1970

For further information and detailed programs,

write to: The Office of Postgraduate Medical Edu-
cation, University of Colorado School of Medi-

cine, 4200 E. Ninth Avenue, Denver, Colorado

80220.

10th International Cancer Congress

Houston, Texas

May 22-29, 1970

For further information contact Dr. Alan Scott,

Coordinator of Public Information, Tenth Inter-

national Cancer Congress, Box 20465, Astrodome
Station, Houston, Texas 77025.

Fifth Annual Institute of Industrial Medicine

Broadmoor Hotel

Colorado Springs, Colorado

January 29-30, 1970
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Postgraduate Course in Allergy,

In Cooperation with Wyoming State

Medical Society

Jackson Lake Lodge

Grand Teton National Park, Wyoming

June 28-July 3, 1970

For further information, program & registra-

tion, write to: Russell I. Williams, MD, Professional

Building, 1605 East 19th St., Cheyenne, Wyoming
82001.

The American College of Physicians

The Colorado Society of Internal Medicine

Regional Meeting

Broadmoor Hotel

Colorado Springs, Colorado

January 15-17, 1970

Guest Speakers: Eugene A. Stead, M.R., Duke
University.

John B. Hickam, M.D., Indiana University.

For further information concerning this meet-
ing, contact CSIM Office, 1809 E. 18th Ave., Den-
ver, Colorado 80218. Telephone 399-1222.

Montana Medical Association

23rd Interim Meeting

Holiday Motel, Helena, Montana

April 3-4, 1970

Penrose Hospital

Colorado Springs, Colorado

January 8-10, 1970

January 8—Luncheon at 12 noon

Differential Diagnosis of Jaimdice
Cecil J. Watson, M.D.
Professor of Medicine
University of Minnesota
Northwestern Hospital

Minneapolis, Minnesota

Biliary Cirrhosis

Fred Kern, M.D.
University of Colorado School of Medicine
Denver, Colorado

January 9

Porphyria—7 to 8 P.M.

Cecil J. Watson, M.D.

January 10

Clinicopathological Conference—8 A.M.

When
disability

strikes,

will you
have
an income
to live on?
Be sure! Offer your family the extra security of your
Society's own disability income protection plan.

PAYS up to $1,000.00 a month when you're sick or
hurt and can't work. This is TAX-FREE cash to spend
os you see fit—to meet those financial obligations
that continue whether you're able to work or not.

For complete details on this outstanding plan under-
written by Mutual of Omaha and endorsed by the
Colorado Medical Society, complete the coupon below
and mail it today.

UNOERWflrlTEN BY

Mutual
^^mahflSL/

Thp Compani/ that pays

Life Insurance Affiliate: United of Omaha

MUTUAL OF OMAHA INSURANCE COMPANY HOME OFFICE: OMAHA. NEBRASKA

I

I
Vincent Anderson Agency

j

j Mutual of Omaha •

I 2nd Floor, Railway Exchange Bldg. |

I
Denver, Colo. 80202 I

I
Please rush me full details on the Colorado Medical Society's I

! Disability Income Protection Plan. I
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j
City State ZIP
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Pfirtofrane^desioramine hydrochloride

Indication: Mental depression.

Contraindications : Do not use MAO inhibitors concomi-

tantly or within 2 weeks of the use of this drug. Hyperpyretic

crises or severe convulsive seizures may occur with such

combinations; potentiation of adverse reactions can be seri-

ous or even fatal.

When substituting Pertofrane in patients receiving an

MAO inhibitor, allow an interval of at least 14 days. Initial

dosage in such patients should be low and increases should

be gradual and cautiously prescribed.

The drug is contraindicated following recent myocardial

infarction and in patients with a known hypersensitivity to

tricyclic antidepressants.

Warning: Activation of psychosis may occasionally be

observed in schizophrenic patients. Due to atropine-like

effects and sympathomimetic potentiation, use only with the

greatest care in patients with narrow-angle glaucoma or

urethral or ureteral spasm.

Do not use in patients with the following conditions unless

the need outweighs the risk: severe coronary heart disease

with EKG abnormalities, progressive heart failure, angina

pectoris, paroxysmal tachycardia and active seizure disorder

(may lower seizure threshold).

Desipramine and the parent compound, imipramine, have

been shown to block the action of guanethidine and related

adrenergic neuron-blocking agents.

Hypertensive episodes have been observed during surgery.

The concurrent use of other central nervous system drugs

or alcohol may potentiate adverse effects. Since many such

drugs may be used during surgery, desipramine should be

discontinued prior to elective procedures.

Caution patients on the possibility of impaired ability to

operate a motor vehicle or dangerous machinery.

Do not use in women who are or may become pregnant

unless the clinical situation warrants the potential risk, and

do not use in patients under 1 2 years of age.

Because of increased sensitivity to the drug, use lower

than normal dosage in adolescent and geriatric patients.

Precautions: Potentially suicidal patients require careful

supervision and protective measures during therapy. Dis-

continuation of the drug may be necessary in the presence

of increased agitation and anxiety shifting to hypomanic or

manic excitement.

Atropine-like effects may be more pronounced (e.g. para-

lytic ileus) in susceptible patients and in those receiving anti-

cholinergic drugs (including antiparkinsonism agents).

Prescribe cautiously in hyperthyroid patients and in those

receiving thyroid medications; transient cardiac arrhythmias

have occurred in rare instances.

Periodic blood and liver studies should supplement careful

clinical observations in all patients undergoing extended

courses of therapy.

Adverse Reactions: The following have been reported:

A/ervousSystem, dizziness, drowsiness, insomnia, headache,

disturbed visual accommodation, tremor, unsteadiness,

tinnitus, paresthesias, changes in EEG patterns, epilepti-

form seizures, mild extrapyramidal activity, falling and neuro-

muscular incoordination. A confusional state (with such

symptoms as hallucinations and disorientation), particularly

in older patients and at higher dosage, may require discon-

tinuation of the drug. Gastrointestinal Tract: anorexia,

dryness of the mouth, nausea, epigastric distress, constipa-

tion and diarrhea. Skin; skin rashes (including photosensiti-

zation), perspiration and flushing sensations. Liver: rare

cases of transient jaundice (apparently of an obstructive

nature) and liver damage. If jaundice or abnormalities in

liver function tests occur, discontinue the drug and investi-

gate. Blood Elements: bone-marrow depression, agranu-

locytosis, thrombocytopenia and purpura, if these occur,

discontinue the drug Transient eosinophilia has been ob-

served. Cardiovascular System: orthostatic hypotension

and tachycardia Carefully supervise patients requiring con-

comitant vasodilating therapy, particularly during initial

phases Genitourinary System: urinary frequency or reten-

tion and impotence. Endocrine System: occasional hor-

monal effects, including gynecomastia, galactorrhea and

breast enlargement, and decreased libido and estrogenic

effect. Sensitivity: urticaria and rare instances of drug fever

and cross-sensitivity with imipramine.

Dosaae All patients except geriatric and adolescent:

50 mg t.i d. (150 mg. daily). Dosage may be increased up

to 200 mg. daily. Geriatric and adolescent patients should

usually be started with lower dosage (25 to 50 mg. daily)

and may not tolerate higher doses. Dosage may be increased

up to 100 mg. daily.

Lower maintenance dosages should be continued for at

least 2 months after obtaining a satisfactory response.

Mild anxiety and agitation which may accompany depres-

sion usually remit as the depression responds. Occasionally,

however, a sedative or tranquilizer may be indicated.

Availability Maroon and pink capsules of 50 mg. in bottles

of 100 pink capsules of 25 mg. in bottles of 100 and 1000.

(B)46-530-G

For complete detail's, please see the full prescribing infor-

mation.

Coming out
of a depression.

And it can often begin to happen in 3 to 5 days

with an antidepressant like Pertofrane. There's a lifting of

depressed mood . .. a restoration of psychomotor activity. Patients

usually begin to cope, work, maybe play, even enjoy.

It's not all beautiful. Sometimes there are

side effects. And not everybody can take the drug. It may even be

a slow process. But along with the care and comfort you give

depressed patients, consider Pertofrane.Then consider the responi

Please read the prescribing information for

full details on contraindications, warnings, precautions, adverse

reactions and dosage. It's summarized on the left.

Pfertofrane'
desipramine hydrochloride

New 50-mg.
capsules now available

Geigy Pharmaceuticals

Division of Geigy Chemical Corporation

Ardsley, New York 1 0502
0
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One of the best things you can do

for the cold sufferer

Ornade* Spansule
Trademark
Each capsule contains 8 mg. of Teldrin® (brand of chlorpheniramine maleate) ; 50 mg. of

phenylpropanolamine hydrochloride ; 2.5 mg. of isopropamide, as the iodide.

brand of

sustained release capsules

Prompt relief from nasal congestion and hypersecretion due to colds.

Before prescribing, see complete prescribing information in SK&F literature or PDR.
Contraindications: Glaucoma, prostatic hypertrophy, stenosing peptic ulcer, pyloroduodenal or

bladder neck obstruction.

Precautions: Use cautiously in the presence of hypertension, hyperthyroidism, coronary artery disease;

warn vehicle or machine operators of possible drowsiness.

Usage In Pregnancy: Use in pregnancy, nursing mothers and women who might bear children only when
potential benefits have been weighed against possible hazards.

Note: The iodine in isopropamide iodide may alter PBI test results and will suppress 1'^' uptake;

discontinue 'Ornade' one week before these tests.

Adverse Reactions: Drowsiness: excessive dryness of nose, throat or mouth; nervousness; insomnia.

Other known possible adverse reactions of the individual ingredients: nausea, vomiting, diarrhea, rash,

dizziness, fatigue, tightness of chest, abdominal pain, irritability, tachycardia, headache, incoordination,

tremor, difficulty in urination. Thrombocytopenia, leukopenia and convulsions have been reported.

Supplied: Bottles of 50 capsules.

One capsule q12h for round-the-clock relief
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Smith Kline & French Laboratories



The concert nasjust underway,
^lien tothe conductorls dismay
Cramps and diarrhea.

Did soquicklyappear.
Themaestro no longercould stay.

Because diarrhea with cramping, nausea, and painful straining can

ke at the most inopportune time, it takes a comprehensive agent to treat the

d diarrheal syndrome and help get the patient back on the job. That’s why

many physicians rely on Donnagel, especially during the fall and winter

nths when “flu” and viral gastroenteritis usually hit their peak.

Donnagel is much more than just a simple kaolin-pectin combination,

also contains the belladonna alkaloids to calm GI hypermotility and help

ieve the distressing discomforts which so often accompany diarrhea. Certainly

less expensive and more convenient than taking two medications. And the

iage is lower too. Available in the handy 4-oz. plastic bottle at pharmacies

rywhere on your prescription or recommendation.

H'l^OBINS A. H. Robins Company, 1407 Cummings Drive, Richmond, Va. 23220

Diarrhea and its Discomforts

Donnagel
;h fluid ounce contains: Kaolin, 6 Cm.; Pectin, 142.8 mg.; Hyoscyamine sulfate,

037 mg.; Atropine sulfate, 0.0194 mg.; Hyoscine hydrobromide, 0.0065 mg.;
lium benzoate (preservative), 60 mg.; Alcohol, 3.8%.
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CLEAR
THERE'S A ROBITUSSIN FOR EVERY COUGHING NEEO

TRACT!
All the Robitussins contain gylceryl

g.uaiacolate, an outstanding expec-

torant agent that greatly increases

the output of lower respiratory tract

fluid. Increased RTF volume exerts a

demulcent effect on the tracheo-

bronchial mucosa, promotes ciliary

action, and makes thick, inspissated

mucus less viscid and easierto raise.

For coughs of colds and "flu"

ROBITUSSIN®
Each 5 cc. contains:

Glyceryl guaiacolate . . 100.0 mg.
Alcohol, 3.5%

Non-narcotic for 6-8 hr. cough control

ROBITUSSIN-DM®
Each 5 cc. contains:

Glyceryl guaiacolate . . 100.0 mg.
Dextromethorphan

hydrobromide .... 15.0 mg.

Alcohol, 1.4%

For unproductive allergic coughs

ROBITUSSIN A-C®
Each 5 cc. contains:

Glyceryl guaiacolate . . 100.0 mg.
Pheniramine maleate . . 7.5 mg.

Codeine phosphate . . . 10.0 mg.

(warning: may be habit forming)

Alcohol, 3.5%

Clears sinuses and nasal

stuffiness as it relieves cough

ROBITUSSIN-PE®
Each 5 cc. contains:

Glyceryl guaiacolate . . 100.0 mg.
Phenylephrine

hydrochloride. .... 10.0 mg.
Alcohol, 1.4%

Robitussin-DM in solid

form for “coughs on the go”

COUGH CALMERS™
Each Cough Calmer contains:

Glyceryl guaiacolate . . 50.0 mg.
Dextromethorphan

hydrobromide .... 7.5 mg.

Use this handy guide to pick the right formuiation for each coughing need

Robitussin Robitussin-DM Robitussin A-C Robitussin-PE Cough Calmers

Expectorant • • • • •

Demulcent • • • • •

Cough Suppressant • • •

Antihistamine •

Long-Acting (6-8 hours') • •

Nasal, Sinus Decongestant •

Non-narcotic • • • •

A. H. Robins Company, Richmond, Va. 23220
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His hearttellshim he’s an invalid.

Youknowhe’s not.

Photograph professionally posed.



Contraindications: History of sensitivity to meprobamate.

Important Precautions: Carefully supervise dose and
amounts prescribed, especially for patients prone to

overdose themselves. Excessive prolonged use has been
reported to result in dependence or habituation in suscep-
tible persons, as alcoholics, ex-addicts, and other severe
psychoneurotics. After prolonged excessive dosage,
reduce dosage gradually to avoid possibly severe withdrawal
reactions. Abrupt discontinuance of excessive doses has
sometimes resulted in epileptiform seizures.

Warn patients of possible reduced alcohol tolerance, with
resultant slowing of reaction time and impairment of

judgment and coordination.

Reduce dose if drowsiness, ataxia or visual disturbance
occurs: if persistent, patients should not operate vehicles
or dangerous machinery.

Side Effects include drowsiness, usually transient; if

persistent and associated with ataxia, usually responds to
dose reduction; occasionally concomitant CNS stimulants
(amphetamine, mephentermine sulfate) are desirable.
Allergic or idiosyncratic reactions are rare, but such
reactions, sometimes severe, can develop in patients
receiving only 1 to 4 doses who have had no previous
contact with meprobamate. Previous history of allergy may
or may not be related to incidence of reactions. Mild
reactions are characterized by itchy urticarial or
erythematous maculopapular rash, generalized or confined
to groin. Acute nonthrombocytopenic purpura with
cutaneous petechiae, ecchymoses, peripheral edema and
fever have been reported. One fatal case of bullous
dermatitis following intermittent use of meprobamate with
prednisolone has been reported. If allergic reaction
occurs, meprobamate should be stopped and not
reinstituted. Severe reactions, observed very rarely, include
angioneurotic edema, bronchial spasms, fever, fainting
spells, hypotensive crises (1 fatal case), anaphylaxis.

lyubdub lubadi
>nxiety is expected in the cardiovascular patient.

> little may even be desirable.

ut when anxiety is exaggerated . . . v^hen it

iterferes with sleep . . . when it aggravates

ardiovascular symptoms, your help may
e needed.

aturally, you’ll want to reassure the patient.

nd perhaps prescribe Equanil (meprobamate)

adjunctive therapy. It helps relieve anxiety

id tension specifically, yet gently.

Imost 15 years' use has shown that Equanil

usually well tolerated as well as effective,

de effects are generally limited to transient

'owsiness; serious, therapy-interrupting

de effects are rare.

stomatitis and proctitis (1 case) and hyperthermia. Treat
symptomatically as with epinephrine, antihistamine and
possibly hydrocortisone. Aplastic anemia (1 fatal case),

thrombocytopenic purpura, agranulocytosis and hemolytic

anemia have occurred rarely, almost always in presence of

known toxic agents. A few cases of leukopenia, usually

transient, have been reported on continuous administration.

Meprobamate may sometimes precipitate grand mal
attacks in patients susceptible to both grand and petit mal.

Extremely large doses can produce rhythmic fast activity

in the cortical pattern. Impairment of accommodation and
visual acuity has been reported rarely. After excessive

dosage for weeks or months, withdraw graduaily (1 or 2

weeks) to avoid recurrence of pretreatment symptoms
(insomnia, severe anxiety, anorexia). Abrupt discontinuance
of excessive doses has sometimes resulted in vomiting,

ataxia, tremors, muscle twitching and epileptiform

seizures. Prescribe very cautiously and in small amounts
for patients with suicidal tendencies. Suicidal attempts
have resulted in coma, shock, vasomotor and respiratory

collapse and anuria. Excessive doses have resulted in

prompt sleep; reduction of blood pressure, pulse and
respiratory rates to basal levels: and occasionally

hyperventilation. Treat with immediate gastric lavage and
appropriate symptomatic therapy. (CNS stimulants and
pressor amines as indicated.) Doses above 2400 mg./day
are not recommended.

Composition: Tablets, 200 mg. and 400 mg. meprobamate.
Coated Tablets, WYSEALS® EQUANIL (meprobamate)
400 mg. (All tablets also available in REDIPAK® [strip

pack], Wyeth.) Continuous-Release Capsules,
EQUANIL L-A (meprobamate) 400 mg.

Wyeth Laboratories Philadelphia, Pa.

Equanir
(meprobamate)
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Successful investors know the stock market
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Colorado Medical Society
OFFICERS—1969-70—Terms of Officers and Committeemen
expire at the Annual Session of the year indicated. Where no
year is indicated the term is for one year only and expires at
the 1970 Annual Session.

President: John M. Wood, Englewood.
President-elect: Marvin E. Johnson, Denver.
Vice President; Carl W. Swartz, Pueblo.

Treasurer: Edward B. Liddle, Colorado Springs, 1971.

Constitutional Secretary: James A. Henderson, Denver.
Delegates to the American Medical Association: Kenneth C.
Sawyer, Denver, Dec. 31, 1970; Gatewood Milligan, Engle-
wood, Dec. 31, 1971; Robert E. McCurdy, Denver, Dec. 31, 1971.

Alternate Delegates to the American Medical Association: Ray
G. Witham, Craig, Dec. 31, 1971; Marcia Curry, Denver, Dec.
31, 1971; Leo J. Nolan, Lakewood, Dec. 31, 1970.

Speaker, House of Delegates: Harlan B. Huskey, Grand Junc-
tion.

Vice Speaker, House of Delegates: Kenneth A. Kahn, Boulder.

Foundation Advocate: James P. Rigg, Sr., Grand Junction.

Historian: Richard W. Whitehead, Denver.
Historian Emeritus: Bradford Murphey, Denver.
Scientific Editor for Colorado and Chairman of the Editorial
Board, Rocky Mountain Medical Journal: Douglas W. Ma-
comber, Denver.

Assistant Scientific Editor for Colorado, Rocky Mountain
Medical Journal: Carl H. McLauthlin, Denver.
Executive Secretary: Dona’'^ ra-rev, 1809 E. 18th Avenue,
Denver, Office Telephone 399-1222 (303)

.

Montana Medici Association

OFFICERS—1969-70—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires
at the 1970 Annual Session.

President: Oscar A. Swenson, Sidney.

President-Elect: Richard L. Peterson, Hamilton.

Vice-President: John P. Pfaff, Jr., Great Falls.

Secretary-Treasurer: John A. Newman, Butte.

Assistant Secretary-Treasurer: Colvin H. Agnew, Billings.

Delegate to the A.M.A.: Herbert T. Caraway, Billings.

Alternate Delegate to the A.M.A.: Robert W. Thometz, Butte.

Executive Committee: Oscar A. Swenson, Sidney, Chairman;
Mark B. Listerud, Wolf Point; Herbert T. Caraway, Billings;
John A. Newman, Butte; Richard L. Peterson, Hamilton;
Robert P. Yost, Missoula; Robert W. Thometz, Butte; Alfred
M. Fulton, Billings: Albert L. Vadheim, Bozeman.
Scientific Editor, Rocky Mountain Medical Journal: Warren
D. Bowman, Jr., BiUings.

Associate Editor, Rocky Mountain Medical Journal: L. Russell
Hegland, Billings.

Executive Secretary: L. Russell Hegland, 1236 North 28th St.,

(P. O. Box 1692) Billings 59103. Office Telephone 259-2585.

Nevada State Medical Association
OFFICERS—1969-70—-Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires at
the 1970 Annual Session.

President: V. A. Salvadorini, Reno.

President-elect: V. E. Elliott, Fallon.

Secretary-Treasurer: John P. Sande, Reno.
Delegate to A.M.A.: Leslie A. Moren, Elko.

Alternate Delegate to A.M.A.: Kenneth E. Turner, Las Vegas.

Immediate Past President: Harry J. McKinnon, Jr., Las Vegas.

Scientific Editor for Nevada Rocky Mountain Medical Journal:
Harry J. McKinnon, Las Vegas.
Assistant Scientific Editor for Nevada, Rocky Mountain Med-
ical Journal: Wesley W. Hall, Reno.
Associate Editor, Rocky Mountain Medical Journal: Nelson B.
Neff, Reno.
Executive Secretary: Mr. Nelson B. Neff, 3660 Baker Lane.
Reno. Telephone 323-6788.

New Mexico Medical Society

OFFICERS—1969-70—Terms of officers and committeemen
expire at the Annual Session in the year indicated. Where
no year is indicated the term is for one year only and
expires at the 1970 Annual Session.

President: Hugh B. Woodward, Albuquerque.

President-Elect: Harry D. Ellis, Santa Fe.

Secretary-Treasurer: James R. Gay, Albuquerque.

Immediate Past President; Earl B. Flanagan, Carlsbad.

Speaker, House of Delegates: Ronald V. Dorn, Albuquerque.

Vice Speaker, House of Delegates: William J. Hossley, Deming.

Delegate to A.M.A.: Allan L. Haynes, Clovis.

Alternate Delegate to A.M.A.: Emmit M. Jennings, Roswell.

Scientific Editor for New Mexico, Rocky Mountain Medical
Journal: Marcus J. Smith, Santa Fe.

Assistant Scientific Editor for New Mexico; William S.

Curran, Albuquerque.

Associate Editor for New Mexico: Ralph R. Marshall, Albu-
querque.

Executive Secretary: Mr. Ralph R. Marshall, 3010 Monte Vista

Blvd., NE, Albuquerque; Telephone 265-8494, area code 505.

Utah State Medical Association

OFFICERS—1969-70—Terms of officers and committeemen ex-

pire at the Annual Session in the year Indicated. Where no

year is indicated the term is for one year only and expires

at the 1970 Annual Session.

President: John H. Rupper, Provo.

President-elect: Russell M. Nelson, Salt Lake City.

Secretary: Allan H. Barker, Salt Lake City.

Treasurer; Ralph C. Richards, Salt Lake City.

Past President: Homer E. Smith, Salt Lake City.

Delegate to A.M.A.: Drew M. Petersen, Ogden.

Alternate Delegate to A.M.A.: Merrill C. Daines, Logan.

Speaker, House of Delegates; William R. Christensen, Salt

Lake City.

Vic© Speaker, House of Delegates: Wm. Knox Fitzpatrick, Salt

Lake City.

Scientific Editor for Utah, Rocky Mountain Medical Journal:

Alan E. Lindsay, Salt Lake City.

Associate Editor, Rocky Mountain Medical Journal: Mr. Hoyt
W. Brewster, Salt Lake City.

Executive Secretary: Mr. Hoyt W. Brewster, 42 South Fifth

East St., Salt Lake City. Telephone EL. 5-7477.

Wyoming State Medical Society

OFFICERS—-1969-70—Terms of officers and committeemen ex-

pire at the Annual Session in the year indicated. Where no
year is indicated the term is for one year only and expires at

the 1970 Annual Session.

President: John J. Corbett, Casper.

President-elect: Fenworth M. Downing, Sheridan.

Vice President: William G. Erickson, Lander.

Secretary: Duane M. Kline, Cheyenne.

Treasurer: Donald F. Mahnke, Casper.

Delegate to AMA: Harlan B. Anderson, Casper.

Alternate Delegate to AMA: Thomas A. Nicholas, Buffalo.

Speaker of the House: Goode R. Cheatham, Jr., Casper.

Vice Speaker of the House; Norman R. Black, Cheyenne.

Scientific Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Francis A. Barrett, Cheyenne.

Associate Editor for Wyoming, Rocky Mountain Medical Jour-
nal: Mr. Robert Smith, Cheyenne.

Executive Secretary: Mr. Robert Smith, P. O. Box 1221, Chey-
enne, Wyoming 82001.
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WANT ADS
600-1,100 sq. ft. in the Cherry Hills Medical Arts Building
Complex at 3535 So. Lafayette St., Englewood, Colorado.

Minutes from two fine hospitals and the New Englewood Shop-
ping Center. Complex consists of 25 MDs, 6 DDSs. and labs, etc.
For information call (303t 761-2543. Evenings 985-1909, or write
Richardson & Co., 300 East Hampden, Englewood, Colorado
80110. 1269-5-lB

ANESTHESIOLOGY RESIDENCIES available—FuUy approved
two year program in 600 bed general hospital includes

neurosurgery, thoracic, and cardiovascular surgery. Annual
anesthetics administered—over 13,000. Stipend—$8,100 and
$9,300. Board and laundry. A. N. Heinrichs, M.D., Director,
Department of Anesthesia, Harris Hospital, 1300 West Can-
non, Fort Worth, Texas 76104. 169-8-12B

GENERAL SURGEON, Internist, and General Practitioner
needed for 7-man group in west-central Wyoming. Prefer

young men with military obligation completed; salary leading
to early partnership. Well-equipped facilities include a 65-bed
J.C.H.A. accredited county hospital. Progressive community,
new Junior College, area population 20,000; unlimited outdoor
recreational opportunities. Send resume and references to
Medical Director, Wind River Medical Group, 1202 East Jack-
son, Riverton, Wyoming 82501. 1169-2-2B

IMMEDIATE OPPORTUNITY for two general practitioners in
Tonopah, Nevada; a thriving community on highway from

Las Vegas to Reno. Community draws from population of 6,000
or more. Mining, ranching, tourism, nearest to A.E.C.’s two
Nevada test sites. County Physician and Health Officer po-
sition available. Write Chairman, Andrew Eason, Nye County
Commissioners, Tonopah, Nevada 89049. 1169-1-2B

WONDERFUL OPPORTUNITY for General Practitioner and
General Surgeon. New 25-bed Hill Burton Hospital, well

equipped, potential unlimited. Excellent Climate. I want to
retire. C. P. Austin, M.D. 201 South Main, Lordsburg, New
Mexico— (505) 542-3731. 1169-3-2

PATHOLOGY RESIDENCIES AND INTERNSHIPS available
in 600 bed general hospital. Fully approved four year pro-

gram in anatomical and clinical Pathology. Average annual
specimens and tests—348,587. Interns—$6,300; residents—$8,100
up. Board and laundry. Charles B. Mitchell, M.D., Director
of Laboratories, Harris Hospital, 1300 West Cannon, Fort
Worth, Texas 76104. 169-7-12B

SPECIALISTS NEEDED TO round out our comprehensive
health facilities in delightful medium-sized medically isolated

great plains community. We have surgeon and pediatrician.
Need internist, OB-GYN, ENT, eye, radiologist, urologist and
orthopedist. We need men willing to pioneer. Call collect or
write B.S. Bordman, M.D. 336-7423, Lamar, Colorado.

1269-2-3

ASSOCIATE WANTED in busy general practice. Lucrative
opportunity leading to full partnership. Dr. Harold E.

Gilman, 3405 Downing, Denver. 623-6171. 1269-3-3

AN EXCELLENT OPENING FOR GENERAL SURGICAL and
medical practice available now in the heart of Montana’s

hunting, fishing and skiing area. Office space available and
a progressive community offers excellent hospital facilities

and fine schools. For information call 406-322-5918 evenings, or
write P.O. Box 136-B, Columbus, Montana 59019. 1269-4-3

Newton Optical

Company
Caf'ering to

Medical Profession Patronage

309 16th Street

Denver 80202

CENTRALLY LOCATED
For the raedlcal and. dental professions

REPUBLIC BUILDING CORPORATION

Here, in the heart of down-
town Denver, the Republic Build-

ing is the best-known Medical-

Dental Center in the Rocky
Mountain West, complete with

24-hour operation, X-ray; patho-

logical and dental laboratories,

pharmacy, drug and supply

stores.

With the completion of the

new 500-car, self-service parking

facility, the Republic Building-
designed and operated for the

medical and dental professions—

offers the ultimate in patient-con-

venience and medical facilities.

Space is available. Ask for

illustrated brochure.

1624 TREMONT PLACE, DENVER, COLORADO 80202
PHONE 534-5271
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Need Some Privacy To Relax,

Yet Not Be Isolated?

• 15 minutes from Evergreen

• 40 minutes to Denver via 74 and 70

• Telephone and electricity available

• Magnificent view of Mt. Evans
to Castle Rock

• Numerous springs

• Abundant wildlife

• 20 to 200 acres

Call

Gil May & Co., Inc.

Evergreen 674-5544 or 674-4765

HOSPITAL

LIFE

DISABILITY

•

GROWING
WITH THE

ELEVEN

WESTERN STATES

ARTIFICIAL EYES
Plastic eyes and glass eyes

specially made to fit the most
difficult cases. An expert eye-

maker is in our office at all

times to give your patients the

satisfaction they must have.

In business since 1906.

Write or phone for full details.

DENVER OPTIC COMPANY
330 University Bidg. • 16th and Champa • 825-0229

Denver, Colorado 80202

THE EMORY JOHN BRADY HOSPITAL
401 Southgate Road COLORADO SPRINGS, COLORADO 80906 MElrose 4-8828

E. JAMES BRADY, M.D., Medical Director

For the care and treatment of Psychiatric disorders.

Individual and Group Psychotherapy and Somatic Therapies.

Occupational, diversional and outdoor activities.

X-ray, Clinical Laboratory and Electroencephalography.

CAMPBELL F. RICE, Superintendent

Francis A. O’Donnell, M.D.
Robert W. Davis, M.D.
Richard L. Conde, M.D.
Gilbert 0. Horn, M.D.
Paul A. Draper, M.D.
Charles W. McClellan, M.D.
James E. Edwards, M.D.
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now
he can
cope*4^

thanks to

SODIUM®

ISODiym ByiABARBIIAll

the ^^daytime sedative’’ for

everyday situational stress

When stress is situational—environmental pressure,

worry over illness—the treatment often calls for an
anxiety-allaying agent which has a prompt and
predictable calming action and is remarkably well

tolerated. Butisol Sodium (sodium butabarbital)

meets this therapeutic need.

After 30 years of clinical use . . . still a first choice

among many physicians for dependability, safety and
economy in mild to moderate anxiety.

Contraindications: Porphyria or sensitivity to

barbiturates.

Precautions: Exercise caution in moderate to severe

hepatic disease. Elderly or debilitated patients may
react with marked excitement or depression.

Adverse Reactions: Drowsiness at daytime sedative

dose levels, skin rashes, “hangover” and systemic

disturbances are seldom seen.

Warning: May be habit forming.

Usual Adult Dosage: As a daytime sedative,

15 mg. (H gr.) to 30 mg. (3^ gr.) t.i.d. or q.i.d.

Available for daytime sedation: Tablets, 15 mg. (14 gr.),

30 mg. pA gr.); Elixir, 30 mg. per 5 cc. (alcohol 7%).

BUTICAPS® [Capsules Butisol Sodium (sodium butabarbital)]

15 mg. (14 gr.), 30 mg. (H gr-)*

i McNEIL ) (I

McNeil Laboratories, Inc., Fort Washington, Pa, ,
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AUTHOR INDEX, VOLUME LXVI

Aldrete, J. Antonio, MD, Denver, Colorado, Thrombophlebitis
After Intravenous Infusion, 48 (April)

Allen, Adele, CT, Salt Lake City, Utah, Sputum of Chronic
Cigarette Smokers, 42 (Jan.)

Allen, John P., MD, Salt Lake City, Utah, Anabolism and
Growth in an Infant Receiving all Nutrients Intravenously,
34 (Jan.)

Babey, Andrew M., MD, Las Cruces, New Mexico, A Medical
Potpourri, 13 (Feb.), 82 (Sept.)

Balas, Robert F., PhD, Denver, Colorado, Hearing Aids and
“Nerve Deafness,” 53 (Feb.), Noise and Hearing, 53 (July)

Barnet, Robert J., MD, Reno, Nevada, Vagaries of Coronary
Artery Disease, 49 (June)

Barrett, Francis A., MD, Cheyenne, Wyoming, Surgical Con-
sequences of Vomiting, 31 (July)

Batdorf, John W., MD, Las Vegas, Nevada, Civilian Casualties
in Vietnam, 45 (March)

Bennett, Joseph R., MD, Lake Forest, 111., Splenic Hyper-
tension in Pancreatitis, 29 (August)

Berenson, Gerald S., MD, New Orleans, Louisiana, Myocardial
Infarction, 41 (April), Concepts of Connective Tissue, 57 (July)

Best, LaVar G. PhD, Denver, Colorado, Cryosurgery for
Control of Vertigo, 27 (Oct.)

Bourne, Ha! H., MD, Salt Lake City, Utah, Vesicoureteral
Reflux in Children, 31 (Jan.)

Boyden, Frederic M., MD, Reno, Nevada, Lipid Injections
with Roentgenographic Features, 41 (March)

Brown, R. O., MD, Casper, Wyoming, Hodgkins Disease, 39
(July)

Buesseler, John A., MD, Columbia, Missouri, Medicare Ad-
ministrative Alternatives, Prospects and Trends, 46 (June)

Buker, Richard S., Jr., MD, Chester, Montana, North American
Loxoscelism, 57 (May)

Cammack, Kirk V., MD, Las Vegas, Nevada, Civilian Cas-
ualties in Vietnam, 45 (March)

Campbell, Thomas J., MD, Missoula, Montana, Intraperitoneal
Blood Transfusion in Infants, 61 (May)

Carlisle, James H., MD, Denver, Colo,, Operative Needle
Cholangiography, 54 (Nov.)

Chemodurow, Theodore, MD, Billings, Montana, Transactional-
Semantic Psychotherapy, 37 (May)

Connell, John R., MD, Denver, Colorado, Babies, Dehydration
and .Aspirin, 57 (Oct.)

Crosbie, Stanley, MD, Denver, Colo., Abortion and Euthanasia,
41 (Nov.)

Curran, William S., MD, Albuquerque, New Mexico, Medical
Conference from the University of New Mexico School of Med-
icine, 58 (Feb.), 60 (April), 37 (August), 55 (Sept.), 62 (Nov.)

Davies, Hywel, MD, Denver, Colo., Homograft Cardiac Replace-
ment In Man, 47 (Nov.)

Davis, Hugh L., Jr., MD, Madison, Wisconsin, Hemangiosar-
coma of the Breast, 49 (June)

Davis, William A., MD, Grand Junction, Colorado, Regional
Medical Programs; What They Can Do For You, 45 (August)

de Jong, Rudolph H., MD, Seattle, Washington, Reaction to
Local Anesthetics, 37 (Dec.)

Doan, Howard W., MD, Denver, Colo., The Colorado-Wyoming
Regional Medical Program, 29 (June)

Du Val, Merlin K., MD, Tucson, Arizona, Pancreatitis, 46 (July)

Ebaugh, Franklin G., MD, Denver, Colorado, Masculinity and
Femininity, 47 (Oct.)

Edwards, Charles B., MD, Salt Lake City, Utah, Anabolism
and Growth in an Infant Receiving All Nutrients Intravenously,
34 (Jan.)

Eiseman, Ben, MD, Denver, Colo., Operative Needle Cholan-
giography, 54 (Nov.)

Ellsworth, Homer S., MD, Salt Lake City, Utah, What Is the
Yield from Pelvic Endoscopy, 38 (Jan.)

Flanagan, E. B., MD, Carlsbad, New Mexico, Presidential
Address, 27 (Sept.)

Fleming, Eugene, BA, Grand Junction, Colorado, Colorado
Guide to Resources for the Visually Handicapped, 31 (Oct.)

Fletcher, Dean C., MD, Reno, Nevada, A Comparative Study of
Blood Alcohol Testing Devices, 37 (March)

Franzblau, A. H., MD, Carlsbad, New Mexico, Cyst of the
Seminal Vesicle, 33 (Sept.)

Fullmer, Cyril D., MD, Salt Lake City, Utah, Sputum of
Chronic Cigarette Smokers, 42 (Jan.), Carcinoma of Cervix,
55 (Jan.)

Gallagher, John Q., MD, Denver, Colorado, Survival—Physi-
ologic and Psychologic Aspects, 23 (Oct.)

Geil, Carol C., MD, Albuquerque, New Mexico, Post-strepto-
coccal Acute Glomerulonephritis, 75 (Sept.)

Gooder, R. B., MD, Casper, Wyoming, Our Drug Thing, 44
(July)

Gould, Leslie H., MD, Reno, Nevada, Mental Health Services
to Sparsely Populated Areas, 31 (March)

Grizzle, Claude O., MD, Cheyenne, Wyoming, Lindane Induced
Neuropathy, 42 (July), The Wyoming Doctor, 65 (July)

Habein, Harold E., Jr., MD, Billings, Montana, Subclavian
Artery Trauma, 33 (May)

Hansen, James E,, MD, Salt Lake City, Utah, The Chronically
Draining Ear, 51 (Jan.)

Harden, Bernard L., MD, Oakland, Calif., Pseudocyst of the
Ureter, 61 (Sept.)

Harris, John W., MD, Salt Lake City, Utah, What Is the
Yield from Pelvic Endoscopy, 38 (Jan.)

Hayes, Mark A., MD, New Haven, Connecticut, Renal Function
During Infrarenal Cross-Clamping of the Aorta, 50 (July)

Hebertson, Richard M., MD, Salt Lake City, Utah, Cancer of
the Cervix in Utah, 39 (June!

Heise, Herman A., MD, Arvada, Colo., Breath and Urine
Alcohol, 37 (June)

Herrmann, Jurgen, MD, Boulder, Montana, Craniosynostosis
and Craniosynostosis Syndromes, 45 (May)

Hodgin, Ulton G., Jr., MD, Albuquerque, New Mexico, Cystitis
Due to Candida Pseudotropicalis, 30 (Sept.)

Jacobson, David P., MD, Missoula, Montana, Holding Aid to
Leg Cast Application 44 (May)

Jenson, Conrad B., MD, Salt Lake City, Utah, Cancer of the
Lung in Utah, 47 (Jan.)

Kern, Beverly, MD, Salt Lake City, Utah, Anabolism and
Growth in an Infant Receiving All. Nutrients Intravenously,
34 (Jan.)

Kilgore, William R., MD, Albuquerque, New Mexico, Post-
streptococcal Acute Glomerulonephritis, 75 (Sept.)

Knight, Joseph A., MD, Salt Lake City, Utah, In Situ Carci-
noma of Cervix, 55 (Jan.)

Korbitz, Bernard C., MD, Madison, Wisconsin, Hemangiosar-
coma of the Breast, 49 (June)

Kovarik, Joseph L., MD, Denver, Colorado, IPPB in Surgical
Patients, 33 (Dec.)

Kralewski, John Edward, Denver, Colorado, Group Practice
of Medicine, 35 (Feb.)

Kriss, N., MD, Geneva, N. Y., Tomography in Some Ortho-
pedic Problems, 44 (Feb.)

Lee, Richard V., MD, Chester, Montana, North American
Loxoscelism, 57 (May)

Lenz, Theodore R., MD, Pueblo, Colorado, Gastric Varices, 51
(Feb.)

Levy, Walter J., MD, Santa Fe, New Mexico, A Study of the
Refractive State of a Group of American Pueblo Indians, 40

(Sept.)

Lindsay, Alan E., MD, Salt Lake City, Utah, What’s the
Rhythm?, 58 (Jan.), 66 (April), 60 (August), 56 (Oct.)

Looby, William E., MD, Pueblo, Colorado, Splenic Hsrperten-
sion in Pancreatitis, 29 (August)

Losee, Ronald E., MD, Ennis, Montana, Extremity Surgery
Upon the Mentally Retarded, 23 (May)
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Magill, Charles D., MD, Denver, Colorado, The Aggravated
EMG, 32 (August)

McKay, Lester M., Reno, Nevada, Air Pollution Build-up in

Populated Areas, 49 (March)

McQuarrie, Howard G., MD, Salt Lake City, Utah, What Is

the Yield from Pelvic Endoscopy, 38, (Jan.)

Metz, Michael J., MS, Denver, Colorado, Cryosurgery for

Control of Vertigo, 27 (Oct.)

Mishler, Alan J., MD, Pueblo, Colorado, Frontal Lobe Glioma
Presenting as Meningitis, 51 (August)

Mortimer, E. A., Jr., MD, Albuquerque, New Mexico, Post-
streptococcal Acute Glomerulonephritis, 75 (Sept.)

Mowry, Frank M., MD, Albuquerque, New Mexico, Arterio-

venous Fistula—A Complication of Surgery of Intervertebral

Disc, 37 (Sept.)

Neff, Thomas A., MD, Denver, Colorado, Chronic Beryllium
Disease, 52 (Oct.)

Nelson, Woodrow, MD, Great Falls, Montana, Anomalies of

the Gallbladder, 62 (May)

Nielsen, Talmage W., MD, Salt Lake City, Utah, Anabolism
and Growth in an Infant Receiving All Nutrients Intrave-

nously, 34 (Jan.)

Olds, John W., MD, Albuquerque, New Mexico, Post-strepto-

coccal Acute Glomerulonephritis, 75 (Sept.)

Olsen, Anthony, MD, Cheyenne, Wyoming, The Wyoming Doc-
tor, 65 (July)

Opitz, John M., MD, Boulder, Montana, Craniosynostosis and
Craniosynostosis Syndromes, 45 (May)

Ordonez, J. Hernando, MD, Bogota, Colombia, Physiological
Observations in Residents of Bogota, Colombia, Altitude 8,700

Feet, 33 (April)

Overy, Hugh, MD, Denver, Colo., Homograft Cardiac Replace-
ment in Man, 47 (Nov.)

Pallister, Philip D., MD, Boulder, Montana, Extremity Sur-
gery Upon the Mentally Retarded, 23 (May), Craniosynostosis
and Craniosynostosis Syndromes, 45 (May)

Pappas, George, MD, Denver, Colo., Homograft Cardiac Valve
Replacement in Man, 47 (Nov.)

Parker, R, S., MS, Cheyenne, Wyoming, The Wyoming Doctor,
65 (July)

Pear, Bert Lincoln, MD, Denver, Colorado, Lipid Injections
with Roentgenographic Features, 41 (March)

Peterson, Kenneth M., MD, Poplar, Montana, North American
Loxoscelism, 57 (May)

Petty, Thomas L., MD, Denver, Colo,, Ambulatory Therapy
for Chronic Airway Obstruction, 29 (April), Chronic Beryllium
Disease, 52 (Oct,)

Pirkey, Will P., MD, Denver, Colorado, Hearing Aids and
“Nerve Deafness,” 53 (Feb.)

Pomerantz, Marvin, MD, Denver, Colo., Operative Needle
Cholangiography, 54 (Nov.)

Powers, Ace Gibson, MD, Albuquerque, New Mexico, Pseudo-
cyst of the Ureter, 61 (Sept.)

Pressman, Ann E., MD, Albuquerque, New Mexico, Post-
streptococcal Acute Glomerulonephritis, 75 (Sept.)

Pyle, Richard R., MD, Albuquerque, New Mexico, Atrial Fibril-
lation with Transient Complete A-V Block in Myocardial In-
farction, 51 (Sept.)

Ramirez, Guillermo, MD, Madison, Wisconsin, Hemangiosar-
coma of the Breast, 49 (June)

Ratzer, Erick R., MD, Denver, Colorado, Tumor Conference
from the University of Colorado Medical Center, 55 (April),
55 (August), 43 (Oct.)

Reckling, Walter E., MD, Cheyenne, Wyoming, Surgical Con-
sequences of Vomiting, 31 (July)

Rehman, Abdul, MD, Pueblo, Colorado, Splenic Hypertension
in Pancreatitis, 29 (August)

Rest, Arthur, MD, Denver, Colo., Occult Dung Carcinoma, 29
(Nov.)

Ridley, Robert W., MD, Grand Junction, Colorado, Colorado
Guide to Resources for the Visually Handicapped, 31 (Oct.)

Roberts, David L., DJD, Reno, Nevada, A Comparative Study
of Blood Alcohol Testing Devices, 37 (March)

Rork, Larry E., MD, Denver, Colorado, Plant Poisoning in a
ChUd, 47 (Feb.)

Shoop, Jon D., MD, Albuquerque, New Mexico, Liver Hema-
toma, 52 (April)

Short, J. Gordon, MD, Salt Lake City, Utah, Sputum of Chronic
Cigarette Smokers, 42 (Jan.)

Simon, Robert, MD, Denver, Colo., Oi>erative Needle Cholan-
giography, 54 (Nov.)

Skroch, Eugene F., MD, Madison, Wisconsin, Hemangiosarcoma
of the Breast, 49 (June)

Slater, Paul V., MD, Cheyenne, Wyoming, Renal Function Dur-
ing Infrarenal Cross-Clamping of the Aorta, 50 (July)

Smalley, Robert H., MD, Albuquerque, New Mexico, Hereditary
Onycho-Osteodysplasia, 73 (Sept.)

Smart, Charles R., MD, Salt Lake City, Utah, Cancer of the
Lung in Utah, 47 (Jan.), Cancer of the Cervix in Utah, 39
(June)

Smith, Charles S., MD, Albuquerque, New Mexico, Acute In-
termittent Porphyria, 43 (Sept.)

Smith, Marcus J., MD, Santa Fe, New Mexico, Shadow or
Substance, 69 (April)

Stephenson, Henry N., Newcastle, Wyoming, Presidential Ad-
dress—Wyoming State Medical Society, 53 (Nov.)

Stone, Rodney A., MD, Salt Lake City, Utah, What Is the
Yield from Pelvic Endoscopy, 38 (Jan.)

Swanson, Jack T., BS, Denver, Colorado, Thrombophlebitis
After Intravenous Infusion, 48 (April)

Tabor, James R., MD, Denver, Colorado, Cryosurgery for
Control of Vertigo, 27 (Oct.)

Tanney, Herbert, MD, Beverly Hills, Calif., Essential Hyper-
tension, 43 (June)

Teitelbaum, Daniel T., MD, Denver, Colorado, Vegetable Oil
Aerospray Intoxication, 62 (Oct.)

Thamarus, Warren E., Jr., MD, Missoula, Montana, Intra-
peritoneal Blood Transfusion in Infants, 61 (May)

Theurer, Henry A., Jr., MD, Salt Lake City, Utah, In Situ
Carcinoma of Cervix, 55 (Jan.)

Thompson, Richard E., MD, Westminster, Colorado, The Race
of Dust and Heat, 63 (Oct.)

Thormann, Jochen, MD, Albuquerque, New Mexico, Atrial Fi-
brillation with Transient Complete A-V Block in Myocardial
Infarction 51 (Sept.)

Vaughan, Judith B., MD, Albuquerque, New Mexico, Maternal
Deaths in New Mexico, 1956-1966, 65 (Sept.)

Verhave, Jacobus H., MD, Clovis, New Mexico, Non-Diagnostic
or “Normal” Electrocardiogram After Multiple Myocardial
Infarctions, 37 (April)

Wajszczuk, Waldemar J., MD, Albuquerque, New Mexico,
Arteriovenous Fistula—A Complication of Surgery of Inter-
vertebral Disc, 37 (Sept.), Atrial Fibrillation with Transient
Complete A-V Block in Myocardial Infarction, 51 (Sept.)

Walker, Kenneth, CT, Salt Lake City, Utah, Sputum of Chronic
Cigarette Smokers, 42 (Jan.)

Walker, Warren H., MD, Denver, Colorado, Homosexuality

—

Current Concepts and Attitudes, 42 (Feb.)

WaU, Francis J., PhD, Albuquerque, New Mexico, A Study of
the Refractive State of a Group of American Pueblo Indians,
40 (Sept.)

Weitzner, Stanley, MD, Albuquerque, New Mexico, Metastatic
Plasma (iell Myeloma in Testis, 48 (Sept.)

Werkman, Sidney L., MD, Denver, Colo., “What Next?”—

,

32, (Nov.)

Whang, Robert, MD, Albuquerque, New Mexico, Hypergly-
cemic, Hyperosmolar Coma, 80 (Sept.)

Whitcomb, John G., MD, Albuquerque, New Mexico, Arteri-
ovenous Fistula—A Complication of Surgery of Intervertebral
Disc, 37 (Sept.)

Wilson, Angus K., MD, Salt Lake City, Utah, The Lumbo-
sacral Angle: Criterion for Employability, 38 (Oct.)

Wolfel, Donald A., MD, Albuquerque, New Mexico, Hereditary
Onycho-Osteodysplasia, 73 (Sept.)

Wood, John M., MD, Englewood, Colorado, Remarks of In-
coming President—Colorado Medical Society, 59 (Nov.)
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SUBJECT INDEX, VOLUME LXVI

Abortion and Euthanasia, 41 (Nov.) (Crosbie)

Abstracts of Scientific Papers from Utah Annual Meeting, 14

(August)

Abuse, A Letter to My Congressman, 27 (August) (Editorial)

Acute Intermittent Porphyria, 43 (Sept.) (Smith)

Aggravated EMG, The, 32 (August) (Magill)

Air Pollution Build-up in Populated Areas, 49 (March) (Mc-
Kay)

Airway Obstruction, Ambulatory Therapy for Chronic, 29
(April) (Petty)

Alcohol, Breath and Urine, 37 (June) (Heise)

AMA Annual Convention, 22 (May) (Editorial)

AMA’s 1969 Clinical Convention Set for Nov. 30-Dec. 3 in Den-
ver, 28 (Nov.) (Editorial)

Ambulatory Therapy for Chronic Airway Obstruction, 29
(April) (Petty)

Anabolism and Growth in an Infant Receiving All Nutrients
Intravenously, 34 (Jan.) (Allen, Edwards, Nielsen, Kern)

Anesthesia in the Intermountain States, 23 (April) (Editorial)

Anesthetics, Reactions to Local, 37 (Dec.) (de Jong)

Anomalies of the Gallbladder, 62 (May) (Nelson)

Arteriovenous Fistula—A Complication of Surgery of Inter-
vertebral Disc, 37 (Sept.) (Wajszczuk, Mowry, Whitcomb)

Artery Trauma, Subclavian, 33 (May) (Habein)

Aspirin, Babies, Dehydration and, 57 (Oct.) (Connell)

Atrial Fibrillation with Transient Complete A-V Block in
Myocardial Infarction, 51 (Sept.) (Thormann, Wajszczuk, Pyle)

Attractive Avocation for the Doctor and His Family, An.
29 (Jan.) (Editorial)

Babies, Dehydration and Aspirin, 57 (Oct.) (Connell)

Beryllium Disease, Chronic, 52 (Oct.) (Neff, Petty)

Blood Alcohol Testing Devices, A Comparative Study of, 37
(March) (Roberts, Fletcher)

Book Corner, 65 (Jan.), 80 (Feb.), 64 (Mar.), 89 (Apr.), 85
(May), 79 (June), 24 (July), 16 (Aug.), 93 (Sept.), 73 (Nov.),
50 (Dec.)

Breath and Urine Alcohol, 37 (June) (Heise)

Cancer of the Lung in Utah, 47 (Jan.) (Jenson, Smart)

Carcinoma of Cervix, In Situ, 55 (Jan.) (Knight, Fullmer,
Theurer)

Carcinoma, Occult Lung, 29 (Nov.) (Rest)

Cardiac Valve Replacement in Man, Homograft, 47 (Nov.)
(Pappas, Overy, Davies)

Cholangiography, Operative Needle, 54 (Nov.) (Simon, Carlisle,
Pomerantz, Eiseman)

Chronic Beryllium Disease, 52 (Oct.) (Neff, Petty)

Chronically Draining Ear, The, 51 (Jan.) (Hansen)

Cigarette Smokers, Sputum of Chronic, 42 (Jan.) (Fullmer,
Short, Allen, Walker)

Civilian Casualties in Vietnam, 45 (March) (Batdorf, Cam-
mack)

Colorado, 63 (Jan.), 56 , 64 (Mar.), 76 (Apr.), 72 (May), 61
(June), 71 (July), 62 (Aug.), 91 (Sept.), 69 (Nov.), 48 (Dec.)

Colorado, Extended Care Facilities in, 56 (March)

Colorado Guide to Resources for the Visually Handicapped, 31
(Oct.) (Fleming, Ridley)

Colorado Medical Society Annual Meeting, 8 (August)

Colorado-Wyoming Regional Medical Program, The, 29 (June)
(Doan)

Colorado-Wyoming Science Fair, 28 (July) (Editorial)

Colorado-Wyoming Science Fair Award Winners, 83 (June)
22 (July)

Comparative Study of Blood Alcohol Testing Devices, A, 37
(March) (Roberts, Fletcher)

Concepts of Connective Tissue, 57 (July) (Berenson)

Contribution by a Medical Student, 24 (Sept.) (Editorial)

COOPERATIVE TUMOR REGISTRY,
Cancer of the Cervix in Utah, 39 (June) ( Hebertson, Smart)
Cancer of the Lung in Utah, 47 (Jan.) (Jenson, Smart)

Coronary Artery Disease, Vagaries of, 54 (June) (Barnet)

Craniosynostosis and Craniosynostosis Syndromes, 45 (May)
(Hermann, Pallister, Opitz)

Cryosurgery for Control of Vertigo, 27 (Oct.) (Tabor, Best,
Metz)

Cyst of the Seminal Vesicle 33 (Sept.) (Franzblau)

Cystitis Due to Candida Pseudotropicalis, 30 (Sept.) (Hodgin)

Doctor in the House? Sometimes!, A, 28 (March) (Editorial)

Ear, Chronically Draining, The, 51 (Jan.) (Hansen)

Electrocardiogram After Multiple Myocardial Infarctions, Non-
Diagnostic or "Normal,” 37 (April) (Verhave)

Emergency Physicians Form a National Organization, 21 (Oct.)
(Editorial)

EMG, The Aggravated, 32 (August) (Magill)

Equalizer, The, 26 (April) (Editorial)

Essential Hypertension, 43 (June) (Tanney)

Euthanasia, Abortion and, 41 (Nov.) (Crosbie)

Extremity Surgery Upon the Mentally Retarded, 23 (May)
(Losee, Pallister)

Frontal Lobe Glioma Presenting as Meningitis, 51 (August)
(Mishler)

Gallbladder, Anomalies of the, 62 (May) (Nelson)

Gastric Varices, 51 (Feb.) (Lenz)

Glomerulonephritis, Post-streptococcal Acute, 75 (Sept.) (Geil,
Kilgore, Olds, Pressman, Mortimer)

Gout, About, 62 (Nov.) (Curran)

Group Practice of Medicine, 35 (Feb.) (Kralewski)

Hearing Aids and “Nerve Deafness,” 53 (Feb.) (Balas, Pirkey)

Hearing, Noise and, 53 (July) (Balas)

Hemangiosarcoma of the Breast, 49 (June) (Davis, Skroch,
Ramirez, Korbitz)

Hematoma, Liver, 52 (April) (Shoop)

Hereditary Onycho-Osteodysplasia, 73 (Sept.) (Smalley, Wolfel)

High Cost of Medical Care—Who is Responsible?, The, 23 (Dec.)
(Editorial)

Hodgkin’s Disease, 39 (July) (Brown)

Holding Aid to Leg Cast Application, 44 (May) (Jacobson)

Homograft Cardiac Valve Replacement in Man, 47 (Nov.)
(Pappas, Overy, Davies)

Homosexuality—Current Concepts and Attitudes, 42 (Feb.)
(Walker)

How to Get Paid for Treating Military Patients, 14 (April)

Hyperglycemic, Hyperosmolar Coma, 80 (Sept.) (Whang)

Hypertension, Essential, 43 (June) (Tanney)

Impending Crisis in Medical Care, 27 (Nov.) (Editorial)

In Situ Carcinoma of Cervix, 55 (Jan.) (Knight, Fullmer,
Theurer)

Intraperitoneal Blood Transfusion in Infants, 61 (May) (Camp-
bell, Thamarus)

IPPB in Surgical Patients, 33 (Dec.) (Kovarik)

It’s What’s Happening, Baby, Like in Medicine, 21 (May) (Edi-
torial)

Letters to the Editor, 3 (Jan.), 4 (July), 19 (Aug.), 3 (Sept.),

5 (Oct.), 3 (Dec.)

Lindane Induced Neuropathy, 42 (July) (Grizzle)

Lipid Injections with Roentgenographic Features. 41 (March)
(Boyden, Pear)

Liver Hematoma, 52 (April) (Shoop)

Loxoscelism, North American, 57 (May) (Lee, Buker, Peter-
son)
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Lumbosacral Angle: Criterion for Employability, The, 38 (Oct.)

(Wilson)

Lung Carcinoma, Occult, 29 (Nov.) (Rest)

Masculinity and Femininity, 47 (Oct.) (Ebaugh)

Maternal Deaths in New Mexico, 1956-1966, 65 (Sept.)

(Vaughan)

Medical Care in Argentina, 21 (Oct.) (Editorial)

Medical Care, Impending Crisis in, 27 (Nov.) (Editorial)

MEDICAL CONFERENCE FROM THE UNIVERSITY OF NEW
MEXICO SCHOOL OF MEDICINE, (Edited by William S.

Curran, MD)
Sudden Onset of ESpilepsy in Middle Age, 58 (Feb.)

Acute Peripheral Neuropathy, 60 (April)

A Puzzling Case of Heirt Failure, 37 (August)
Hypergammaglobulinemia in a Young Woman, 55 (Sept.)

About Gout, 62 (Nov.)

Medical Conference from the University of New Mexico School
of Medicine—About Gout, 62 (Nov.) (Curran)

Medical Conferences, New Mexico Style, 32 (Feb.) (Editorial)

Medical Picture in Equador, 25 (June) (Editorial)

Medical School Notes, 64 (Jan.), 84 (Feb.), 69 (Mar.), 77 (Apr.),

84 (May), 78 (June), 24 (July), 68 (Aug.), 92 (Sept.), 74 (Oct.),

74 (Nov.)

Medical Teaching in Perspective, 31 (Feb.) (Editorial)

Medicare Administrative Alternatives, Prospects and Trends,
4$ (June) (Buesseler)

Meetings, 3 (Jan.), 88 (Feb.), 65 (Mar.), 83 (Apr.), 71, 76 (May),
6 (June), 21 (July), 64 (Aug.), 94 (Sept.), 73 (Oct), 75 (Nov.),

52 (Dec.)

Meningitis, Frontal Lobe Glioma Presenting as, 51 (August)
(Mishler)

Mental Health Services to Sparsely Populated Areas, 31
(March) (Gould)

Mentally Retarded, Extremity Surgery Upon the, 23 (May)
(Losee, Pallister)

Metastatic Plasma Cell Myeloma in Testis, 48 (Sept) (Weitz-
ner)

Method of Transporting Auto Accident Victims Back to Road
Level, 27 (April) (Editorial)

Montana, 63 (Jan.), 70 (Feb.), 63 (Mar.), 72 (May), 62 (Aug.),
72 (Nov.)

Montana Medical Association Annual Meeting, 6 (August)

Montana, Special Issue (May)

Myeloma in Testis, Metastatic Plasma Cell, 48 (Sept.) (Weitz-
ner)

Myocardial Infarction 41 (April) (Berenson)

Myocardial Infarction, Atrial Fibrillation with Transient Com-
plete A-V Block in, 51 (Sept.) (Thormann, Wajszczuk, Pyle)

Myocardial Infarctions, Non-Diagnostic or "Normal” Electro-
cardiogram After Multiple, 37 (April) (Verhave)

Narration, 26 (June) (Editorial)

National Affairs, 73 (Feb.), 67 (Oct.)

Neuropathy, Lindane Induced, 42 (July) (Grizzle)

Nevada, 58 (Mar.), 41 (Dec.)

Nevada, Proceedings of the House of Delegates, 58 (March)
Nevada, Special Issue (March)
Nevada State Medical Association Annual Meeting, 10 (Au-
gust)

New Mexico, 72, 73 (Apr.), 71 (July), 84 (Sept.)

New Mexico Medical Society Annual Meeting, 72 (April)

New Mexico, Proceedings of the House of Delegates, 73
(April), 84 (Sept.)

New Mexico, Special Issue (Sept.)

Noblesse Oblige, 25 (Dec.) (Editorial)

Noise and Hearing, 53 (July) (Balas)

Non-Diagnostic or “Normal” Electrocardiogram After Multi-
ple Myocardial Infarctions, 37 (April) (Verhave)
North American Loxoscelism, 57 (May) (Lee, Buker, Peter-
son)

Obituaries, 68 (Jan.), 83 (Feb.), 70 (Mar.), 87 (Apr.), 73 (May),
67 (Jime), 71 (July), 68 (Aug.), 93 (Sept.), 75 (Oct.), 73 (Nov.),
50 (Dec.)

Occult Lung Carcinoma, 29 (Nov.) (Rest)

Officers Page, 70 (Jan.), 92 (Feb.), 82 (Mar.), 93 (Apr.), 90
(May), 84 (June), 72 (July), 70 (Aug.), 85 (Oct.), 77 (Nov.),
63 (Dec.)

Onycho-Osteodysplasia. Hereditary, 73 (Sept.) (Smalley,

Operative Needle Cholangiography, 54 (Nov.) (Simon, Carlisle,
Pomerantz, Elseman)

Our Drug Thing, 44 (July) (Gooder)

Our Permissive Society, 27 (Jan.) (Editorial)

Pancreatitis, 46 (July) (Du Val)

Pancreatitis, Splenic Hypertension in, 29 (August) (Looby,
Bennett, Rehman)
Pelvic Endoscopy, What Is the Yield from, 38 (Jan.) (Harris,
McQuarrie, Ellsworth, Stone)

Physician of Today—^A Leading Citizen, The, 28 (Jan.) (Edi-
torial)

Physiological Observations in Residents of Bogota, Colombia,
Altitude 8,700 feet, 33 (AprU) (Ordonez)

Picture of Bewilderment, 26 (April) (Editorial)

Plant Poisoning in a Child, 47 (Feb.) (Rork)

Porphyria, Acute Intermittent, 43 (Sept.) (Smith)

Post-streptococcal Acute Glomerulonephritis, 75 (Sept.) (GeU,
Kilgore, Olds, Pressman, Mortimer)

Potpourri, 13 (Feb.), 82 (Sept.) (Babey)

Presidential Address, 27 (Sept.) (Flanagan)

Presidential Address—Wyoming State Medical Society, S3
(Nov.) (Stephenson)

Primitive Wisdom, 27 (August) (Editorial)

Problems in Poisoning, Vegetable Oil Aerospray Intoxication,
62 (Oct.) (Teitelbaum)

Pseudocyst of the Ureter, 61 (Sept.) (Powers)
Psychotherapy, Transactional-Semantic, 37 (May) (Chemo-
durow)
Public Health—The Changing Scene, 28 (Jan.) (Editorial)

Publication Rules and Regulations, 24 (Dec.) (Editorial)

Race of Dust and Heat, The, 63 (Oct.) (Thompson)

Reactions to Local Anesthetics, 37 (Dec.) (de Jong)

Regional Medical Programs: What They Can Do for You, 45
(August) (Davis)

Reflections of a Clergyman on Patient-Pastor Interaction, 27,

(Dec.) (Plummer)

Remarks of Incoming President—Colorado Medical Society,
59 (Nov.) (Wood)

Reminiscing, 29 (July) (Editorial)

Renal Function During Infrarenal Cross-Clamping of the
Aorta, 50 (July) (Slater, Hayes)

Reno Surgical Society Meeting, 74 (July)

Rocky Mountain Cancer Conference, 60 (June)

Rocky Mountain Medical Conference, 69 (June)

Rubella Vaccine Recommendations, 30 (Dec.) (AMA Council on
Environmental and Public Headth)

Seminal Vesicle, Cyst of the, 33 (Sept.) (Franzblau)

Shadow or Substance, 69 (AprU) (Smith)

Special Issue for 1969, 27 (March) (Editorial)

Splenic Hjfpertension in Pancreatitis, 29 (August) (Looby, Ben-
nett, Rehman)
Sputum of Chronic Cigarette Smokers, 42 (Jan.) (Fullmer,
Short, Allen, Walker)

Study of the Refractive State of a Group of American Pueblo
Indians, A, 40 (Sept.) (Levy, WaU)
Subclavian Artery Trauma, 33 (May) (Habein)

Surgical Consequences of Vomiting, 31 (July) (Barrett, Reck-
ling)

Survival—Physiologic and Psychologic Aspects, 23 (Oct.) (Gal-
lagher)

Thanks to a Friend, 27 (July) (Editorial)

Thrombophlebitis After Intravenous Infusion, 48 (AprU)
(Swanson, Aldrete)

Time of Change and Challenge, A, 27 (March) (Editorial)

Tomography in Some Orthopedic Problems, 44 (Feb.) (Kriss)

Transactional-Semantic Psychotherapy, 37 (May) (Chemodu-
row)

Transfusion in Infants, Intraperitoneal Blood, 61 (May) (Camp-
bell, Thamarus)

Troubles with Medical Education, 30 (July) (Editorial)

Tumor Conference from the University of Colorado Medical
Center (Edited by Erick R. Ratzer, MD) 65 (April), 55
(August), 43 (Oct.)

Twilight or Dawn, 27 (July) (Editorial)
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University of New Mexico School of Medicine—A Progress
Report, 23 (Sept.) (Editorial)

Ureter, Pseudocyst of the, 61 (Sept.) (Powers)

Utah, 62 (June)

UTAH, Proceedings of the House of Delegates, 62 (June)

Utah, Special Issue (Jan.)

Utah State Medical Association Annual Meeting, 12 (August)

Vagaries of Coronary Artery Disease, 54 (June) (Barnet)

Valve Replacement in Man, Homograft Cardiac, 47 (Nov.)
(Pappas, Overy, Davies)

Varices, Gastric, 51 (Feb.) (Lenz)

Vesicoureteral Reflux in Children, 31 (Jan.) (Bourne)

Visually Handicapped, Colorado Guide to Resources for the,
31 (Oct.) (Fleming, Ridley)

Vomiting, Surgical Consequences of, 31 (July) (Barrett, Reck-
ling)

Washington Scene, 65 (Jan.), 16 (Feb.), 68 (Mar.), 78 (Apr.),
68 (June)

What Is the Yield from Pelvic Endoscopy, 38 (Jan.) (Harris,
McQuarrie, Ellsworth, Stone)

"What Next?" 32 (Nov.) (Workman)

What’s The Rhythm, 58 (Jan.), 66 (Apr.), 60 (Aug.), 56 (Oct.)
(Lindsay)

Wyoming, 64 (Feb.), 72 (Nov.), 44 (Dec.)

Wyoming Doctor, The, 65 (July) (Grizzle, Parker, Olsen)

WYOMING, Proceedings of the House of Delegates, 64 (Feb.)

Wyoming, Special Issue (July)

Wyoming State Medical Society Annual Meeting, 4 (August)

BOOK REVIEWS, VOLUME LXVI

Medical Stamps Handbook, Volume 3, edited by Dr. E. Willis
Hainlen, MD, 89 (April)

Prosthetic Heart Valves, Lyman A. Brewer, III, MD, 50 (Dec.)

Surgery of Acquired Vascular Disorders, B. B. Jackson, MD,
51 (Dec.)

OBITUARIES, VOLUME LXVI

Axley, Albert Walter (Montana) 75 (Oct.)

Brown, Blaine R. (Utah) 93 (Sept.)

Buck, William (Colorado) 67 (June)

Chandler, Gilbert B. (Colorado) 73 (May)

Chase, Phillip M. (Utah) 50 (Dec.)

Clark, H. Dumont (Colorado) 87 (April)

Collier, Douglas (Colorado) 67 (June)

Colombo, Frank V. (Utah) 88 (April)

Cutler, Frank H., Jr. (Utah) 67 (June)

Daines, Clyde J. (Utah) 68 (Jan.)

Darwin, Darius W. (Colorado) 68 (August)

Forman. Frank S., Jr. (Colorado) 75 (Oct.)

Foss, Allen Richard (Montana) 73 (Nov.)

Gillen, George H. (Colorado) 73 (May)

Hales, Delbert R. (Utah) 93 (Sept.)

Hartshorn, Duane Fargo (Colorado) 75 (Oct.)

James, Herbert Halpermy (Montana) 50 (Dec.)

Jardine, George H. (Colorado) 70 (March)

Kelly, Vincent E. (Colorado) 88 (April)

Likes, Lanning E. (Colorado) 87 (April)

Lindeberg, Sadie Berthalyn (Montana) 88 (April)

Lindem, Martin C. (Utah) 83 (Feb.)

Loder, Kenneth J. (Colorado) 73 (Nov.)

Lovelace, William Randolph (New Mexico) 83 (Feb.)

McClure, Harlan E. (Colorado) 69 (Jan.), 83 (Feb.)

McDonald, John W. (Colorado) 87 (AprU)

Miner, Philip (Colorado) 73 (May)

Neville, John Vernon Henry (Montana) 68 (August)

Preston, Robert D. (Utah) 71 (July)

Pugh, Walter N. (Utah) 69 (Jan.)

Rich, Edward I. (Utah) 88 (April)

Staeck, Felix C. (Colorado) 88 (April)

Wagschal, Ferdinand (Colorado) 93 (Sept.)

Waldo, John Frazier (Utah) 68 (Jan.)

Walker, Dora Von Holdt (Montana) 73 (Nov.)

Yegge, WtUiam Bernard (Colorado) 68 (Jan.)
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When your patients need a reliable antidiarrhea!

at home or away from home^-rely on Lomotil.

in diarrheas associated with:

• gastroenteritis

• acute infections

• functional hypermotility

irritable bowel

ileostomy

drug-induced diarrhea

Warnings: Lomotil should be used with caution

in patients taking barbiturates and, if not contra-

indicated, in patients with cirrhosis, advanced liver

disease or impaired liver function.

Precautions: Lomotil is a federally exempt nar-

cotic with theoretically possible addictive poten-

tial at high dosage; this is not ordinarily a clinical

problem. Use Lomotil with considerable caution in

patients receiving addicting drugs. Recommended
dosages should not be exceeded, and medication

should be kept out of reach of children. Signs of

accidental overdosage may include severe respira-

tory depression, flushing, lethargy or coma, hypo-

tonic reflexes, nystagmus, pinpoint pupils,

tachycardia; continuous observation is necessary.

The subtherapeutic amount of atropine sulfate is

added to discourage deliberate overdosage.

Adverse Reactions: Side effects reported with

Lomotil therapy include nausea, sedation, dizzi-

ness, vomiting, pruritus, restlessness, abdominal

discomfort, headache, angioneurotic edema, giant

urticaria, lethargy, anorexia, numbness of the ex-

tremities, atropine effects, swelling of the gums,

euphoria, depression and malaise. Respiratory de-

pression and coma may occur with overdosage.

Dosage: The recommended initial daily dosages,

given in divided doses until diarrhea is controlled,

are as follows:

Children:

3-6 mo. ... ....... 1/2 tsp.* t.i.d. (3 mg.)

6-12 mo. .............. 1/2 tsp. q.i.d. (4 mg.)

1-

2 yr Vi tsp. 5 times daily (5 mg.)

2-

5 yr. 1 tsp. t.i.d. (6 mg.)

5-8 yr. ... 1 tsp. q.i.d. (8 mg.)

8-12 yr. ......... 1 tsp. 5 times daily (10 mg.)

Aduits: ......... 2 tsp. 5 times daily (20 mg.)

or 2 tablets q.i.d.

*Based on 4 cc. per teaspoonful

Maintenance dosage may be as low as one-fourth the

initial daily dosage.

G. D. SEARLE & CO.

P. O. Box 5110, Chicago, Illinois 60680
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aclinical

situation for

^^um^(diazepam)

;

psychic tension...

and irritable colon

Included inthe therapeutic regimen,Valium (diazepam)

relieves psychic tension and helps lessen G.I.complaints.

The pronounced calming action
of Valium (diazepam) is generally
evident within the first days of

therapy. .
.
proper maintenance

dosages seldom dull the senses or
interfere with functioning . . . the
h.s. dose, added to the t.i.d. sched-
ule, helps relieve insomnia in-

duced by psychic tension.

Before prescribing, please consult com-
plete product information, a summary of
which follows;

Indications: Tension and anxiety
states; somatic complaints which are
concomitants of emotional factors;

psychoneurotic states manifested by
tension, anxiety, apprehension, fatigue,

depressive symptoms or agitation; acute
agitation, tremor, delirium tremens and
hallucinosis due to acute alcohol with-
drawal; adjunctively in skeletal muscle
spasm due to reflex spasm to local pa-
thology, spasticity caused by upper
motor neuron disorders, athetosis, stiff-

man syndrome, convulsive disorders
(not for sole therapy)

.

Contraindicated: Known hypersensi-
tivity to the drug. Children under

6 months of age. Acute narrow angle
glaucoma.

Warnings : Not of value in psychotic
patients. Caution against hazardous oc-
cupations requiring complete mental
alertness. When used adjunctively in
convulsive disorders, possibility of in-

crease in frequency and/or severity of
grand mal seizures may require in-

creased dosage of standard anticon-
vulsant medication; abrupt withdrawal
may be associated with temporary in-

crease in frequency and/or severity of
seizures. Advise against simultaneous
ingestion of alcohol and other CNS de-
pressants. Withdrawal symptoms have
occurred following abrupt discontinu-
ance. Keep addiction-prone individuals
under careful surveillance because of
their predisposition to habituation and
dependence. In pregnancy, lactation or
women of childbearing age, weigh po-
tential benefit against possible hazard.

Precautions : If combined with other
psychotropics or anticonvulsants, con-
sider carefully pharmacology of agents
employed. Usual precautions indicated
in patients severely depressed, or with
latent depression, or with suicidal ten-
dencies. Observe usual precautions in
impaired renal or hepatic function.
Limit dosage to smallest eflfective

amount in elderly and debilitated to
preclude ataxia or oversedation.

Side Effects: Drowsiness, confusion,
diplopia, hypotension, changes in libido,

nausea, fatigue, depression, dysarthria,
jaundice, skin rash, ataxia, constipation,
headache, incontinence, changes in sali-

vation, slurred speech, tremor, vertigo,
urinary retention, blurred vision. Para-
doxical reactions such as acute hyper-
excited states, anxiety, hallucinations,
increased muscle spasticity, insomnia,
rage, sleep disturbances, stimulation,
have been reported; should these occur,
discontinue drug. Isolated reports of
neutropenia, jaundice; periodic blood
counts and liver function tests advisable
during long-term therapy.

Valium®(diazepam)
2-mg, 5-mg, 10-mg tablets

Roche
LABORATORIES

Division of Hoffmann-La Roche Inc.

Nulley. New Jersey 07110
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This Book is due on the last date stamped

below. No further preliminary notice will be

sent. Requests for renewals must be made on
or before the date of expiration.

DUE DUE

A fine of twenty-five cents will be charged for

each week or fraction of a week the book is

retained without the Library’s authorization.




